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NEWER CORE OF THE CENTRAL CONTROL OF EMOTIONS: 
A REVIEW 


ORTHELLO R. LANGWORTHY, M. D., BALTIMORE, Mp. 


Psychosurgical procedures. have helped to 
stimulate enormous interest in the anatomi- 
cal and physiological basis for emotional 
responses. New theories, still almost com- 


pletely speculative, are being tested experi- . 


mentally. This is a field where neurology 
and psychiatry overlap, with which psychia- 
trists may wish to be cognizant. Although 
the hypothalamus has previously been called 
the head ganglion of the autonomic nervous 
system, only the cerebral cortex is capable 
of appreciating all the affective qualities of 
experience. The cerebral cortex deals with 
both emotional experience and emotional ex- 
pression. Papez(1) in 1937 advanced the 
theory that the archipallium or rhinencepha- 
lon was concerned not entirely with olfac- 
tory function but may elaborate the func- 
tions of emotion. MacLean(2) called this 
the visceral brain and discussed its relation 
to psychosomatic diseases. He introduced 
many interesting speculations and stated that 
the visceral brain in the light of Freudian 
psychology would have many of the attri- 
butes of the unconscious id. The archipal- 
lium and transitional mesopallium encircle 
the ventral and mesial portions of the cere- 
bral hemispheres, pushed into this position 
by the extensive growth of the neocortex 
which has grown out in the center of the 
older forebrain cortex. Adolf Meyer spoke 
of the rhinencephalon as a purse string struc- 
ture around the neocortex. The visceral 
brain includes the hippocampus, amygdala, 
the orbital surface of the frontal lobes, the 
insula, the cingulate gyrus and the hippo- 
campal gyrus. All those areas are closely 
connected anatomically.. Diagrams showing 
the relationships of these structures may 
be found in the articles of McLean(2), 
Papez (1), and Fulton(3). 

To review briefly the development of 
knowledge concerning the autonomic sys- 
tem, Langley(4), in the early part of this 
century, described it purely in terms of 
peripheral motor fibers. It gradually was 
realized that sensory fibers arise from the 


- viscera and autonomic activities are de- 


pendent upon reflex arcs but sensory visceral 
fibers have never been well differentiated 
anatomically or physiologically. The sensory 
fibers of the vagus nerve are obviously re- 
lated largely to visceral perception. Karplus 
and Kreidl(5) first defined the hypothala- 
mus as a functional entity. Later this small 
portion of the brain was studied exhaustively 
as an area where autonomic activity was in- 
tegrated. The importance of the hypothala- 
mus in emotional reactions was emphasized 
by Cobb (6). It gradually became known 
that autonomic functions were also repre- 
sented at the level of the cerebral cortex. 
Pavlov was fully aware that certain areas in 
the cortex controlled salivation. Bechterew 
(7) studied the cortical representation of 
autonomic functions such as sweating, sali- 
vation, and vasomotor reactions. Lang- 
worthy (8) suggested that all portions of the 
brain influencing the activity of striated 
muscles also controlled the function of 
smooth muscle and glands. 

The fact that the cerebrum is an out- 
growth of the olfactory brain is evidence of 
the fundamental role of the sense of smell 
in obtaining food, warning of enemies and 
particularly in sexual function (McLean, 2). 
The medial olfactory tract leads to correla- 
tion centers for smell, taste, and sensation 
from the mouth and viscera. Smell may be 
thought of as an oral sense or more broadly 
as a visceral sense. Olfactory impulses are 


also of significance for the function of the 


exteroceptive systems, organized to permit 
localized responses which subserve adjust- 
ment to external conditions such as warning 
of enemies and guiding to mates and food. 
Thus smell, a nonlocalizing sense, enters into 
correlation with exteroceptive functions. 
Brodal(g) pointed out a deep-seated be- 
lief that the hippocampus is an important 
olfactory center. However, Langworthy (10) 
found that the hippocampus and amygdaloid 
nucleus are present in sea-living mammals 
where the olfactory nerve is lacking. Allen 
(11) showed that removal of 90% of the 
hippocampus did not destroy conditioned re- 
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flexes to odors. Brodal(9) believed that 
olfactory discrimination depended on the 
pyriform cortex and the amygdaloid com- 
plex. Penfield and Erickson(12) found that 
stimulation of the hippocampus in conscious 
patients caused nothing in the way of olfac- 
tory sensation. Elsberg and Spotnitz(13) 
observed no deterioration of olfactory sen- 
sation with pathological lesions involving the 
hippocampus. 

Hughlings Jackson described a dreamy 
state associated with uncinate fits. The un- 
cinate area is a portion of the visceral brain. 
These attacks often have aura of smell, taste, 
gastric uneasiness, and asphyxia. Recently 
McCrea(14) has described isolated fear as 
an aura of temporal lobe attacks. The fibers 
of the lateral olfactory tract appear to end 
around the amygdala and the piriform gyrus 
of the temporal lobe (Papez, 1). According 
to MacLean(2) the amygdala may be con- 
sidered as an olfactory thalamus, somewhat 
analagous to the optic thalamus related to 
other sensory pathways. The amygdala is 
intimately associated with the hippocampal 
gyrus. The lateral nucleus of the amygdala 
may project through the external capsule to 
the cortex of the temporal lobe. Although 
Jackson observed such complex aura associ- 
ated with uncinate fits, Bucy and Klüver (1 5) 
observed that a remarkably small number of 
projection fibers from the optic thalamus 
reach the temporal lobe. They stated that 
the temporal cortex is anatomically most 
suited to be considered an association area. 
Here the possibility exists for correlating 
not only olfactory, gustatory, and other 
visceral sensations but also auditory, visual, 
somesthetic, and sexual sensations as well, 

The hippocampal gyrus, lying adjacent to 
the hippocampus has the attributes of a 
sensory type of cortex and projects to the 
motor cells of the hippocampus through a 
transitional area, the subiculum. The hip- 
pocampal gyrus receives great numbers of 
fibers from the cingulate gyrus and other 
portions of the cortex through a large tract 
of fibers, the cingulum (16-20). Indeed the 
cingulum bundle is one of the most impor- 
tant afferent projections to the hippocampus. 
There is a growing belief that all types of 
sensation impinge to some degree on the 
hippocampal gyrus and through it upon the 


hippocampus. Potentials have been evoke 
from the hippocampus as a result of aud 
tory, visceral and somesthetic stimulatig 
(21, 22, 23). Fulton (3) stated that th 
perivisual areas as well as the periauditq 
region fire the hippocampal gyrus while tj 
precuneus shares reciprocal connections will 
the hippocampus. The precuneus has bedi 
considered as an area concerned with sexu 
stimuli. Thus the cingulum would cam 
sexual impressions to the hippocampal gyri 

There is also growing evidence that 
types of sensation impinge directly upon th 
hypothalamus and are relayed from the lj 
pothalamus to the visceral cortex by way 
the anterior and dorsomedial nuclei of tht 
thalamus. The fibers from the dorsomedid: 
nucleus to the cortex are severed in the co 
ventional lobotomy operation. Whether son 
of these fibers project to the neocort 
or all project to the visceral cortex is nd 
clarified. Many of these fibers from tht 
hypothalamus conduct visceral sensory imi 
pulses, 

To conclude the discussion of senso 
fibers to the visceral brain, Ruch and Pd 
ton(24) claim that the peri-insular cort 
of the operculum contains the cortical repre 
sentation of taste. Large and bilateral 
sular lesions cause transient disturbance f 
taste discrimination. Bórnstein(25) came | 
a similar conclusion from a study of clinici 
cases. Impulses from the visceral senson 
nuclei of the vagus nerve have been tracé 
directly to the thalamus and hence to ff 
posterior orbital gyrus(3). m 

Negative results have followed section d 
the fibers from the hippocampus. Bengocia 
et al(26) found no behavior changes *. 
cats and monkeys following section of ff 
fornices. Bard and Mountcastle(27) o 
served a slight increase in pleasure reactiol 
following bilateral removal of the hippe 
campus and overlying cortex. Electric 
stimulation of the hippocampus and fort! 
has given no autonomic responses (28)) 
Kaada ef al.(29) using buried electrod Í 
observed quick glancing and searching m0 S 
ments to the opposite side on stimulation ^. 
the hippocampus or cingulate gyrus of co 
scious cats. The animals appeared to pe 
to some kind of sensation or psychic expe% 


| 


1955] 


ORTHELLO R. LANGWORTHY 


483 


ence and their reaction to external stimuli 
was decreased. 

Although autonomic responses can be elic- 
ited on stimulation of the neocortex, Ful- 
ton(3) stated that they are more easily ob- 
tained from the visceral cortex. Spencer(30) 
demonstrated in 1894 that marked vasomotor 
responses resulted from stimulation of the 
posterior orbital gyri. Stimulation of the 
orbital surface of the cortex in man causes 
marked vasodilation of'the extremities as 
well as alteration of the respiratory rhythm 
(31, 32). Similar responses can be obtained 
from the anterior cingulate cortex, insula 
and the tip of the temporal lobe(29, 33). 
Stimulation of the anterior cingulate cortex 
elicits dilation of the pupils, alteration of 
respiratory movements, piloerection and ces- 
sation of muscular movements with relaxa- 
tion of muscular tension (34, 35, 36). Stimu- 
lation of the anterior perforated space or of 
the insula causes sharp rises of blood pres- 
sure. We may conclude that stimulation of 
certain portions of the visceral cortex, par- 
ticularly of the meso- or transitional cortex 
gives rise to autonomic responses. 

As regards the removal of these areas, 
isolated ablation of the posterior orbital gyri 
bilaterally was followed by conspicuous hy- 
peractivity even though the remaining cortex 
had in no way been injured and the head of 
the caudate nucleus remained intact(37, 32). 

, Richter and Hines(38) had previously main- 
tained that hyperactivity, after removal of 
the frontal lobes, occurred only when the tip 
of the caudate nuclei had also been injured. 
The cingulate gyrus is transitional or meso- 
cortex. The posterior portion is receptive 
and associative while the anterior portion is 
effector or motor(34). The anterior nucleus 
of the thalamus projects to discrete regions 
of the cingulate gyrus(39). Smith(34) 
found that removal of the anterior cingulate 
gyri led to greater tameness. Ward (36) de- 
Scribed a lack of social conciousness after 
similar operations. Glees ef al (40) re- 
ported increased motor activity after bilat- 
eral cingulate lesions in monkeys. Fulton(3) 
felt that the cingulate cortex was an impor- 
tant suppressor region, acting through the 
caudate nucleus. Kremer(41) reported pilo- 
erection and increased salivation after cingu- 
late ablation. 


The connections of the visceral brain act 
after the manner of closed circuits, a prin- 
ciple already familiar in other portions of 
the nervous system. Le Gros Clark and 
Meyer(42) established that the hippocampus 
and fornix form part of a circle which es- 
tablishes a functional relationship with the 
hypothalamus and cingulate cortex. The cir- 
cuit is hippocampus—fornix—mammillary 
body—anterior nucleus of thalamus—cingu- 
late cortex-cingulum—hippocampal gyrus— 
hippocampus. Actually two of these circuits 
are well established and they may easily have 
different functional significance. In both, the 
fornix carries impulses from the hippo- 
campus to the mammillary body which is a 
portion of the hypothalamus. Then the hy- 
pothalamus projects back to the cortex 
through two thalamic nuclei. One, the an- 
terior nucleus and its projection to the cin- 
gulate cortex has been described. Also the 
hypothalamus projects to the dorsomedial 
thalamic nucleus. Murphy and Gellhorn(43) 
showed that strychninization of the posterior 
hypothalamus activates the dorsomedial nu- 
clei of the thalamus and strychninization of 
the dorsomedial nuclei likewise activates the 
hypothalamus. The dorsomedial nuclei pro- 
ject to the transitional cortex of the visceral 
brain in the orbito-insulo-temporal region. 
Le Gros Clark and Meyer(42) suggested 
that the visceral cortex serves as a nonspe- 
cific activator for all cortical activities and 
these closed circuits may play a part in acti- 
vation or inhibition of the neocortex. 

Fulton(3) attempted to apply these studies 
of the visceral cortex to problems of selec- 
tive psychosurgery. He stated that lesions 
of the visceral cortex give rise to autonomic 
disturbances and to behavioral changes in 
the direction of greater tameness and pla- 
cidity and are without effect on learning ca- 
pacity or intellectual functions. The effect of 
frontal lobotomy in dealing with pathologi- 
cal emotional states will depend upon the 
extent of damage to the visceral cortex. 
The undesirable effects of radical lobotomy 
are due to encroachment on the neocortex, 
Fulton suggested that cingulate ablation is 
indicated for aggressive and overactive pa- 
tients while orbital gyrectomy or midventral 
quadrant coagulation is indicated for schizo- 
phrenia or depressed patients with subnor- 
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mal psychomotor activity. This dichotomy 
is apparently based on the theory that the 
two projections from the hypothalamus to 
the cortex have different and almost oppos- 
ing functions, which has not been proven ex- 
perimentally. Fulton stated that the fibers 
which pass through the medial ventral quad- 
rant appear to be primarily concerned in the 
relief of intractable pain. These compose the 
visceral afferent fibers. With radical lo- 
botomy an important sensory system, chiefly 
visceral in origin, has been removed from 
the sphere of consciousness. This theory 
for the relief of emotional disorders seems 
extremely mechanical. It assumes that fun- 
damental improvement will occur if aggres- 
sive and hyperactive patients are made less 
active and depressed patients more active. 
In the treatment of psychoses as in the treat- 
ment of intractable pain this theory leaves 
out the matter of anxiety as well as the 
importance of personal experience and 
meaning. 

The visceral cortex also forms a large por- 
tion of the temporal lobe. Bucy and Klüver 
(15) in a classic paper described the unusual 
behavior of monkeys following removal of 
both temporal lobes including the amygdala 
and a greater portion of the hippocampus. 
Many of the defects could be considered un- 
der the term agnosia. The monkeys showed 
psychic blindness but reacted to every visual 
stimulus. They had strong oral tendencies 
and tested every object in their mouth. There 
was an absence of emotional reactions gen- 
erally associated with anger and rage. Form- 
erly wild and intractable animals became 
docile, An increase in sexual activity was 
noticed. Even after removal of one temporal 
lobe there was a change in the direction of 
greater tameness. The authors thought that 
damage to the hippocampus and its connec- 
tions played an important role in the produc- 
tion of the symptoms, since they did not ap- 
pear in animals in which the hippocampus 
was left intact. Klüver(44) concluded that 
removal of the occipital lobes of monkeys 
only changes the environment while removal 
of the temporal lobes only changes the 
animal. 

Rosvald et al.(45) and Pribram and Bag- 
shaw(46) developed another experimental 


approach to this type of lesion. Eight mg 
keys were studied as a group to learn th 
method of relating to each other. The 3 mg 
aggressive animals were subjected to am 
dalectomy. Two of the animals fell to t] 
bottom of the list as regards aggressive b 
havior while the third suffered no loss 
dominance. Rosvold (see Fulton, 3) foun 
that a dog after bilateral removal of f 
amygdaloid area has a much higher thres 
old of excitability. 

Heath and his coworkers(47) have 
cently published a book Studies in Schis 
phrenia which reports a program type of T 
search utilizing animals and patients. Tht 
think of schizophrenia as a specific dises 
related to metabolic disturbances and in ob 
ing lower levels of integration. Their 4 
tention is focused on the ventromedial col 
tex just anterior to the hypothalamus à 
anterior commissure which they call the sep 
tal area. This is a portion of the visceri 
cortex which has received little attention 
the other studies reviewed here. Like Full 
ton, they tend to think of improvement il. 
terms of overcoming increased or decreastl 
activity. They located facilitatory points i 
the septal region and inhibitory points in UN 
lateral aspect of the caudate nucleus. B 
moval of the septal area in cats produc 
metabolic changes, many of which resemble 
the effects of adrenalectomy. Heath ef J 
placed electrodes in the brains of schiZ 
phrenic patients and also 4 patients wi 
organic disease. Many of the schizophren 
patients were in their early twenties. 1} 
family had to be in a position to supply a 
quate hospital and nursing care. Electro 
were inserted by the open or closed met 
into the septal area, caudate nucleus, 2) 
thalamus. The authors stated that abnorm 
spikes were found in the subcorticograms 1 
schizophrenic patients, thus proving © 
ganic disease. Since they thought the fach 
tatory circuit was somewhat deficient 4 
schizophrenia, they tried stimulation of 
septal area as a therapeutic technique. It 
obvious that the electrodes can be left! 
position only for short periods. The auth? 
felt that several patients were improved 2 
this procedure. i 

Mettler (see Heath et al.), who has © 
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anatomical orientation, presented the follow- 
ing critical view of this work. 

No sound basis has been advanced here for the as- 
sumption that schizophrenia is due to specific septal 
patho-physiology or that this condition is influenced 
by manipulation of this region. 


Certainly many psychiatrists would agree 
with Adolf Meyer that schizophrenia is a 
reaction type and not a disease. Schizo- 
phrenia is a way of life or adjustment to 
life adopted by people who are unable to 
make satisfactory interpersonal relationships. 
While it may be easier to care for patients 
if they are made less aggressive or less ac- 
tive by operative means this change in 
activity does not touch closely on the funda- 
mental problem. These physiological ex- 
periments conducted on patients without 
sound experimental basis cannot but leave 
many physicians shocked and distressed. 

Finally it is possible to make general state- 
ments concerning the anatomical and physi- 
ological relation of the visceral cortex and 
neocortex. From a phylogenetic viewpoint 
there is a continual cephalad movement of 
dominance in the brain. In lower forms the 
forebrain is dominated by the olfactory sense 
and its elaboration. In birds the optic ap- 
paratus is related largely to the roof of the 
midbrain. Vision, an important exterocep- 
tive sense, later assumed dominance by moy- 
ing into the forebrain, developing the thala- 
mus and neocortex. Other sensory systems 
followed the optic into the forebrain. The 
development of binocular stereoscopic vision 
was related to the use of the forelimbs for 
prehensile purposes and the development of 
the hand in men. There occurred an enor- 
mous growth of the neocortex which also 
controls the functions of speech. Delicate 
motor activity is initiated by the neocortex 
and any movement requires simultaneous 
autonomic adjustments. The neocortex, 
built largely on exteroceptive sensation has 
primarily intellectual function. 

The neocortex and visceral cortex are al- 
ways separated by sharp boundaries with 
few direct pathways of communication. 
Apparently all types of sensory stimuli reach 
the hippocampus, largely through the cingu- 
lum. The mesopallium or transitional cortex 
developed around the edges of the archipal- 
lium and is concerned partly with sensory 
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and partly with autonomic function. In 
order for the visceral cortex to communicate 
with the neocortex, impulses must descend 
to the hypothalamus and then enter the thala- 
mus. Even this pathway is unproved since 
the fibers from the hypothalamus and thala- 
mus appear to communicate with the meso- 
cortex and not the neocortex. Obviously 
the neocortex is the highest center of integra- 
tion and must control simultaneously both so- 
matic motor and autonomic activity through 
the final common path. The theory under- 
lying more delicate methods of psychosur- 
gery assumes that by more selective opera- 
tions upon the cortex, more precise changes 
in the emotional set of the personality can 
be achieved. This is a theory which will be 
actively tested in the immediate future. 
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THE RORSCHACH AND CENTRAL NERVOUS SYSTEM PATHOLOGY: 
A CROSS-VALIDATION STUDY + 


JEROME FISHER, Pu. D.,2 San Francisco, Cauir., THOMAS A. GONDA, M. D., San Mares, CALIF., 
AND KENNETH B. LITTLE, Pr. D. 4 STANFORD, CALIF. 


In the everyday work of a hospital neu- 
rology ward varied diagnostic instruments 
and procedures are used. At this hospital 
techniques and methods of clinical psychol- 
ogy, including the Rorschach, are also em- 
ployed. Over a period of years several inves- 
tigators(3, 5, 7) have presented empirically 
derived sets of signs whose presence in a 
given Rorschach protocol indicates brain dis- 
ease; and recently Dérken and Kral(2) pre- 
sented a set of 7 Rorschach signs which, 
when absent to a stated degree, indicates or- 
ganic impairment. In addition, Dórken and 
Kral found that, “Response to the Rorschach 
Test [varied] in accordance with the locali- 
zation of brain lesion." 

Despite some question about the utility of 
the Rorschach in neurologic diagnostic prob- 
lems referrable to brain disease, we were 
impressed by our early successful application 
of the Dórken and Kral signs to cases with 
proven brain pathology: they were correctly 
identifying more than 90% of these cases. 
Moreover, scoring absence rather than pres- 
ence of signs seemed more meaningful clin- 
ically since individuals with brain disease are 
unable to perform certain tasks as well as 
those without. As a result we decided to 
conduct a comparative study of 4 commonly 
used sets of Rorschach "signs" for the diag- 
nosis of brain disease: those of Dórken and 
Kral, Piotrowski(5), Hughes(3), and Ross 
and Ross(7). 


METHOD AND MATERIALS 


Since the purpose of this study was to 
cross-validate the Rorschach as a diagnostic 
procedure in cases with central nervous sys- 
tem pathology, a procedure was sought which 
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would be as representative as possible of 
everyday diagnostic problems in hospital 
neurology. The procedure selected resembled 
one suggested by Piotrowski(6) who, about 
13 years ago, stated: 


The best control group for the cerebral group 
would seem to be one composed of patients who 
had been seriously considered to have cerebral 
lesions and in whom the possibility of cerebral 
lesions was excluded after a longer period of ob- 
servation. 


At the Veterans Administration Hospital, 
San Francisco, a general medical hospital, a 
sample of 118 patients who fulfilled the fol- 
lowing requirements was selected: (1) ad- 
mission to the neurology ward (2) sufficient 
hospitalization for complete neurologic eval- 
uation (3) white, male veterans (4) admin- 
istration of Rorschach examination during 
hospitalization. 

A brief description of the methods of ad- 
mission and medical work-up is as follows: 
Cases are first "screened" by an admitting 
physician who decides whether or not hos- 
pitalization is indicated. If indicated or in 
question, the patients are referred to the 
admitting physician of the specialty involved, 
in this instance neurology. If admitted to 
the neurology ward the patients are given a 
complete medical work-up, including history, 
physical and neurologic examination, routine 
laboratory procedures (complete blood count, 
blood serology, urinalysis, and chest x-ray), 
and indicated consultations as well as special 
labofatory procedures. In addition, for over 
6 years psychological diagnostic examina- 
tions have been requested for a substantial 
number of neurology patients as part of a 
continuous "baseline" study. These exam- 
inations include a personal and social history, 
Rorschach, Minnesota Multiphasic Person- 
ality Inventory, Wechsler-Bellevue Intelli- 
gence Scale, and others. 

The completed hospital records of the 118 
patients were presented to 2 attending neu- 
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rologists who served as criterion judges." 
Each judge reviewed the 118 records inde- 
pendently and separated the cases into 2 
groups—those in which, in his judgment, 
central nervous system pathology was pres- 
ent rostral to the foramen magnum, and those 
in which no central nervous system pathology 
existed rostral to the foramen magnum. In 
addition, a 3-point rating scale was provided 
on which each judge could indicate the 
degree of certainty with which he categorized 
each case, viz., “3—most certain," “2—cer- 
tain,” “1—least certain." This rating scale 
was provided in order to approximate the 
manner in which clinical diagnoses are made, 
allowing for ambiguities and variations in- 
herent in case material. The data obtained 
from the judges were tabulated as follows: 
If a case was categorized as having central 
neryous system pathology rostral to the fo- 
ramen magnum, the judge’s rating of cer- 
tainty was given a plus value, vis, +1, +2, 
+3, from “least certain” to “most certain,” 
respectively; if a case was categorized as 
having no central nervous system pathology 
rostral to the foramen magnum, the rating of 
certainty was given a minus value, vis., —1, 
—2, —3, from “least certain” to “most cer- 
tain,” respectively. The assigned plus and/or 
minus values for each case were added alge- 
braically, yielding a spectrum from +6 to 
—6, thus reflecting the judgments of both 
neurologists. 

The distribution of combined ratings was 
divided as follows: Cases whose combined 
rating was from +1 to +6 were specified 
as the criterion “organic” group and those 
with a combined rating from o to —6 as the 
criterion “nonorganic” group. The 2 groups 

The records included available follow-up clinic 
notes as well as special reports such as autopsy 
material and letters from other hospitals. All 118 
cases had been seen in consultation during hos- 
pitalization by one or both of the judges. The au- 
thors are very grateful to Drs. Henry Newman and 
Lewis A. Roberts for their cooperation and assis- 
tance in serving as judges in this investigation. 
We wish also to thank Dr. Howard V. Petzold, 
former chief of the Neurology Section of this hos- 
pital, for his participation and help during the ini- 
tial phase of the study. 

6 We acknowledge that the foramen magnum is 
an arbitrary anatomical dividing line but in view 
of current limited knowledge of behavioral cor- 
relates of the central nervous system, such a point 
of demarcation is, in our opinion, a reasonable one. 
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included 84 "organic" and 34 control "ng 
organic" cases, Using 118 cases rather tha 
only those comprising the extremes of th 
distribution (+5, +6 and — 5, —6) was de 
cided upon because the use of the enti 
sample allows for greater approximation 
problems imposed by the nature of clinig 
practice where diagnostic judgments are it 
reality on a continuum from least to moi 
certain. 3 
How well do the neurologists agree be 
tween themselves? In 86% of the cases 
judges agreed as to the presence or abs 
of central nervous system pathology abo 
the foramen magnum. The coefficient of cà 
relation (phi) is .64. When the degree 
certainty is included in these ratings a cof 
lation coefficient of .76 is obtained. T 
discrepancy between the 2 measures resul 
from the fact that the latter correla 
takes into account the high percentag 
agreement of the judges in the extreme cas 
The correlation coefficient of .76 betwi 
the 2 judges indicates substantial agreem 
in their classification of the 118 cases 
"organic" or "nonorganic" but does i 
indicate how reliable or consistent thé 
paired judgments are. However, since t 
best clinical criterion is the consensus of 
large number of competent neurologists? 
estimate of the validity of these paired j 
ments can be made from our data by ust 
the Spearman-Brown formula (4, p. 19% 
This formula will give an estimate ot! 
degree of agreement between the presem 
neurologists and a theoretical larger numb 
of neurologists. Substituting the approp™ 
figures in the formula, the estimated F 
bility coefficient for the criterion was foul 
to be 93, indicating that considerable © 
fidence may be placed in these judgment 
Since one of the requirements of the 4 
perimental design was that the control | 
organic” group have as intensive a neurolo T 
investigation as the “organic” group, 2 © 
parison was made of the work-up of D^ 
groups. Table 1 shows that, with the €x 
tion of the pneumoencephalogram, ed 
lent procedures were performed on at * 
75% of all control cases, and exclusion 
the skull x-ray raises the minimum to © 
It would seem, therefore, that this red" 
ment has been met. No statistically s8% 
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TABLE 1 


PERCENTAGE OF CASES IN CRITERION GROUPS ON 
WOM NeuroLocic Procepures WERE PERFORMED 


Nonor- 
Organics ganics 
Complete history 100 100 
Physical and neurologic examina- 
ton rE ea sista cla (e 100 100 
Neurologic consultation .... + 100 100 
Routine laboratory procedures... 100 100 
Electroencephalogram 98 94 
Lumbar punctures 93 88 
Skull x-rays 93 77 
Pneumoencephalogram (ventricu- 
logram and/or arteriogram)... 63 21 


cant difference was found between the aver- 
age age of the control “nonorganic” and the 
"organic" groups. For the "organic" group 
the range of ages is 21-60 with a mean age of 
38 years. For the control “nonorganic” group 
the range of ages is 22-57 with a mean age 
of 33 years.” 

Each of the 118 cases had been adminis- 
tered the Rorschach during hospitalization by 
one or another of 32 clinical psychologists. 
These workers varied considerably in experi- 
ence, competence, and skill with the Ror- 
schach. It may be argued that such diversity 
increases the variation of error within the 
Rorschach protocols to some undetermined 
degree. Yet, the number and differences in 


"'The results of the analysis of other variables 
such as nature and duration of chief complaints and 
final diagnoses will be presented in a later paper 
since they are not directly relevant to the present 
one. 
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the background of these psychologists, includ- 
ing the error variations, provide for the kind 
of representativeness of design proposed by 
Brunswik (1), and approximate the situation 
in clinical practice today. All Rorschach 
protocols were reviewed and the scoring 
checked by one of us prior to the categoriza- 
tion of the cases by the judges. The “or- 
ganic signs," as presented in the literature 
by Piotrowski, Hughes, Dórken and Kral, 
and Ross and Ross, were tabulated for each 
protocol The cut-off scores recommended 
by these authors were then used to catego- 
rize each case as “organic” or “nonorganic.” 

For the purpose of analysis, 5 scores were 
thus available for each of the 118 subjects. 
Four of the scores were the “organic” indices 
derived from the Rorschach protocols of the 
subjects, and the fifth score was the sum of 
the 2 criterion judges’ certainty ratings as 
to the presence or absence of organic brain 
pathology. 


RESULTS 


Table 2 presents the results ë of the com- 
parison of each of the Rorschach diagnostic 
systems of organic brain pathology with the 
criterion described above. The entry in the 
upper left-hand cell of each diagram indi- 
cates the number of cases identified by the 
Rorschach system as “organic,” but which 


8 The authors are indebted to Professor Robert C. 
Tryon of the University of California for his help 
in the analysis of the data. 


TABLE 2 


FREQUENCY DIAGRAMS AND PHI CORRELATION COEFFICIENTS OF THE RELATIONSHIP BETWEEN 4 
Rorscuacn Systems or DETECTING BRAIN PATHOLOGY AND THE CRITERION 
JupGMENTS oF 2 NEUROLOGISTS 


Criterion 
Nonor- 
ganic Organic 
Piotrowski Organic 2 32 34 
System | Nonorganic .... 32 52 84 
34 118 
$9 .32* * 
Criterion 
onor- 
a ganic Organic 
Dorken Organic ....... 26 73 99 
and Kral | Nonorganic .... 8 11 19 
System — — — 
34 84 n8 
$ 13 
**. or P 


* 05 < P >01 
e 


Criterion 
jonor- 
ganic Organic 
Hughes [Organic ....... 3 31 34 
System | Nonorganic .... 31 53 84 
118 
9 28** 
Criterion 
onor- 
j ganic Organic 
Ross and fOrganic ....... 6 33 39 
Ross Nonorganje .... 28 51 79 
System — — — 
34 84 118 
$ 20 * 
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were "nonorganic" according to the criterion ; 
the entry in the upper right-hand cell indi- 
cates the number of cases identified as or- 
ganic” by the Rorschach system and also 
by the criterion; the lower left-hand cell 
contains the number of cases identified as 
“nonorganic” by the Rorschach system as 
well as by the criterion ; and the lower right- 
hand cell contains the number of cases indi- 
cated as “nonorganic” by the Rorschach 
system but as “organic” by the criterion. 

Under each table is given the correlation 
coefficient (phi) of the relationship between 
the Rorschach system and the criterion. Al- 
though these correlation coefficients may be 
interpreted in a number of ways, we present 
them as a measure of the degree of associa- 
tion (validity coefficient) between the Ror- 
schach indices of brain pathology and the 
criterion judgments of brain pathology. 

With the exception of the coefficient ob- 
tained for Dérken and Kral, all are sta- 
tistically significant, indicating that 3 of the 
4 systems detect individuals with brain path- 
ology with better than chance accuracy. 

The data in Table 3 indicate that the 
Piotrowski and the Hughes systems have a 
high level of accuracy in detecting “organics,” 
ie, when a person receives an “organic” 
Score on either of these 2 systems, the chances 
are very good (over 9096) that the criterion 
will agree that such is the case. The Dórken 
and Kral system on the other hand, does 
only slightly better than chance and the Ross 
and Ross system is intermediate. However, 
this accuracy of the Piotrowski and Hughes 


TABLE 3 


Percent OF Successes AND FAILURES OF 4 
RORSCHACH Systems FOR DIAGNOSING 
BRAIN PATHOLOGY 


System 
Dörken Ross 
Piotrow- and and y 
ski Hı 
„ 
Organic ...... 94 9r 74 85 71 
Nonorganic ... 38 37 42 35 29 
Organic cases 
not detected 
(false nega- 
RIVES) re oes ais 6a 63 13 6r 29 
Nonorganic 
cases not de- re 
tected (false 


positives) ... 6 9 76 18 71 


TABLE 4 


COMPARISON OF THE VALIDITY COEFFICIENTS OFT 
4 Roxschach DIAGNOSTIC Systems Osram 
IN Previous STUDIES with TROSE Osram 
IN THE Present ONE 


m P 
System die) noy 
Piotrowski ......... 31 (N 130) 32 (N 118) 
ELC QUES =. eres eos 84 (N 218) 28 (N Ig 
Dörken and Kral.... .77 (N 130) 12 (Ning 
Ross and Ross 55 (N 130) 20 (N 118) 


systems is at the expense of missing a stl 
stantial number of the cases identified a 
"organic" by the judges, i.e., a *nonorgani 
score is not conclusive. 

The remainder of the information 
Table 3 can be interpreted in a simili 
fashion. However, when the percentages dl 
various kinds of “success” and "failure" | 
the several Rorschach systems are weighted 
and averaged, one again has the correlati 
coefficient (phi), the best single index 
over-all predictive ability, or, the validi 

For comparison purposes, the validity o 
efficients, in the form of a phi correlation 
of the 4 systems were computed from prev 
ously published data. Those for the Pie 
trowski, Ross and Ross, and Dörken aff 
Kral systems are based on data presented lj 
Dörken and Kral in their initial article (2 
the coefficient for the Hughes system is basti 
upon data presented by him (3). Table] 
gives the comparison between these coe 
cients and those obtained in the present il! 
vestigation. With the exception of the Fit) 
trowski system, all show a marked alll 
significant drop in validity in the cros 
validation. 


Discussion 


The data presented in the Results sect 
indicate that 3 of the 4 Rorschach diagnosti 
systems (Piotrowski, Hughes, and Ross % 
Ross) do distinguish with better than chatti 
success persons with brain pathology f p | 
those without in a representative neuro 0m 


diagnostic systems are highly accurate (0% 

90%) when they identify cases as 

ganics.” ° Compared with previous stud" 
9 In fact, the Piotrowski system compares fava | 


ably with standard neurological techniques o 
EEG, in predicting the criterion. The res 
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all except the Piotrowski system show 
marked and significant drops in validity. 

The decrease in the validity coefficient of 
the Dórken and Kral system is particularly 
striking. Examination of the frequency dia- 
gram (Table 2) and the data in Table 3, indi- 
cates that the errors of prediction of this 
system in our sample are primarily false 
positives. To determine this point more defi- 
nitely a sample of patients admitted to the 
medical wards was taken. This group was 
screened by a neuropsychiatrist who elimi- 
nated all cases with the slightest suggestion 
of nervous system pathology, providing a 
sample of 50 cases to whom Rorschachs had 
been administered during hospitalization. 
Tabulation of the Rorschach scores of these 
50 cases indicates that 31 of them (62%) 
are classified as "organic" by the Dórken 
and Kral system despite the careful screen- 
ing. This percentage was then compared 
with the percentage of false positives secured 
by the Dórken and Kral system on the neu- 
rology ward sample (76%) and found not 
to be significantly different. It seems reason- 
able to conclude, therefore, that the large 
number of false positives resulting when 
the Dórken and Kral system was applied to 
the neurology ward population was due to 
the fact that it categorizes about 3 out of 5 
hospital patients as “organics.” 

Part of the drop in the validity coefficients 
for the Hughes, Ross and Ross, and Dórken 
and Kral systems may be accounted for on 
purely statistical grounds. That is, some 
shrinkage in correlation coefficients usually 
occurs in cross-validation since the original 
coefficients invariably capitalize on chance 
factors in the data. However, the decrease 
in correlations here observed is much too 
large to be based upon this factor alone. The 
more important determinant would seem to 
be the difference between the populations 
used in the previous studies and that used 
in our investigation. As far as can be de- 
termined, all 4 systems used an experimental 
group composed of cases in which the brain 
pathology was overtly and grossly manifest. 
For control subjects, Ross and Ross used 
Psychoneurotics and normals and Hughes 


correlating Rorschach and standard neurological 
techniques with the criterion will be presented in 
another paper. 
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and Dórken and Kral used psychoneurotics, 
normals, and psychotics. Predictive systems 
derived from the comparison of such ex- 
treme groups make at least 2 implicit as- 
sumptions: (1) those characteristics that 
distinguish between patients with gross brain 
pathology and persons with no suggestion of 
brain pathology will also distinguish between 
grossly manifest and “pseudo” cases of 
brain pathology, and (2) persons with mod- 
erate or slight brain pathology will show the 
same psychological deficits as the more gross 
forms, although perhaps to a lesser degree. 
These assumptions are plausible but, we 
suspect, specious. The evidence from the 
present study indicates that the Dórken and 
Kral system was skewered primarily on the 
first assumption resulting in a large number 
of false positives (7696), whereas the other 
3 systems were impaled on the second as- 
sumption resulting in a large number of 
false negatives (61-63%). The slight su- 
periority of the Piotrowski system is ap- 
parently due to the use of some “pseudo- 
organic" cases as controls in the derivation 
of the various signs. Thus a few of his con- 
trol cases approximate ours, all of whom 
were admitted with primary complaints, 
signs, or symptoms referrable to the nervous 
system. Parenthetically, the fact that the 
Hughes and Ross and Ross systems reach 
a statistically significant level of validity in 
this study may be explained on the basis that 
both include a large number of the signs 
originally listed by Piotrowski. The major 
distinguishing feature between these 2 sys- 
tems and Piotrowski's is that in the former 
the signs are variably weighted rather than 
simply counted. 

The discussion above is not intended to 
minimize the value of the Rorschach inves- 
tigation of personality patterns in patients 
with brain pathology as compared with other 
patient groups. Rather the intention is to 
point out that the major problem in differ- 
ential diagnosis in neurologic practice is not 
in distinguishing between grossly "organic" 
patients and normals, psychoneurotics in 
general, and psychotics. The primary clini- 
cal problem in practice is to distinguish pa- 
tients who present à number of neurologic 
signs and symptoms based on organic pa- 
thology from others, who, while presenting 
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a very similar pattern of signs and symp- 
toms, do not, in fact, have such pathology. 
Consequently, a Rorschach “organic” diag- 
nostic system to be of any practical value 
must necessarily be derived from a sample 
having such characteristics. Otherwise pre- 
dictive systems derived with great care and 
scientific rigor will fail to discriminate 
adequately in the workaday world of the 


SUMMARY 


Four Rorschach systems for determining 
the presence or absence of brain pathology 
are compared using a sample of 118 patients. 
Representativeness of the sample was se- 
cured by selecting only patients admitted to 
a neurology ward with complaints, signs, 
and/or symptoms referrable to the nervous 
system. The sample was divided, on the basis 
of the combined judgments of 2 neurologists, 
into cases presumably having brain pathology 
above the foramen magnum (84 cases) and 
those presumably having no such pathology 
(34 cases). The patients in both groups had 
undergone thorough and equivalent neuro- 
logic investigation. Results of the compari- 
son of the 4 Rorschach systems with this 
criterion indicate that 3 of the 4 systems can 
distinguish between persons with and those 
without brain pathology with better than 
chance accuracy. The Piotrowski and 
Hughes systems are highly accurate (94% 
and 91%, respectively) when they identify 
a case as "organic" (only 6% and 9% false 
Positives). However, when these systems 


identify a case as “nonorganic” the finding 
inconclusive in that they fail to identify 6 
of the organic cases (false negatives), 
Ross and Ross system is slightly less ag 
rate. The Dörken and Kral system yie 
results that can be explained in terms 
chance and shows a systematic tendency, 
identify too many cases as “organics,” 
sulting in 76% false positives. Only 1 
the 4 systems, Piotrowski’s, maintain 
validity level comparable to that obtained 
previous studies. 

The results are discussed and reco 
mendations for derivation of more effici 
Rorschach diagnostic systems advanced, 
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The psychiatrist who works in industry 
has a unique opportunity to contribute to 
the development of social and preventive 
psychiatry. He works with and in a clearly 
defined social organization, one in which 
interpersonal relationships of a relatively 
stable nature are maintained over a long 
period. He thus has a chance to make direct 
and continuing observations of social be- 
havior and patterns of social structure in- 
stead of getting them second hand as he 
does in individual psychotherapy. It is pos- 
sible for him to develop a comprehensive 
understanding of the patterns of interaction 
within the social group and to make a con- 
tinuing study of those influences which af- 
fect mental health favorably or adversely. 
At the same time he can also build up very 
considerable knowledge of the personality 
patterns of the people who make up the 
social organization. He has an opportunity 
to do fairly intensive therapy with a few 
and to become well acquainted in a nonthera- 
peutic way with many of the others. 

Thus he is in a position to make significant 
studies of the relationships between varied 
personalities and organizational structure. 
Unlike the artificially created and temporary 
meeting of group psychotherapy, the organi- 
zation he studies is not assembled by him 
nor dependent upon him. He is able, conse- 
quently, to be somewhat more detached than 
a group psychotherapist. While this reduces 
his control, it favors greater objectivity and 
provides an opportunity for seeing a good 
deal more of the life patterns of the indi- 
viduals concerned. He can, moreover, often 
set up group therapy sessions within the 
industrial organization if this is indicated. 

The opportunities, however, are not lim- 
ited to observational research. Since he is 
usually employed to improve human rela- 
tions, he is able to make experimental changes 
and to observe the results. This can amount 


From the New York State School of Industrial 
uer Relations, Cornell University, Ithaca, 


to pioneer experiments bearing on the whole 
field of preventive psychiatry.” 

During the past decade and a half, indus- 
trial leaders have shown a rapidly growing 
concern with problems of “human relations.” 
The term has been used in so many contexts 
and given so many meanings that it is in 
danger of becoming all things to all men. At 
one extreme it can mean a set of platitudi- 
nous exhortations to observe the Golden 
Rule, and, at the other, exacting theoretical 
research, At the core, however, good human 
relations is very close to what psychiatrists 
mean by preventive psychiatry, namely pat- 
terns of group living that promote mental 
health. As a consequence, human relations 
is very properly a concern of psychiatry. 

However, when industrialists have sought 
the help of experts in their problems of hu- 
man relations, they have turned more fre- 
quently to such behavioral sciences as soci- 
ology and anthropology rather than psychia- 
try. The result has been extremely fruitful 
investigations into such questions as the 
behavior of working groups, the nature of 
leadership, and the role of communication, 
usually with attention to both increasing pro- 
ductivity and improving human happiness in 
the work place. But their studies have inevi- 
tably been lacking in an important element, 
namely sufficient emphasis on motivation in 
human behavior. While a few students actu- 
ally insist that psychodynamics is irrelevant 
and that an accurate understanding of human 
relations can be obtained. simply through 
group study, most recognize the importance 
of motivation (including such items as de- 
fense mechanisms and projection) for a 
complete picture of interpersonal processes. 
Even though many of the social scientists 
working in industry have a wide reading 
knowledge of psychological theory, they usu- 
ally lack the clinical experience necessary to 


2A discussion of the role of the psychiatrist in 
industry can be found in report No. 20 of the “Group 
for the Advancement of Psychiatry," The Applica- 
tion of Psychiatry to Industry, formulated by the 
Committee on Industrial Psychiatry, July 1951. 
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give these full meaning. It can also be said, 
of course, that the psychiatrist has a com- 
parable lack in regard to the fields of social 
science. The point is that there is need of 
interdisciplinary attack on the frontiers of 
our knowledge of human behavior and this 
is becoming more and more recognized. Hu- 
man relations in industry must be as firmly 
rooted in psychodynamics as in group dy- 
namics if it is to become a fully developed 
science. It needs, therefore, the help of the 
industrial psychiatrist. 

On the other hand, if the psychiatrist is 
to make his full contributions to industry, 
he must be prepared to work with social 
scientists. This means more than a willing 
attitude; it means knowledge. He needs to 
understand their theoretical concepts and 
their methods if he is to be able to cooperate. 
As a rule, he requires a more rigorous 
grounding in research than he generally gets 
in the course of his psychiatric training. 

More than this, if he is to work effectively 
in an industrial organization, and gain the 
respect and cooperation of its members, he 
needs a good deal of knowledge about indus- 
try and the problems which confront indus- 
trial workers. Medical and psychiatric train- 
ing do not provide enough of this knowledge 
to enable the psychiatrist to bring his special 
skills to bear immediately on industrial prob- 
lems. Most psychiatrists who have gone 
directly from clinical practice into industry 
have found that they had to spend many 
months in getting oriented to the new situa- 
tion before they were able to take up the 
work for which they were hired. Many have 
expressed regret at having had to learn “the 
hard way" and have asserted that an oppor- 
tunity for training could have saved them 
much time and frustration, There are many 
pitfalls which can be avoided only by a lively 
comprehension of the values and purposes, 
the hierarchical structure, and the lines of 
authority in an organization. Until the psy- 
chiatrist has a real feeling for what is going 
on, he is likely to say things which, however 
well founded psychiatrically, sound like non- 
sense to the people around him. 

To meet the need for psychiatrists with 
special training in social, sciences and in in- 
dustrial problems, Dr. Alexander H. Leigh- 
ton obtained a grant from the Carnegie Cor- 
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from the advisory and admissions committi 


poration of New York for the establishm 
of Fellowships in Industrial Psychiatry 
the New York State School of Indust 
and Labor Relations at Cornell Univers 
The Fellowships are for a 2-year period a 
are open to men or women who have co 
pleted at least 2 years of approved psychiat 
training. They are awarded by an advis 
and admissions committee composed of me 
bers of the faculty and a group of psy 
atrists who are interested in industrial p 
lems.* The purpose of the Fellowships is 
give men who are already trained in bà 
psychiatry the preparation they will 
they are to work in industry. Two semest 
are spent in study on the Cornell campus 
a year in field experience in various ind 
tries. 

As a rule the first assignment is on 
campus. This is followed by a full year 
industry and the second semester on camp 
comes at the end of the training prog 
The Fellow’s work on the campus is direc 
by a subcommittee of faculty members drat 


He is expected to take either a regular cot 
or, if this is not available, a special read 
course under the personal direction of 
faculty member, in each of the followi! 
subjects: personnel administration, coll 
tive bargaining, protective labor legislatio 
statistics, human relations in industry, $ 
ciology, applied anthropology, and 
psychology. He may take other 

courses if his subcommittee is satisfied 
the extra work will not interfere with sati 
factory performance in the required subje¢ 
Each Fellow is also expected to write a pap 
that meets the standards of a Master's thes 
This may be based on original research cO 
ducted during his field work or a review | 
the literature of human relations and indi 
trial psychiatry. The topics and methods 4 
worked out in discussion between the Fello 
and his subcommittee. At the conclusion @ 
the 2-year period, he is given a certi 
analogous to those given residents in h 


3 At present the committee membership is as 
lows: Temple Burling, M. D., Ralph Collins, 

C. D. Darling, M. P., Oskar Diethelm, M. D; 
McConnell, Ph. D., Alexander H. Leighton, 

(Chairman), T. A. C. Rennie, M. D., John Wi 
M. D., William F. Whyte, Ph. D., and Wall 
Woodward, M. D. 
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tals, by the school or the university, indicat- 
ing satisfactory performance. 

The first 3 required subjects (personnel 
administration, collective bargaining, and 
protective labor legislation) are intended. to 
give the Fellow some background in the na- 
ture and problems of industry, and to enable 
him to orient himself more quickly in his field 
assignment, and in the subsequent work he 
may undertake in industry. While problems 
of morale and human relations are probably 
the concern of every executive in industry, 
they belong especially to personnel adminis- 
tration, and the industrial psychiatrist, no 
matter what his formal position in the or- 
ganization, will be called upon to cooperate 
closely with people in this department and he 
therefore needs an understanding of what 
they do. Though we think it doubtful that 
the psychiatrist should participate in collec- 
tive bargaining, he should understand it 
because of the far-reaching influence organ- 
ized labor has on industrial human relations. 


We require protective labor legislation be- 


cause the industrial psychiatrist is called 
upon frequently to deal with problems of 
compensation. 

The remaining subjects on the required 
list are intended to acquaint the Fellow with 
the methods, point of view, and body of 
knowledge of other students of human rela- 
tions with which his work must be integrated 
if he is to be effective either at a practical 
level or in making his full contribution to 
the advancement of knowledge. The subjects 
also involve supplementing the psychiatrist’s 
own training in the basic principles and 
methods of research, This should not be 
taken to mean that we intend that every 
Fellow should devote his future years to 
research. It is rather that even the most prac- 
tical efforts in a frontier area such as indus- 
trial psychiatry require some understanding 
of how new knowledge is obtained, validated, 
and turned to human use. The training per- 
mits a man to go further and develop him- 
self for a research career, if he wishes, but 
it does not require this. 

There are a number of reasons for empha- 
sizing sociology, applied anthropology, and 
Social psychology, but perhaps one or two 
comments on each will suffice. Sociology 
gives the Fellow a sense of the larger setting 


in which his industrial organization exists. 
Even though the work-place concerns a 
major portion of each man’s day, it is not 
the whole of it. The family, the community, 
the town, and the still larger society of the 
nation are also relevant to human relations 
and mental health. The industrial psychiatrist 
is not concerned with these directly, but he 
should know something about the kinds of 
influences they may exert in the world of his 
plant or organization. This is analogous to 
the need the therapist has for the knowl- 
edge of general medicine, even though he 
is not directly concerned in its practice. 

Applied anthropology makes the Fellow 
aware of attempts to solve human problems 
in a variety of cultures. Because these cul- 
tures contrast with each other and with our 
own, patterns of social dynamics stand out. 
These exist in our own society and many 
are present in most industrial organizations 
(e.g. tight in-group feeling, attachment to 
prestige symbols, the interdependence of 
various parts in a social group), but they are 
often hard to perceive both because they are 
subtle and because of the myopia we all tend 
to have about our own culture. By seeing the 
patterns first in other cultures and seeing 
them in stark, almost caricature forms, it 
is possible then to relate them to the inter- 
personal patterns of industrial organization. 

A comparison here may be made with 
learning in psychiatry, One does not see 
“striking cases” every day, but one does learn 
from them and what is learned is applied to 
the treatment of the everyday cases. 

Social psychology, particularly that part 
which deals in role theory, offers conceptual 
bridges which enable the psychiatrist to 
relate his concepts of the individual and in- 
dividual dynamics to groups and group 
dynamics. 

The field placements are usually 2, each 
of approximately 6 months. During these 
periods the Fellow is supervised both by 
someone in the organization in which he is 
placed and by one of the authors (T. B.) as 
director of the Fellowships. His supervisor 
within the organization differs from one 
placement to another. He may be located 
either with the personnel department or the 
medical department or under the joint super- 
vision of both. We feel that where it is 
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feasible, supervision by the medical depart- 
ment is very desirable. However, in many 
industries the medical department has very 
little relationship to the main activities of 
the organization. It is a service sponsored 
by the industry but is consulted very little 
about internal policy. If the Fellow were 
to be placed exclusively in such a department, 
his only experience would be the treatment 
of referred patients. 

Inasmuch as industrial psychiatry is pre- 
ventive psychiatry—trying to arrange human 
relations so that fewer people become ill— 
we consider it important that the Fellow have 
a much broader knowledge of the industrial 
organization. Since preventive psychiatry 


implies advising management in regard to 


some of its policies and acts, it is necessary 
for the psychiatrist to know as much as pos- 
sible about the factors which control and 
limit administrative action. He needs to see 
how advice can best be got into the stream 
of decision making and also to be aware 
of side effects and secondary consequences 
which might not be otherwise anticipated. 
In many industries, placement with the per- 
sonnel department affords the best oppor- 
tunity for such experience, 

"The problems assigned to the Fellow dur- 
ing his field training depend upon the current 
trends of the organization in which he is 
placed. One concern has a team, sent out 
from the parent office to the local plants, to 
study morale and make suggestions for 
its improvement. Our Fellow was assigned 
membership on this team and made a con- 
tribution by adding psychodynamic under- 
standing of the employees to what had previ- 
ously been essentially a sociological study. 
He was later asked to study the health needs 
of the organization, particularly of the execu- 
tive group, and was sent to various other 
companies to study their medical services in 
order to help to formulate a medical program. 
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Another Fellow, working with others}, 
a human relations team from the universi 
studied the interrelationships of dep 
heads in a company and then condi 
series of conferences on human relations {q 
this group. 3 
Another Fellow was assigned to the | 
office of a company with extensive intel 
overseas. He was asked to study the cà 
of high turnover and low morale among 
group of their employees. As a result of 
work, he was further requested to help 
the improvement of the selection of 
for this particular job. E 
Though 6 months is obviously too 
a time too permit a Fellow to carry stud 
such as these very far, in several install 
management has felt that the contribi 
was of such value that they desired to emp 
the psychiatrist permanently. 
We have outlined a need in the sense 
a possibility for advancing human well 
through industrial psychiatry and we hé 
sketched a training program designed t0] 
pare people to fill that need. One maya 
however, is there a need in the sense L 
demand from industry ? Are managemen 
labor aware of the problems we perceive ff 
are they prepared to accept the servi 
a psychiatrist? It is our impression that! 
need far outruns the awareness, but 
the demand for industrial psychiatrists, € 
though limited, far outruns the supply. M 
important than the current demand is! 
question of whether it is changing, and if 
is it increasing or decreasing? So far 8$ 
can tell the move is toward greater @ 
greater use of psychiatrists in industry. ^ 
believe we are in a phase like the early s 
of the evolution of public health as a bral 
of medicine. The room for growth 18 
mendous and there is growth. Its s 
character will depend, however, on the 1 
of work produced by those who now and! 
the near future participate in the field. 


THE ROLE OF THE CLINICAL PSYCHOLOGIST IN 
WARD ADMINISTRATION 


AN EXTENSION OF THE THERAPEUTIC TEAM CONCEPT 
EARL P. BRANNON, M. D, ano J. ARTHUR WAITES, Pu. D.? 


INTRODUCTION 


The history of management in mental hos- 
pitals has been the coordination of an in- 
creasing number of specialists in order to 
provide an effective therapeutic team. To- 
day, the manager of a modern mental hos- 
pital directs over 20 separate functioning 
units covering an extremely wide range of 
professional and technical personnel. The 
restricted doctor-patient relationship has 
given way to a multidisciplinary approach in 
which the psychiatrist allocates and directs 
the specific treatments which form the treat- 
ment Gestalt for individual patients. 

This philosophy has resulted in the cre- 
ation of trained specialities within the men- 
tal hospital framework. Just as nursing has 
developed from the status of untrained but 
highly motivated women to that of Regis- 
tered Nurse employment, so other ancillary 
medical personnel are now recruited from 
well-screened and highly trained persons. 

The latest of these professions to become 
mature under the rigors of training and 
practical experience is clinical psychology. 
Born in the wedlock of science and phi- 
losophy, weaned by statisticians, moulded 
by two world wars, and nurtured by psy- 
chiatrists, clinical psychology today has be- 
come a vital part of the mental hospital. 

Traditionally, management has used the 
clinical psychologist in testing—an applica- 
tion of specialized techniques to formulate 
intellectual and psychodynamic patterns of 
personality—for purposes of personnel and 
patient disposition. This service has been 
invaluable in those situations where indi- 
vidual treatment methods are practicable and 
essential. 

At this hospital, however, it has been 
recognized that the clinical psychologist has 


1 Manager, Veterans Administration Hospital, 
Perry Point, Md. 

2 Chief, Clinical Psychology Service, Perry 
Point, Md, 


a specialized training permitting a much 
wider range of duties. Faced with the prob- 
lem common to most mental hospitals—an 
increasing chronic patient population with a 
decreasing staff of psychiatrists—manage- 
ment decided to place clinical psychologists 
on wards, to extend the range of their func- 
tions, yet maintain over-all psychiatric super- 
vision. A pilot study was undertaken in 


1951 in which clinical psychologists were to 


function in a new way. The success of this 
venture (together with the numerous re- 
quests for information from many hospi- 
tals) has moved us to write this paper to 
report on our initial experiment. 


THE PILOT STUDY 


The objectives of the pilot study * were to 
explore the extent to which chronic mental 
patients may effectively be cared for in a 
program which seeks to make maximum 
use of their capacity for individual and group 
self-help, for individual and group motiva- 
tion, and their adaptive capacity. The pro- 
gram will make extended use of clinical psy- 
chologists under psychiatric supervision on 
chronic services as well as of social service, 
physical medicine rehabilitation, special serv- 
ices, trained volunteers, nursing service, and 
vocational counselors in the development of 
retaining motivational and group therapy 
procedures. 

The program will be directed toward the 
following goals: (1) the maintenance of 
chronic patients at a higher level of func- 
tioning through the stimulus of a special 
program and the utilization of the unique 
professional skills of psychiatrists and 
nurses, undiverted by duties not requiring 
these skills; (2) a somewhat increased num- 
ber of discharges of such patients; (3) such 
constructive utilizations of the productive 
capacities of chronic patients as may prove 


A detailed account of the pilot study will be 
published at a later date. 


M 497 


therapeutic or hygienic; and (4) lessening 
the burden of the critically short supply of 
psychiatrists, and capitalizing on the poten- 
tial utility of psychologists, of whom a num- 
ber are available. 


THE ROLE OF THE CLINICAL PSYCHOLOGIST 


It should be made quite clear that the 
clinical psychologist in this setting was not 
given complete and unrestricted control of 
all ward activities. The psychiatrist did not 
delegate to him his own unwanted duties. 
The clinical psychologist was not just one 
more “go-between” between the psychiatrist 
and the patient. He did not take over “medi- 
cal” duties and responsibilities. He was 
charged with specific duties, particularly 
those of treatment development and coordi- 
nation of program objectives and personnel. 

More specifically, the clinical psychologist 
assigned to a ward will have primary re- 
sponsibility for putting into effect and direct- 
ing the special program on that ward. He 
will be delegated authority to assume the 
administrative responsibilities of the ward, 
including acting upon correspondence con- 
cerning patients which is received from rela- 
tives, Veterans Administration regional 
offices, other Veterans Administration in- 
stallations, or other Sources; it will include 
where necessary authority to sign "doctor's 
orders" on nonmedical matters, such as au- 
thorizing passes, ground privileges, access to 
funds and purchases, and on actions involv- 
ing psychological determinations such as as- 
signment within the special and individual 
psychological treatment programs, manipu- 
lation of ward environment, etc. The ward 
psychiatrist retains all authority and decision 
pertaining to medical care, certain legal 
matters which may not be delegated, and psy- 
chiatric supervision. The psychologists rela- 
tionship with representatives of the partici- 
pating disciplines will concern integrating 
their respective programs into the total pro- 
gram. He will act as an advisor or consultant 
to the varjous disciplines in order to insure 
a united effort toward a particular goal for 
the individual patient or group of patients. 
The representatives of the various disciplines 
will remain under the supervision of their 
organizational element. The ward clinical 
psychologist will not supervise the technical 
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aspects of the functions performed by 
ticipating disciplines. His efforts will bef 
rected toward guiding the participants} 
defining the results to be achieved by 
coordination of activities, 
We are asking the psychologist to assi 
a large responsibility in directing the ca 
care of patients. Certain responsibilities j 
appropriate to his training, are not di 
gated to him. Furthermore, the delega 
to the psychologist of responsibility in wih 
may be called the area of psychological mal 
cine does not involve a transfer of such 
sponsibility. The physician retaining 
cal responsibility for these chronic p 
still is responsible, for example, if a pati 
is responding badly to the program, for tll 
ing corrective measures through discus 
with the psychologist, or for removing 
patient from the program if this seems iil 
cated. This obviously does not imply tf 
the physician will supervise or attemp | 
supervise the development of the progmd 
The Chronic Wards Project is an exptl 
ment in the treatment of psychotic patietl 
It attempts to develop to the maximum 
adaptive capacities of each patient by # 
utilization of skills of various discipli 
Assigned to the ward, are corrective and 
cupational therapists, and a social wo ‘| 
arrangements have been made to add a v0 
tional counselor. The psychologist is @ 
pected to take a central role in integral 
these skills into a coherent therapél 
program. q 
Since this project is based upon at 
sumption that psychologists are better quf 
fied than other professional groups to 
velop such a program, there will be no 
tempt to supervise them in carrying out! 
plan; however, the patients will remain unt 
medical responsibility. In dealing with s 
patients the psychologists will be operat 
under delegated medical responsibility. 


CRITIQUE 


The following is not a critical appt) 
of the general concept of ward psychologii 
it is restricted to the functions of cli 
psychologists in the setting of this pa 
lar hospital. From it, however, certain $ 
eralizations may be made which should 4 
guide those who plan to extend the P 
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fessional duties of psychologists in their 
hospitals. 

New Functions for the Clinical Psycholo- 
gist—One value of placing clinical psy- 
chologists on the wards is that they are 
expertly capable of screening the patient 
population. This is particularly true of 
chronic wards where patients have “settled” 
in their psychoses and yet, because of staff 
shortages, have not been reassessed psycho- 
logically for many years. On one ward of 
83 patients at this hospital, clinical psychol- 
ogists, under psychiatric supervision, were 
able to spot and rehabilitate 25 psychotics 
who left the hospital with gainful occupa- 
tions. But for this screening most of these 
individuals would most likely have remained 
for the rest of their lives on the back wards. 
Tt should be remembered, however, that this 
screening process is not achieved solely 
through the use of psychological tests but by 
a thorough study of the clinical records, in- 
terviews, and behavior ratings made by a 
wide range of hospital personnel under the 
guidance of the clinical psychologist. In this 
capacity, the ward psychologist acts very 
much like the social psychologist or sociolo- 
gist in analyzing the ward group patterns 
and isolating the leaders and others in whom 
there are strong individual characteristics, 
some of which may make a baseline of suc- 
cessful rehabilitation. 

The psychologist, having an exhaustive 
training in personality dynamics and human 
relationships, is in a particularly strong posi- 
tion to develop new methods of treatment, 
usually along group activity lines. The psy- 
chiatrist is traditionally concerned with the 
individual, an attitude not conducive to re- 
garding the ward as a whole. It is for this 
reason perhaps that the psychiatrist encoun- 
ters so much personal frustration on the 
chronic wards where individual treatment is 
extremely slow and often unfruitful. We 
must face the fact that many of our chronic 
patients will probably never leave the hospi- 
tal; consequently, to allow the psychologist 
to devise programs by which patients may 
be effectively cared for, yet may make maxi- 
mum use of their capacity for individual and 
group self-help, for individual and group 
motivation, and their adaptive capacity, is 
to extend the boundaries of the treatment 
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team in a vital way. The pilot study at 
Perry Point has hinted at ways in which 
this can be done. Patients are no longer suf- 
fering long periods-of monotonous inactivity 
but are beginning to take an interest in each 
other and are acting more as family units in 
the making of decisions and in their behavior. 
It is probably this feature of the psycholo- 
gist’s work on the wards that is his most 
valuable contribution. 

As an individual, the clinical psychologist 
can achieve no more than a psychiatrist on 
a ward. Despite rumors to the contrary, 
there is no rivalry between psychiatrists and 
psychologists in the ward setting such as we 
have described. This is because it was recog- 
nized from the beginning that the functions 
of psychologists were different from those 
of the ward psychiatrists. The psychiatrist 
still has his duty of guarding the medical 
and psychiatric needs of the individual pa- 
tient; the psychologist is concerned with an 
equally strong need; i. e., the resocialization 
of individuals and groups. 

To achieve these results, the psychologist 
depends upon the planned coordination of 
the various hospital disciplines; e.g., correc- 
tive therapists, occupational therapists, vol- 
unteers, aides, nurses, etc. In the past many 
psychiatrists regarded therapy as being in- 
vested in the face-to-face sessions with in- 
dividual patients, with the ancillary personnel 
taking care of their physical needs and pro- 
viding them with activity. 

This change in tactics necessitates a shift 
in the thinking of most ward personnel. 
Much of the ward psychologist's time is 
spent in conferences and individual sessions 
explaining and directing the ward personnel 
as to their attitudes and behavior. He must 
conceive of all ward activities and all per- 
sons on the ward as a therapeutic team, af- 
fecting, for good or ill, all his patients. 

It is clear, then, that with such a planned 
program in effect, devised and directed by 
the clinical psychologist, the ward psychi- 
atrist is enabled to function as a psychiatrist, 
having more time for individual therapy. 
Such indeed has been the case at Perry 
Point, where the psychiatrist in charge of 
the chronic wards has repeatedly expressed 
pleasure in being free "to act as a psychia- 
trist." Thus the units of the therapeutic team 
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are able to function more efficiently at their 
specialities. 

The Type of Clinical Psychologist Needed 
for Such a Program.—Our experience has 
impressed upon us the need for a short train- 
ing program for the average clinical psy- 
chologist if he is to undertake this new role 
in the hospital. The novitiate Ph. D. in psy- 
chology has not had the basic training to 
undertake ward administration, Perry Point 
personnel was recruited from psychologists 
with experience in some form of ward man- 
agement and administrative backgrounds. 
The young psychologist has been trained in 
great expertness with his test material, he 
has some therapeutic experience, and an ap- 
prenticeship in research problems and meth- 
ods. All these are good potentials for ward 
administration as outlined above, but the 
minutiae of ward administration are quite 
foreign to most psychologists, Even at Perry 
Point, a considerable period was necessary 
for the psychologists to learn the ramifica- 
tions of scheduling, the channels of cor- 
respondence, the organization of details, the 
hierarchies of supervisory controls. We be- 
lieve that much of this learning period could 
be better spent in a. specific training course 
prior to a ward assignment, for uncertainty 
as to procedure affects adversely the ward 
staff and the patients who traditionally ex- 
pect precise decision from the ward admin- 
istrator. 

The personality of the clinical psychologist 
is of paramount importance. If he finds 
greatest satisfaction from individual test- 
ing and the writing of psychological reports, 
it is possible that he would not fit this new 
role; his interests are too individualistic. 
Some strong element of research interest is 
probably essential in this kind of psycholo- 
gist if his ward duties are to include pro- 
gram planning and devising ; but the research 
psychologist whose major interests are in 
statistical analysis of data will tend to avoid 
face-to-face relationships with the patients. 
The same criticisms can be applied to the 
psychologist therapist; much will depend 
upon his orientation, whether it is in the 
tradition of classical analysis or group 
oriented. ^ ps 

As the role of the psychologist is largely.^ 
concerned with the putting into effect of new 
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treatment methods, his handling of the ward 
personnel assigned to him is of major im- 
portance. He has many disciplines to syn- 
thesize, each often believing its own contri- 
bution is of greatest value to the patient; 
consequently, the psychologist often has to 
become therapist to the personnel group be- 
fore they in turn can become therapists to 
the patients. The nature of his task is to 
effect change and this always results in inter- 
personal difficulties; the psychologist should 
be prepared to cope with this challenge. If 
there is such a thing as a pioneer personality, 
he should have it. 

Essentials in Planning the Functions of 
Ward Psychologists—A planned program 
prior to ward staffing is of major importance. 
Goals should be clearly defined and kept 
within feasible bounds before psychologists 
are asked to function in ward administra- 
tive capacities. The clinical psychologist per 
se has no peculiar magic: his success depends 
upon skillful program planning and adequate 
staffing. Allowing a psychologist to work on 
a ward with a directive to “work something 
out” is a waste of manpower and time. The 
longer the time spent in early planning and 
analysis of the ward situation the greater 
will be the potentiality for success of the 
project. 

The ability to “shift” is necessary in the 
personnel who will work with the psycholo- 
gist in his new role. The medical profession 
is probably excelled only by the military in 
the rigidity of its "chain of command." 
Most employees in a hospital are well drilled 
in recognizing and complying with the tra- 
ditional supervisory hierarchy. While this 
makes for efficiency in usual operations, it 
also makes for rigidity in an experimental 
situation. Nurses, aides, technicians, jani- 
tors, and secretaries have long been used to 
regarding the doctor as the prime source of 
authority. It takes a high degree of flexi- 
bility to adjust to the introjection of a per- 
son who is responsible for program plan- 
ning and patient disposition. Further, as 
the psychologist is not acting in the capacity 
of individual therapist but consultant to and 
coordinator of other auxiliary medical dis- 
ciplines, the rigid personality may find diffi- 
culty for some time in adapting to the new 
situation, 


19851! 


The attitudes of the patients are also of 
considerable importance. This is particularly 
true of those Who have become established 
on the continued treatment wards. Many 
have become accustomed to a regular routine, 
having little or no contact with doctors. 
These patients come and go, do and say, 
very much as they wish within the minimum 
requirements of a chronic ward. The initia- 
tion of a new treatment program and the 
consequent influx of new personnel very 
often affects tremendously this class of pa- 
tients. Many of the old bases of stability 
are removed; new tasks are required. Un- 
like the personnel in the Hawthorne experi- 
ments, these patients become threatened and 
disturbed by the interest now shown in them 
by the ward staff. Management must recog- 
nize ahead of time that the psychologist will 
bring upheaval and trouble to a ward of this 
nature during the initial stages of the pro- 
gram. Facilities must be found for the 
movement that will occur in such a patient 
population—patients needing sedation, seclu- 
sion, patients eloping, and patients acting out 
in a variety of ways. 

The behavior of psychologists assigned to 
this form of duty differs somewhat from 
that of ward psychiatrists. Most physicians 
tend to take over easily a new ward because 
their functions are fairly well standardized. 
The psychologist, however, tends to begin an 
operation with an initial “thinking through” 
process. This is probably due to his train- 
ing in research methods. He tends to ap- 
proach his new ward duties in the same man- 
ner, trying to define the problem, setting 
his hierarchy of goals, selecting his methods 
of operation, planning, and organizing. This 
activity is time-consuming but essential. The 
administrator must, therefore, allow suffi- 
cient time for this process, and maintain a 
control over its length, as the psychologist 
often has a tendency to regard the formula- 
tion and solving of a problem as an intel- 
lectual end in itself. There must be constant 
reminder that theory should be translated 
into practice on the ward as soon as possible. 
However, the psychologist’s slow start on 
the ward because of his tendency to tbi 
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through his problems, is a vital incubation 
period, and should be considered as such. 

Future Uses of .the Clinical Psychologist 
on Wards—There seem to be two major 
methods of employing psychologists on the 
wards: (1) having a small group of psy- 
chologists operating as a team, and (2) at- 
taching one psychologist to one psychiatrist 
on a given ward or group of wards. 

The first method seems the most practi- 
cable, and, therefore, the most economical 
in the long run. The policy would be to use 
them for program development in various 
services of the hospital. What the psycholo- 
gists have done on the chronic wards could 
be no less effective on semichronic or acute 
intensive treatment wards. They screen out 
those who will profit from intense rehabili- 
tation programs and devise a treatment mil- 
lieu for the remaining patients. As the 
psychiatrist is normally concerned with indi- 
vidual aspects of the patients, the clinical 
psychologist rounds out the treatment team 
concept by controlling the group atmosphere 
in which the patients are set. This makes 
the whole hospital a treatment setting, not 
merely a residence in which patients wait 
for treasured and infrequent individual 
attention. 

The second method has its uses on wards 
where it is possible to give more intensive 
treatment to smaller groups of patients. 
Working together, the psychiatrist and psy- 
chologist pool their techniques to provide an 
effective immediate screening of patients 
which is followed up by individual and group 
therapy programs supported by occupational 
therapy, corrective therapy, etc. The pro- 
fessional gap between the doctor and the 
other ward personnel is closed; the psychi- 
atrist has a professional partner whose skills 
augment his own; consequently, a wider 
range of patients are simultaneously treated 
by a wider range of techniques. 
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If advancement of a modern human science 
within a short period is measured not only by 
the output of scholarly publications, but 
also by its impact on public opinion and on 
the thoughts of other scientific disciplines, 
the progress of human (psychiatric) genetics 
during the past year was quite remarkable, 
Knowledge of the methodological complexi- 
ties and important social implications of the 
genetics of man grew virtually everywhere. 
Even controversies became more profitable 
because they were “too technical to be aired 
in the market place"(1) and thus were left 
to the specialists with their plodding methods 
of the laboratory and the card index. Promi- 
nent leaders of the field such as Neel(2) 
and Sturtevant(3) took pride in pointing to 
human genetics as a matured discipline that 
had outgrown its position as an adjunct to 
fruit fly genetics. They hastened to add, 
however, that this was “the beginning rather 
than the end” of the road, since at this point 
it was certain only that genetic theories con- 
cerning human behavior should be tested on 
an ever-broadening scale. 

Striking evidence for the increasing vigor 
and diversity of medical genetics emerged in 
the form of 3 excellent new textbooks on an 
advanced level, those by Sorsby (4), Haldane 
(5), and Neel and Schull(6). Although 
differing in character and approach, each of 
these carefully planned publications seems 
certain to become a standard book in its 
particular area of specialization; namely, 
clinical genetics, biochemical genetics, and 
family and population genetics. Chapters of 
special psychiatric interest in Sorsby’s book 
were contributed by Böök (oligophrenia), 
Herndon (cardiovascular disorders), Klein 
(metabolic disorders), Pratt (neurological 
disorders), and Slater (psychiatric disor- 
ders). Slater’s productivity in psychiatric 
genetics was also documented by competent 
contributions to 2 recent psychiatric books 
of note(7, 8). > 

Specialized symposia in the field of psychi- 
atric genetics, which testified to the growing 
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realization of the need for coordinated inter- 
disciplinary approaches to an understanding 
of complex behavior problems, were devot 
to such diversified topics as the methodol 
cal problems in the study of human t 
(9) ; the genetic basis of integrated neu: 
logical and psychiatric patterns (10); 
components of intelligence (11); and the 
eral aims and specific clinical applications of 
medical genetics(12, 13). The reviewer par- 
ticipated in 3 of these panels(9, 10, 12), all 
of which were selectively representative, 
Other contributions by the reviewer dealt 
with the genetic principles in manic-depres- 
sive psychosis (14) and with comparative 
data on longevity and causes of death in a 
senescent twin population(15). à 
At the recent World Population Confer- 
ence held under the auspices of the United 
Nations in Rome, reports of psychiatric- . 
genetic significance included those by Ana- 
stasi on tested intelligence and family size 
(16), by Falls and Neel on the detection of 
carriers of recessive genes(17), by Gedda | 
on twin studies(18), by Sutter and Tabah 
on the break-up of isolates(19), and by 
Stern on needed research(20). Symposia of 
general genetic interest were devoted to 
viruses (21), the effect of exposure to atomic _ 
bombs on pregnancy termination(22), and 3 
the biological effects of radiation from nu- 
clear detonations(23). 3 
New additions to the unmatched series of 
Scandinavian monographs were contributed 
by Oster (24) on mongolism ; by Mohr(25) 
on linkage phenomena in man; by Sgrensen 
(26) on hypospadias; by Mosbech(27) on 
pernicious anemia; by several members of 
Kemp's group on the research program of 
the Copenhagen Institute for Human Ge- 
netics and other topics(28); and by Bóók 
(29) and Larsson and Sjógren(30) on the 
results of 2 unconnected rural population 
surveys. The slowly reviving genetic interest 
of the German school of psychiatry was evi- 
denced by such fine publications as those of 
the 2 Kretschmers on “heboid-asynchronic” 
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puberty disorders(31) and the frequent 
combination of psychoneurotic symptoma- 
tology in the female and physical immaturity 
with sexual underdevelopment (32); of 
Becker (33) ona study of progressive muscu- 
lar dystrophy in 104 families; Edith Ridin 
(34) on the genetic background factors of 
the compulsive behavior pattern assumed to 
be determined polygenically ; Von Verschuer 
(35, 36) on the genetic basis of human sex 
development and on the longitudinal histories 
of 150 twin pairs re-examined in 1950 after 
25 years of observation; and of Husén(37) 
and Keiter(38) on comparative intelligence 
test scores and school performance ratings of 
twins, The equally intriguing twin and sib- 
ship data, reported by Shields(39), Thur- 
stone et al.(40), and Herndon(41) on the 
basis of extensive psychometric studies, came 
from London, Chicago, and the Blue Ridge 
Mountains of North Carolina, respectively. 

In the still wide-open quest for the gene- 
specific morphological substrate in the etiol- 
ogy of schizophrenia, the basic inadequacy in 
the adaptive capacity of potentially vulner- 
able persons was sought by Buscaino(42) in 
a dysfunction of the hepatic and extrahepatic 
reticuloendothelial system ; by Hoagland (43) 
in a qualitative abnormality of adrenal re- 
sponsivity ; by Funkenstein's group(44, 45) 
in some vulnerability correlated with altered 
reactivity to autonomic drugs; and by Alex- 
ander(46), Fischer(47-49), and Hoffer et al. 
(50) in changes in the production of a still 
hypothetical antiepinephrine factor or in an 
abnormal diversion of adrenalin into adreno- 
chrome or some related metabolite. The 
same type of deficiency was assumed by 
Bender(51), Kanner(52), and Rabinovitch 
(53) to result in the symptomatology ob- 
served in childhood schizophrenia (specific 
maturational lags, early infantile autism, 
faulty identifications). 

The long-disputed theory of a simple 
dominant genotype (with a heterozygous 
penetrance of about 20% and a homozygous 
penetrance of nearly 1006) received new 
support from Bóók(29), who estimated the 
frequency of the schizophrenia gene in the 
general population at 7% and assumed that 
6-7% of the schizophrenic population were 
new mutations. The general morbidity risk 
for schizophrenia in the given area (isolated 
North Swedish population living north of 


the Arctic Circle) was found to exceed 2%, 
while the incidence of manic-depressive psy- 
chosis was reported to be very low. 

Some progress was made, too, in casting 
light on the long-standing uncertainties re- 
garding the genetic aspects of convulsive 
disease. In addition to the family data col- 
lected by Kimball(54), Lennox and Jolly 
(55) presented new clinical, psychometric, 
and electroencephalographic observations on 
a series of 155 twins, both monozygotic and 
dizygotic, supporting their belief in the gene- 
controlled etiology of “idiopathic epilepsy” 
(presumably caused by a specific type of 
metabolic disturbance). According to the 
familial distribution observed in the care- 
fully planned study of Metrakos ef al.(5), 
simple autosomal dominance with approxi- 
mately 35% penetrance appeared to be the 
most likely explanation for the centrence- 
phalic group. 

In relation to the part played by genetic 
elements in disturbed sexual development, 
Barr and collaborators(57, 58, 59) used dis- 
tinct sex differences in nuclear morphology, 
identified by means of skin biopsy material, 
to study the chromosomal sex characteristics 
of male transvestites and hermaphrodites. 
The tendency to familial occurrence in some 
cases displaying the hypogonadal symptoma- 
tology of Fróhlich's syndrome was classified 
by Jenny(60) as a recessive trait, mainly 
because of the observed consanguinity of the 
parents of the interesting sibship described. 
A similar family constellation (Bardet- 
Biedl’s syndrome in the 3 children of a 
cousin marriage) was placed on record by 
Grebe(61) and interpreted as evidence for 
a hereditary type of “diencephalosis,” while 
the familial cases of intersexuality described 
by Burgermeister(62) were assumed to be 
disturbances in the sex differentiation of the 
male, following the recessive sex-linked mode 
of inheritance. Interesting data on geneti- 
cally determined variations of the primary 
sex ratio in man were reported by Bernstein 
(63), lending support to Goldschmidt's 
theory of strong and weak sex types, and 
genetically even more fundamental findings 
were presented by Lederberg and Tatum 
(64) with respect to problems of sex in 
bacteria. * 

In the field of neurological disorders, par- 
ticular significance was attached to the re- 
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ports published by Hanhart (65) on 27 Swiss 
families of non-Jewish ancestry, affected by 
the infantile form of Tay-Sachs’ disease but 
found to be free of cases of Niemann-Pick’s 
disease; by Schut and Böök(66) on the 
classification and variable modes of trans- 
mission of the hereditary ataxias ; by Schein- 
berg(67) on the clinical implications of 
plasma fractionation, including evidence of 
an apparently gene-specific ceruloplasmin de- 
ficiency as the basis of Wilson’s disease ;and 
by Heuyer et al.(68) and Hove(69) on the 
genetic aspects of Wilson's disease and pa- 
ralysis agitans, respectively. Genetically of 
equal importance were the neuropathological 
findings in rare familial syndromes, presented 
by Kantarjian and DeJong(7o) in relation 
to primary amyloidosis with progressive 
nervous system involvement and by Von 
Braunmühl(71) with respect to an unusual 
condition combining features of Friedreich's 
and Pierre Marie's forms of spinocerebellar 
ataxia (2 sisters). 

Concordance in monozygotic twins was 
observed as to neurofibromatosis by Troch 
(72) ; as to cerebellar atrophy characterized 
by primary lesions in the granular layer by 
Jervis(73); as to hydrocephalus by Borle 
(74) ; as to certain types of glioblastomatosis 
by Koch(75) ; and as to sudden nontraumatic 
death following physical exertion by Jokl 
and Wolffe(76). 

No evidence for a possible etiological sig- 
nificance of genetic factors emerged either 
from Kuhnen's twin study (7 pairs) in re- 
gard to ordinary types of brain tumor (77) 
or from Müller's study of 750 proband 
families as regards multiple sclerosis(78). 

The most important event in the field of 
eugenics was a policy-setting report on “The 
Relation of Population Changes to the Dis- 
tribution of Genetic Factors,” prepared by 
outstanding scientists from many countries 
under the chairmanship of Frederick Osborn 
at the World Population Conference in 
Rome. It was stressed that present frequen- 
cies and distributions of human genes are 
the results partly of processes beyond the 
control of man, and partly of man's volun- 
tary actions and inactions ; but the consensus 
was that future frequencies and distributions 
will be increasingly “predictable on the basis 
of human activities.” Therefore, studies of 
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the genetic qualities of populations were be. 
lieved to be certain “to play a constantly in. 
creasing role in advancing human welfare,” 1 

Unfortunately, the past year had its share R 
of shadows and drawbacks, too. The ranks 
of competent workers in genetics were de- 
pleted by the deaths of 4 brilliant men: 
Earnest A. Hooton, Gerhard F, Sander, 
George H. Shull, and Lewis J. Stadler. 
These were grievous losses which will long 
be felt. 
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ELECTROENCEPHALOGRAPHY 
W. T. LIBERSON, M. D., Pu. D., NORTHAMPTON, Mass. 


Information communicated at the last In- 
ternational Congress still reflects most ade- 
quately the present achievements in EEG. In 
reading recently published “Symposia” pre- 
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sented at this convention, one cannot escape 
the impression that a “‘nut-cracker” has been 
finally set to crack the enigmas of the elec- 
trical activity of the brain with the basic neu- 
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rophysiological studies aligned along one of 
its branches and the clinical research repre- 
senting the other branch. The articulation 
between the two was most effectively pro- 
vided by the Congress, 


BASIC RESEARCH 


The following topics remain the targets 
of the basic research. 

Steady and slowly changing potentials.— 
When recorded between the ventricles and 
the cortex they are believed to express 
apex-base potential gradient of the cortical 
pyramids(14, 15, 29) and reflect a funda- 
mental homeostatic mechanism. Thus, when 
the normal equilibrium is disrupted by a 
cortical veratrinization or strychninization, 
slow potential changes occur; these changes 
are interrupted by rapid compensatory oscil- 
lations in the opposite direction. A detailed 
study of evoked potentials, barbiturate spin- 
dies, etc., shows reversals of polarity in these 
transients ; it contributes to the understand- 
ing of the pathophysiology of the cortex. A 
change in the apex-base potential gradient 
may be associated with both rapidly and 
slowly spreading after-discharges followed 
(7) or not(25) by spreading depression. 
An ingenious electronic model(7) was of- 
fered to illustrate the persistence of different 
types of after-discharges associated with dif- 
ferent rates of repolarization respectively at 
the base and at the apex of the cells. Thus 
mutual relationships between slow potentials 
and phasic convulsant activity(4) are sub- 
mitted to an intensive study. 

Microelectrography.—The very nature of 
the brain wave activity may be related to 
oscillations of the homeostatic potential. This 
presupposes a balance between two opposite 
forces, one of them being of a restraining 
nature(20). Without this restraining force 
all of us would become epileptic. How are 
the individual cell potentials (brief unit 
spikes) related to the waves traditionally re- 
corded in the resting EEG? In most in- 
stances no temporal or phasic relationship 
was found. However some unit potentials 
show such a relationship as they appear at 
the crest or in association with other phases 
of the waves(20). During “convulsive activ- 
ity," however, the situation changes and ab- 
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normally prolonged bursts of high frequency 
unit spikes become closely associated with 
underlying slower potentials. Thus during 
strychnine spikes, neuronal discharges occur 
during the surface negative and are inhibited 
during the surface positive components of the 
macro-response (20). 

During normal evoked responses of the 
visual cortex, unit discharges are associated 
with their initial (positive) phase, There is 
a great functional variability among the 
neurons of the visual cortex : those which are 
not influenced by light; those activated by 
light and inhibited by darkness; and those 
exhibiting the opposite reactivity ; those ac- 
tivated only by strong flashes ; those activated 
by both sudden light or sudden darkness (20). 

Microelectrography also revealed in the 
depth of the cortex during certain seizure 
discharges an intense convulsant activity 
while simultaneous conventional cortical re- 
cording may fail to detect any paroxysmal 
bursts(18). 

Cortico-subcortical relationship. Impor- 
tant homeostatic mechanisms have been re- 
vealed by microelectrography in the reticular 
formation. For instance, reticular neurons 
activated by a downward cortical convulsive 
discharge may (as a result of such activa- 
tion) inhibit the spinal neurons and thus 
prevent the occurrence of convulsions(27). 
This mechanism might be responsible for dis- 
sociated effects of the anticonvulsants. The 
latter may be effective clinically and yet fail 
to suppress EEG abnormalities(1). Also 
such a mechanism may explain the lack of 
convulsive manifestations in case of “sleep 
activation” of seizure-discharges(28). A 
dual control of the reticular formation by the 
cortex(4) and the cerebellum(27) was 
reported. 

Autopsy material related to patients ex- 
amined before death by EEG and sufferers 
from brain tumors involving only the sub- 
cortex revealed that in no case of persistent 
alpha rhythm did the lesion involve the 
thalamus. Bursts of 1-3 c/sec delta waves, 
modified by sensory stimuli, were found 
mostly in cases with diencephalic and mesen- 
cephalic involvement (particularly of the 
aqueduct) (19). 

Stimulation of the reticular formation elic- 
ited changes in the electrical activity of a 
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neuronally isolated cortical slab retaining its 
vascular supply(17) ; circulatory and prob- 
ably hormonal control of the cortex by the 
reticular formation was thus disclosed. The 
close relationship between the latter and the 
autonomic nervous system was the subject 
of a major study(5). $ 

Integration of activities of the cortex, stri- 
atum, reticular formation, mesial thalamus, 
and rhinencephalon were reviewed, the is- 
sues remaining controversial(3, 4, 10, 16, 
21). One thing could not be contested : most 
fundamental functions related to behavior are 
carried out by those subcortical neuronal ag- 
gregates which man shares with reptiles, “a 
conclusion which becomes less surprising the 
more we think about it” (10). 


TECHNICAL DEVELOPMENTS 


Several workers continue to uncover in 
electroencephalograms information which is 
either hidden or obscured in the ordinary 
tracings. 

Frequency analysis —This aims at reveal- 
ing hidden frequency components and at 
quantifying the spectral characteristics of the 
EEG. In the process some of the major fac- 
tors of the tracing are lost or underestimated. 
Such are, for instance, phase relationships, 
wave forms, and brief transients. The 
method is, however, credited(22) with a 
more precise evaluation of the effects of phar- 
macological agents and flicker. Normative 
data are being collected and psychiatric appli- 
cations envisaged. 

The newest toposcopes:—These incorpo- 
rate into display of the EEG events both spa- 
tial and temporal factors(32) ; moreover “the 
phase is saved.” Regular repetitive or rhyth- 
mic components are distinguished from ir- 
regular or random ones.. However, the re- 
production of the amplitude and wave form 
is limited and is not continuous. It was 
shown by this method that alpha activity is 
better synchronized all over the head when 
the subject is calm than during affective 
states when marked phase differences are 
found in different areas(33)- 

Autocorrelation and automatic integration. 
— These have a dual purpose(8, 9) : to in- 
vestigate periodicities in the records and to 
extract from the "noise" of random or unre- 
lated oscillations significant evoked poten- 
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tials of very low amplitude. A true “ultra- 
encephalography” is being thus developed. 


FUNCTIONAL ELECTROENCEPHALOGRAPHY 


The development of various activating 
techniques has been among the major efforts 
of the workers. The emphasis shifted, how- 
ever, insofar as one is less concerned with 
the respective percentages of cases in which 
abnormalities may be revealed by different 
techniques but rather with answering spe- 
cific questions concerning individual patients. 

Sleep activation.—This is credited with re- 
vealing focal discharges more readily in the 
temporal than frontal areas(11). General- 
ized “spike-and-wave” discharges may change 
during sleep. They may remain bilateral but 
show a regional predominance (never tem- 
poro-frontal). In such cases subcortical ori- 
gin is suggested. In other cases bilaterality 
breaks down and anterior temporal, frontal, 
or occipital foci may emerge. 

An interesting approach to the evaluation 
of anxiety has been recently attempted. The 
index is provided by the amount of barbitu- 
rates (per unit of weight) necessary to pro- 
duce a certain increment in fast activity (31). 

Metrazol and metrazol-photic activation.— 
These are used with a dual purpose(2, 12) : 
(1) to determine the convulsive threshold 
(not necessarily diagnostic of epilepsy) : it is 
low in idiopathic epilepsy, catatonic schizo- 
phrenia(12, 24), organic behavior disorders 
(23), and in general in subjects with “devi- 
ant cerebral excitability” (6, 30), although it 
may be high in focal epileptics(12) ; (2) to 
witness the type of subclinical or clinical 
spells in “partial epileptics“ (12) ; (3) to lo- 
calize organic lesions (controversial : 12, 24). 

Moving picture activation—EEG taken 
during the projection of neutral and “trau- 
matic” moving pictures show changes which 
may be correlated with the emotional re- 
sponses, in children(26) and adults (13). 
This may be a useful tool in studying be- 
havior disorders. 

Thus, during the last year, more than ever 
the EEG workers could challenge their sub- 
jects to “produce delta waves in a search for 
peace; theta waves in a pursuit of pleasure 
and alpha waves while scanning a pat- 
tern" (34). 
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CLINICAL PSYCHOLOGY 
FREDERICK WYATT, Pri. D., ANN Annon, Mich. 


The large number of books and articles in 
the social sciences of immediate interest to the 
psychiatrist makes selection for this review 
difficult in any year. This year it is especially 
80, as the publications bearing in some way 
on the study and treatment of mental dis- 
orders seem to have multiplied. Looking at 
the crop of useful and accomplished even 
genuinely interesting books, the reviewer is 
impressed by the breadth of interest and the 
tendency for a comprehensive viewpoint 
manifested universally in them. Not only in 
facts and data, but also in their basic concepts 
and principal aims these books proceed in a 
manner unknown 25 years ago. At that time 
anybody who had a smattering of another 
specialty held special status in his own field. 
It was not an entirely positive one, to be sure. 
While he seemed to be useful for this or 
that assignment, he was regarded with much 
more disapproval by his orthodox colleagues, 
who might not have said so, but nevertheless 
believed that all that is worth knowing about 
man was contained in the program of their 
department. This belief in the autonomy and 
singular mission of a field or subject accounts 
for the self-absorption of the specialist. It 
marks perhaps a necessary stage in the devel- 
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opment of insight. Rationally these divisions 
nevertheless are purely pragmatic, inherited 
traditions and temporary expedients. After 
a certain point of development questions will 
be asked and formulations attempted which 
inevitably will cut across the boundaries of 
subject matters and departments. The social 
Sciences have apparently now entered this 
stage. While some of the books to be dis- 
cussed here have specifically clinical aims, 
they are all to some extent interdisciplinary. 
It is not any more a hope of the future, but 
a simple fact of the present that nobody may 
consider himself well trained in any one of 
the social sciences without a more than 
cursory acquaintance with the others. 

This promising state of affairs is shown, 
as in a paradigm, in the book edited by Gillin 
(4). Two anthropologists (Hallowell and 
Murdock), 2 sociologists (Becker and Par- 
sons), and 2 psychologists (Newcomb and 
Brewster Smith) review the relationship of 
each of the 3 specialties to the 2 others. As 4 
rather advanced account of the objects and 
problems of each field and their interaction in 
concept formation, methodology, and resear 
planning, no better book could be recom- 
mended. Three further books should be men- 
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tioned in this connection. Another synthesis, 
this time between the philogeny and ontogeny 
of man with his characteristic cultural crea- 
tions is offered in Weston LaBarre's The 
Human Animal(7) which aims in many 
ways at providing the underpinnings of psy- 
choanalytic propositions from the point of 
evolutionary theory. Parson's essays have 
come out in a second revised edition 
(10). Two very useful new handbooks are 
Kroeber's Anthropology Today(6) and the 
new Handbook of Social Psychology edited 
by Gardner Lindzay(8). 

Among the theoretical contributions of 
the year the most stimulating may well be 
Bettelheim's Symbolic Wounds. This book 
represents yet another instance of the integra- 
tion of formerly separate disciplines toward 
demonstrating a point of universal theoreti- 
cal significance. From his observations of the 
behavior of children in a treatment home, 
the author concluded that the penis envy of 
the young girl and her elaborate fantasies 
to account for and undo the loss, are par- 
alleled by a perhaps less obvious but equally 
forceful desire on the part of boys to be 
invested with a vagina and the magical 
properties attributed to it, especially men- 
struation. The observation of children from 
this culture is then paralleled and reflectively 
supported by data from the folklore and the 
mythology of nonliterate or “primitive” so- 
cieties. If the author's conclusions are correct 
(and they seem convincing in their general 
tenets), this book, which purports to deal 
only with the meaning of puberty rites, 
actually proposes a major revision of the 
psychoanalytic theory of development. 

Clinical studies, too, stress interaction be- 
tween subject and examiner, between subject 
and setting (such as patient and hospital) and 
between subject and his social and cultural 
circumstances. Among them Schafer’s book 
(13) is outstanding. It undertakes to re- 
view and formulate the advanced technique 
of the Rorschach test in terms of accumulated 
psychoanalytic data which can be applied to 
the psychological dimensions of the test, and 
especially in terms of psychoanalytic ego psy- 
chology. Psychoanalysis has been used in 
the rationale of the Rorschach test ever since 
Hermann Rorschach’s classical diagnostic 
study of Oberholzer’s patient. But it has also 
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been used in an inchoate, partial, and hap- 
hazard manner. This book finally provides a 
consistent and encompassing frame of refer- 
ence for the test. It shows again that no 
clinical psychological method will in the end 
amount to much if it has not carefully thought 
out its own theoretical premises before and, 
again, after all empirical or experimental ef- 
forts. Schafer brings to his task an unusual 
sensitivity for endless clinical detail, together 
with the ability to maintain wide perspective 
and to think in terms of broad intellectual 
purposes. 

A similar effort also “with special refer- 
ence to the Rorschach Test” is presented by 
Sarason(12). He brings together and ap- 
plies to the interaction of examiner and testee 
a large body of experimental psychological 
studies in a syncretic frame of reference. 
Bellak(2) offers a similar volume on the 
clinical use of fantasy tests such as the 
Thematic Apperception Test (TAT) and 
the Children’s Apperception Test (CAT). 
Here, too, clinical interpretation is squarely 
founded on the theoretical premises of psy- 
choanalytic ego psychology. What has been 
missing in the entire clinical use of “projec- 
tive” tests is not only the evidence for their 
presumed validity which Kelly surveys in 
a critical article(5), but a consistent theo- 
retical formulation of the human propensity 
at which all these tests aim.“ Bellak intro- 
duces his book with an interesting chapter on 
“Theoretical Foundation for Projective Test- 
ing,” and in his clinical chapters continues to 
relate technique to his theoretical framework. 

Beck’s study on Schizophrenia(1) on the 
other hand attempts to synthesize theory from 
the results of an elaborate quantitative study 
in which Rorschach and clinical data were 
subjected to Stevenson’s Q-Sorting Tech- 
nique. Six types of schizophrenia emerged, 
2 of them transient and peculiar to children. 
While the results of this investigation do not 
affect theory quite as much as one would 
wish, they contribute important data for the 
diagnostic understanding of schizophrenia 
and the technique of the Rorschach Test. 

Weitzenhoffer's detailed monograph, Hyp- 


1This problem was treated in some detail in 3 
earlier papers of mine ine which I suggested also 
some of the premises on which the clinical use of 
the TAT could be based (15, 16, 17). 
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notism(14) will be of experimental and clini- 
cal interest, Maslow’s new book, Motivation 
and Personality (9), belongs to no school, but 
integrates with skill and originality elements 
from many. It is especially recommended 
for the independence and candidness which 
make it as stimulating as it is instructive. It 
also takes up issues which the professional 
earnestness of textbooks tends to leave out, 
and comes up in the end as one of the most 
profitable independent syntheses in the pres- 
ent psychology of personality. Finally, Anne 
Roe’s book(11) should be reported as a case 
of Sartor Resartus. She describes in pleasant 
parlance the results of her comparative studies 
on eminent physicists, biologists, and social 
scientists. These data show significant differ- 
ences not only in personality traits, but also 
in the life histories of these scientists, the 
more surprising as it makes, at least in the 
afterview, so much consistent sense. 
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CLINICAL PSYCHIATRY 


PAUL H. HOCH, M. D., AN» NOLAN D. C. LEWIS, M.D. 
New York Crrv 


In this year’s review, as in the past, we 
were able to choose only a very few papers 
which we believed discussed important as- 
pects of clinical psychiatry. We wish to 
emphasize again that many other contribu- 
tions were not selected simply because of 
space limitations. The selection of papers 
is based not solely on the fact that they are 
outstanding, but more often because they 
illuminate certain fields in clinical psychiatry 
in a comprehensive manner, 

We would first like to call attention to an 
important new textbook in psychiatry pub- 
lished in England, Clinical Psychiatry, by 
William Mayer-Gross, Eliot Slater, and 
Martin Roth(1). This textbook represents 
the present-day attitude of English psychia- 
try toward mental disturbances. In it a great 
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deal of emphasis is put upon genetic psy- 
chiatry, which, of course, is not surprising 
with Eliot Slater, an outstanding geneticist, 
as one of the co-authors, In many ways the 
textbook follows the continental ideas on the 
origin of mental disorders and emphasizes 
the organic-constitutional more than the psy- 
chogenic-psychodynamic aspects. It shows 
the marked cleavage which exists between 
textbooks on psychiatry in the United States 
and Europe. Most European textbooks 
would benefit from a greater consideration 
of human motivation in emotional disorders. 
On the other hand, many American publi- 
cations could improve if our knowledge of 
psychic disorders were presented in a more 
sober, more factual manner, unencumbered 
with the many theoretical preconceptions 
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which often only hide our lack of knowledge 
about etiological mechanisms. 

An intensive study was made, by mem- 
bers (2) of the Washington School of Psy- 
chiatry, of 12 manic- depressive patients to 
determine the dynamic of their character 
structure and the patterns of their inter- 
personal relationships. Among the signifi- 
cant parent-child interactions, it was found 
that usually the family has low prestige in 
the community or is isolated in some other 
way, and that the chief interest in the child 
is in his potential usefulness in improving 
the family’s position or meeting the parent’s 
prestige needs. It was also found that the 
child is usually caught between one parent 
who is thought of as a failure (frequently 
the father) and the other who is aggressively 
striving, largely through the child, to remedy 
the situation. The serious disturbance in the 
child’s value system (superego) is in part 
attributable to the lack of a secure and con- 
sistent authority in the home and to the 
tremendous overconcern of the parents about 
what other people think. The major unre- 
solved anxiety-provoking experiences of the 
manic-depressive indicate that the crucial 
disturbance in his interpersonal relationship 
occurs at a point in his development when 
his identification with his mother has dimin- 
ished, but his ability to recognize others as 
whole, separate persons has not yet devel- 
oped. The authors feel that the most sig- 
nificant part of treatment with these patients 
is the working through of transference and 
countertransference problems. The main 
difficulties of the therapist are the frustration 
of trying to communicate with the patient 
through his defensive barriers and the strain 
of constantly being the target for the pa- 
tient’s manipulative tendencies. Further 
studies on a statistical basis with many more 
manic-depressive patients are recommended 
by the authors to verify their findings, a 
request with which the reviewers heartily 
agree. 

Even though much of the superstructure 
of manic-depressive psychosis is becoming 
more clear, many of the basic mechanisms 
as to how a depression or manic state ac- 
tually originates are still as mysterious as 
ever. 

Glueck(3) examined a large number of 


inmates at Sing Sing Prison who were diag- 
nosed as psychopathic personalities. He 
found that relatively few showed traits listed 
by Cleckley as typical of the true psycho- 
path. He found the common psychodynamic 
denominator in many of the subjects investi- 
gated a disturbance of affective capacity 
which manifests itself in impoverished emo- 
tional relationships and in a sharp dampen- 
ing external attachments and interests. This 
autistic withdrawal from interpersonal con- 
tacts is one of the earliest and most signifi- 
cant symptoms of psychological decompen- 
sation and is an indication of the dangerously 
narrow margin of competence remaining to 
the weakened and brittle ego structure of the 
individual. The disintegration or collapse 
of ego function is not complete, thereby en- 
abling the individual to maintain a facade 
of normal behavior, The individual is not 
overtly psychotic. That he maintains some 
semblance of normal behavior is the reason 
why he is such a problem and threat to the 
community. The writer believes, because of 
his clinical findings and psychological exami- 
nations, that these individuals for the most 
part belong to a continuum ranging from 
schizo-adaptive personality through pseudo- 
neurotic schizophrenia and pseudopsycho- 
pathic schizophrenia to overt schizophrenic 
psychosis. He feels that even though the 
prognosis of schizophrenia is still not rosy, 
therapeutic techniques are available to mod- 
ify some of the patterns in many patients 
and that the prognosis and therapeutic en- 
deavor in such patients will not be as pessi- 
mistic as in a true psychopath. 

Polonio(4) investigated the clinical pic- 
ture of schizophrenic patients after the age 
of 40 and found there are no marked differ- 
ences between schizophrenia occurring in 
the involutional age period and at other 
times. Paranoid forms, however, predomi- 
nate over the catatonic and hebephrenic 
forms in schizophrenics of the involutional 
age range. He found precipitating factors 
in almost half of the involutional cases indi- 
cating a greater stress factor. On the other 
hand greater stability of the adult person- 
ality and the slower evolution of the psy- 
chotic process prevents the occurrence of 
marked deterioration. However, recovery is 
not as common because of the fixation of the 
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clinical symptoms. Often the schizophrenic 
process in the involutional period is masked 
by an atypical depression. He believes that 
the involutional psychoses, paranoid type, 
are schizophrenic. 

Both the papers discussed above indicate 
the great prevalence of schizophrenia among 
patients who were diagnosed formerly as 
belonging in the other categories. Some 
psychiatrists are very preoccupied with the 
fact that schizophrenic psychoses or latent 
schizophrenic structures are being demon- 
strated more and more. It is obvious that 
the diagnostic term of schizophrenia today 
means no more or no less than a special 
form of “disorganization” or “disintegra- 
tion” reaction. The diagnostic term schizo- 
phrenia is as valid as, for instance, the 
general term “inflammation.” In all inflam- 
mations there are common features which 
permit this general diagnosis. Of course, the 
different inflammations may have different 
etiological agents. Because the diagnosis of 
schizophrenia encompasses so many varied 
clinical pictures which are often only sec- 
ondary to the basic processes, in the future 
we shall have to define more accurately the 
kind of schizophrenic process with which 
we are dealing. The general designation of 
the disorder is not enough. 

It is very important to find a definition of 
normality in regard to emotional conditions. 
Kubie(5) tries to distinguish between nor- 
mality and neurosis. He feels that the essen- 
tial difference between what is neurotic and 
what is normal can be expressed only in 
relation to single behavior events. Each 
psychological process that contributes to a 
resultant behavior event whether by helping 
to initiate it, to energize it, or to sustain it 
must be either conscious, preconscious, or 
unconscious, or must result from various 
combinations or alliances among these levels. 
The distinction between normal and neu- 
rotic does not depend upon the detailed 
combinations of any one of these systems, 
whether conscious or preconscious, but rather 
on whether the conscious or preconscious 
alliance is dominant among the operative 
forces of behavior. By a dominant con- 
scious-preconscious alliance the character- 
istic behavior is flexible, satiable, modifiable, 
and under voluntary control with respect to 
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impulses, thoughts, actions, or feelings. A 

dominant unconscious alliance on the other 
hand will show opposite characteristics. It 
will be repetitive, obligatory, insatiable, and 
stereotyped. Preponderance of the uncon- 
scious system leads to the stereotyped and 
automatic repetitiveness that is the sign of 

a neurotic process. | 

It is important to note that the above: ^ 
mentioned valid differentiation by Kubie 
pertains only to single behavior events. Un- 
fortunately in most instances when differ- 
entiation is necessary we are confronted 
with an array of events and then it becomes 
much more difficult to apply these criteria 
as differentiating measures. This probably. 
explains why the border between normality | 
and neuroses in most instances is left so 
vague and uncommitted. 

Ostow(6) discusses the psychoanalytic 
contribution to the study of brain function. 
In a very interesting article he arrives at the 
conclusion that human beings and animals 
deprived of the function of the frontal lobes 
display a uniform impairment in strength 
and consistency of motivation. Impairment 
of consistency of motivation he explains as 
a consequence of impairment of function of 
the device that regulates the orderly proces- - 
sion of fantasies so as to maintain continuity 
of motivation without rigidity. He assigns 
to the premotor frontal region the functions 
of devising and energizing derivatives of in- 
stinctual drives and unconscious fantasies 
and regulating the rate and sequence in 
which unconscious fantasies determine day 
to day behavior. He assumes that neurosis” 
or psychosis is caused by incomplete or unt 
successful repression, thus damage to the 
frontal lobe can relieve the individual of 
neurotic symptoms by depriving him of the 
power to form symptoms and, what is the 
same thing, power to create and express him: 
self as a human being. E 

Ostow’s statements are quite challenging, 
especially because he assumes that the relief 
of neurotic symptoms by psychosurgety 
leads at the same time to a reduction of ere? 
ativity and expressivity, observations whi | 
cannot be confirmed on a large number E 
neurotic patients who were operated upon 
successfully with smaller operations than 
lobotomy. 
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In the following we would like to mention 
a paper which represents an increased in- 
terest in alterations of the composition of 
blood in persons suffering from emotional 
disorders. The authors(7) used an ultra- 
sonic instrument to measure continuously 
the changes in blood viscosity of 3 groups 
of experimental subjects. In the first group 
they had neurotic patients showing no overt 

` anxiety; in the second group, neurotic sub- 
jects showing overt anxiety who were sub- 
jected to a mild stress ; and group 3 consisted 
of psychotic subjects who were tested prior 
to the administration of electroshock therapy. 
All these subjects showed intense anxiety. 
In group 2 increased anxiety was associated 
with the rise in blood viscosity. Significant 
rises in blood viscosity were also demon- 
strated in psychotic subjects. The findings 
of the authors are consistent with previous 
studies without blood coagulations in emo- 
tional stress. The authors were not able to 
confirm the findings of Sackler et al. who 
claimed that with an ultrasonic method they 
were able to differentiate between the base- 
line viscosity profiles of normals, neurotics, 
and psychotics. The viscosity profiles of 
these 3 groups were, according to the au- 
thors, basically the same. 

Although use of the EEG in psychiatry 
is much more limited than in neurology, 
there is considerable literature on its use in 
psychiatric cases. 

Arellano et al.(8)describe a new method 
to obtain electroencephalographic records 
from the base of the brain. They investi- 
gated 36 patients suffering from headache 
and 25 normal subjects. They found 3 types 
of activity in their basal brain EEG’s: I, 
low voltage symmetrical type; II, higher 
voltage, 7-14 waves per second, usually 
asymmetrical, dominant in the left side, and; 
III, when the second type of activity became 
intermingled with sharp waves or spikes. 
Both Grades II and III activity were in- 
creased during mental effort and emotional 
conflict. They found this basal rhythm in 
28% of the normal subjects, in 30% of cases 
of simple headache, and in 61.5% of the 
migraine headache group. The basal rhythm 
of Grade III has not been found in normal 
subjects. The authors believe that the basal 
brain EEG is related to a function of the 
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rhinencephalic areas including the temporal 
lobes. à 

Ellingson(9) gives a review of EEG ab- 
normality in mental disorders. He believes 
that the following statements are justified. 
An abnormal EEG, especially if focal, 
paroxysmal, or severe diffuse abnormality is 
present, still suggests first an organic brain 
disorder and such should be tentatively pre- 
sumed to exist and carefully evaluated. Be- 
yond differentiating the few organic cases 
which will be found, the EEG is of no value 
in the differential diagnosis of mental dis- 
orders or in personality assessment at the 
present time. Abnormal EEG's in a mental 
patient are per se no guarantee for a poor 
prognosis. The newly developed experimen- 
tal methods like the photo-metrazol tech- 
nique or the toposcopy technique are not as- 
sayed to such an extent to indicate if they 
will yield information of value to the psy- 
chiatrist or not. 

The social factors in relationship to 
psychic conditions are being investigated 
more and more. The results of these obser- 
vations, however, are not always clear-cut 
and sometimes contradictory. 

Weiss(ro) gives an interesting epidemi- 
ologic analysis of suicide. He investigated 
278 suicides in New Haven, Connecticut, 
from 1936 to 1950. He shows that the pat- 
terns of suicides in New Haven are similar 
to those prevailing in the nation. In addition, 
however, to the known factors, such as age, 
sex, race, distribution, seasonal factors, re- 
ligious affiliations, marital status, which in- 
fluence suicide, he found a definite rela- 
tionship between socio-economic status and 
suicide rates. In general members of the 
lower socio-economic groups had lower sui- 
cide rates than did members of the upper 
socio-economic classes. This was true even 
with age- sex- and nativity-adjusted data. 
The patterns relating to socio-economic 
status and suicide were consistent and sta- 
tistically significant. 

In their investigations, Robinson et al. 
(11) found that when a complete population 
of treated psychiatric patients is stratified 
on a social scale, characteristic treatment dif- 
ferences are found among the social classes. 

In other words, treatment does not depend 
on psychological and medical determinants 
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alone, but on the social position of the pa- 
tient as well. Psychotherapeutic methods 
are applied to the upper classes in dispro- 
portionately high degree. Organic therapies 
tend to be applied most often to small busi- 
ness, white-collar, skilled, and semiskilled 
workers, Custodial care shows an inverse 
relationship to psychotherapeutic methods 
and is given in largest measure to patients 
representing the lowest social status posi- 
tions. The class-treatment differences which 
obtain in all diagnostic classifications studied 
are less apparent in the affective disorders 
largely comprising manic-depressive patients. 
The bulk of these cases received some form 
of organic therapy and with smaller class 
discrepancies than with other diagnostic 
groups. This may suggest that if for a given 
disorder there is a treatment available which 
is relatively simple, inexpensive, and effec- 
tive, class differences in therapy are likely 
to be reduced. In contrast, a marked posi- 
tive relationship between psychotherapy and 
class in the psychoneurotic group suggests 
that the status-treatment differences are 
greatest when the therapeutic approach is 
difficult, complex, expensive, and generally 
less effective. Little psychotherapy was 
given to lower-class patients. The present 
practice of psychotherapy is largely limited 
to patients in the upper social positions. New 
approaches seem necessary in order to bring 
psychotherapy to individuals in the low- 
income groups. 

Schaffer et al.(12) describe findings in a 
psychiatric clinic which indicate to them sig- 
nificant relationships between psychothera- 
peutic practice and social class. They arrive 
at the conclusion that it seems evident that 
an economic theory of the stratification of 
psychiatric practice does not have general 
validity and believe that the relevance of 
the economic component of social class in 
this connection is more limited than has been 
thought. These findings contain significant 
implications for psychiatric teaching and for 
the planning of treatment centers in the com- 
munity. 

Group therapy has been used more and 
more, not only with persons who are mildly 
sick, but also with those suffering from se- 
vere character disorders or psychoses. Some 
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of the observations made on patients with | 
character disorders are of special relevance, | 

Rosenthal ef al.(13) investigated the dy- 
namics of self-righteous moralists in thera- 
peutic groups. They see themselves as ma- 
ligned persons who have sacrificed their 
own welfare for that of others out of high 
moral principles. The attitude becomes one 
of righteous indignation for one who has 
suffered nobly. The self-esteem of these 
self-righteous moralists is based on shaky | 
foundations. Because they have no defense 
against feelings of guilt and failure they 
continually need to convince others that they 
are right. In this way they try to allay their 
own doubts and to win the implicit quarrel 
with the offending parent by showing up the 
other fellow as wrong. It also gives them 
a claim to recognition which they have not 
achieved otherwise and serves to justify the 
continuation of their anger and to reduce 
the anxiety and guilt connected with it. The 
authors feel that the pattern of self-righteous 
moralizing expresses the core of a more or 
less satisfactory working solution to a life- 
long problem. They trace the origin of this 
behavior to a symbolic or actual loss of a 
parent of the opposite sex accompanied by à 
drop in social status which made the patient 
feel ashamed and humiliated. The patient 
sees the parent of the same sex as respon- 
sible for the shame and humiliation and 
feels very angry with him. 

Hill and Armitage(18) made a study of 
patients with schizoid, obsessive-compulsive 7 
or aggressive defenses who received a com 
bination of individual and group psycho: 
therapy. They found that in such patients 
group therapy alone is usually counterindi- 
cated because they have defenses long estab 
lished in response to experiences or fantasie 
of being hurt or wishing to harm loved ones 
It was felt that group therapy would help 
them to relinquish some of their isolation 
and gratify their “social hunger” or come a 
grips with their ambivalence and depend 
ency. The economy of this combined proce 
dure was noteworthy in those patients W : 
were given preliminary individual therapy 
and in those for whom the group leader Was 
also the individual therapist. 
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PHYSIOLOGICAL TREATMENT 
JOSEPH WORTIS, M. D., Brooxtyn, N. Y. 


Serpasil and Thorazine.—The autonomic 
sedatives Thorazine (chlorpromazine) and 
Serpasil (reserpine) are in the forefront 
of both public and psychiatric attention. 
Extensive experience with Thorazine is re- 
flected in a large literature, still mostly 
European, while the recent successful iso- 
lation and marketing of reserpine has only 
just begun to influence the scientific litera- 
ture. It is unfortunate that the slow and 
cautious period of appraisal is jostled by the 
demands of publicity, public curiosity, and 
commercial investment, so that warning notes 
are not always heard, Lehmann and Hanra- 
han(1) recognized the unique value of 
Thorazine in allaying tension and excitement, 
but observed nausea, anorexia, and epigastric 
distress in 8%, allergic reactions in 13%, 
mild blood protein changes in many or most 
treated cases, and an increased susceptibility 
to upper respiratory infection, Four or 5% 
of these cases developed jaundice(2). Serpa- 
sil in sedative doses lowers both pulse rate 
and blood pressure, sometimes inducing a 
feeling of exhaustion, nausea, and dizziness. 

More important than these apparently 
mild, transient, and reversible side-effects is 
the question of the value and proper use of 
these agents. In an enthusiastic but some- 
what anecdotal account of the response of 
chronically ill psychotic patients to Serpasil 
one group of workers(3), after 7 months’ 
experience, express the belief that for most 
“mentally ill" patients—acute or chronic— 


reserpine will prove to be better than con- 
vulsive treatment, but offer only the sparsest 
data on diagnoses, duration of illness, con- 
duct of treatment, etc., to support this belief. 
After 3 months' experience they also regard 
the response of 3 or 4 of r5 mentally re- 
tarded patients as "encouraging." Kline at 
Rockland State Hospital(4) found that 
Serpasil had a helpful sedative effect on 
chronic schizophrenic patients, without in 
any way relieving the basic disorder. It 
appears to have a similar relaxing effect on 
other conditions associated with tension, and 
to be especially helpful in older patients 
whose nervous complaints are related to 
hypertension(5, 6). 

Thorazine continues to demonstrate a wide 
area of usefulness, not only in psychotic ex- 
citements, but in tension and anxiety states 
(7-12), in “toxic” alcoholism(13, 14), (with 
or without Antabuse), delirium tremens, and 
a variety of psychosomatic disorders such as 
hypertension, eczema and duodenal ulcer 
(15). Several recent, authoritative and de- 
tailed descriptions of the techniques used 
can be found in the bibliography (16, 17, 18). 
Noteworthy are the various combinations 
now being tried with insulin coma(19) and 
with various other sedative drugs to induce 
prolonged sleep. 

Insulin and Electroshock.—Insulin coma 
treatment stands up well through the years. 
In the Vienna Clinic where it originated cur- 
rent results are reported better than ever; 
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an 85% remission rate is claimed, and at- 
tributed to more expert and intensive treat- 
ment, now often combined with electroshock 
(20). British and American long-term fol- 
low-ups of the earlier cases also confirm its 
value(21, 22). Fogel(23) reminds us that 
prolonged and intensive treatment—in one 
case over 300 insulin comas and 45 electro- 
shocks—may sometimes induce remission 
even in very resistant and unpromising cases, 
A technical point of interest is the observa- 
tion of Kurtes(24) that electroshock can 
sometimes relieve a state of irreversible 
insulin coma. 

Convulsive treatment, it now turns out, is 
Quite ancient, and was regularly practised in 
the eighteenth century with camphor medi- 
cation in the treatment of psychoses(25). 
Variations in technique are still being ex- 
perimented with. While some workers seek 
to intensify, strengthen, and shorten electro- 
shock treatment, others are attempting to 
achieve their effects with minimal stimulation 
and discomfort to the patient. In the former 
category are the efforts to potentiate the 
electric stimulus by combining it with photic 
or other stimulation(26), adding pharmaco- 
logical stimulants(27), prolonging it(28), 
administering multiple shocks in series(29), 
or employing implanted electrodes (30), 
while others advise unipolar and circum- 
Scribed(31), or unilateral stimulation(32), 
to minimize confusion and amnesia and to 
lessen the dangers of fracture. Krans calls 
attention to the increased danger of fracture 
if intense treatment is employed, especially 
with repetitive shocks(33). Carey(34) tried 
a bold and early resumption of treatment in 
several cases with demonstrated vertebral 
fracture, and had no further mishap. To 
judge from the current literature, the succinyl 
compounds seem to be the most favored 
relaxing agents for convulsive treatment, 
mainly because of their effective and brief 
action(35-41). The psychological distress 
during the paralysis may be avoided by 
simultaneous injection of sodium pentothal. 
All of the relaxing agents require skill and 
caution. “A disrespect for dangerous drugs,” 
writes Montagu (42), “is their common 
greatest danger“ 

Medlicott(43) continues to recommend 
electronarcosis especially in the treatment of 
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paranoid schizophrenia, as well as in 
and chronic neuroses with prominent hypo- 

chondriacal trends. A variation of electric 
sleep treatment often used in eastern Europe 

is a combination of electroshock immediately | 
followed with 24 hours of prolonged sleep | 
(44). Forizs and Vitols(45) claim that 
combined use of pitressin and electroshockis | 
effective in schizophrenia. A sensible dis- 
cussion of the indications and contraindica | 
tions for electroshock treatment will be found 
in Partridge's recent essay (46). 


ventilation.—Opinion is still divided as to 
precise indications and value of CO, inhala- 
tions. It appears to be of little or no value) 
in the psychoses or in established obsessive 
compulsive states (47). Clark (48) believes) 
it makes obsessive cases worse and frightens) 
anxiety cases terribly. Hargrove, Bennett, 
and Steele(49) are also sceptical of its value. 
Yet Clark found many of his neurotic ca 
helped by it, though he advises discriminati 
and caution in its use. Paradoxically eno 
blowing off CO, seems to help certain ca 
too, and Lindner(50) claims success in the” 
treatment of a large series of depressed 
cases with repeated and protracted hyper- 
ventilation—for as long as 45 minutes fof 
a series of 20 to 30 treatments. : 
Lysergic Acid, Cobra Venom, and Isoni- 
azid. —On the basis of their experience with 
36 neurotic subjects, Sandison, Spencer, and 
Whitelaw (51) feel that lysergic acid diethyl 
amide is of great value, when combined wit 
psychotherapy, in the treatment of obsessions 
and anxiety states. To other workers 18) 
effects seem definitely pathological (52 
Jackman(53) tried to utilize the cen 
analgesic effect of cobra venom to amelio! 
anxiety in neurotics and claims mode 
success in a series of 14 cases treated ow 
a period of weeks. = 
Isoniazid, which so often induces eupho 13 
in tubercular patients to whom it is at“ 
ministered, is being tested for its therapeu^ 
value in various mental disorders, but Wit 
out much success(54, 55). In a careful. 
controlled study its effect on chronic pat! 
appeared to be slight, though definite (50) 
Hunt and Wassersug(57) believe it? 
mainly of value in recent psychoses in tub? 
cular subjects where there is reason to be 
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lieve the tuberculosis provoked the mental 
disorder. 

Miscellaneous. Among other trials and 
explorations worth attention may be men- 
tioned the contemporary report of widely 
separated workers in Italy and in France on 
the successful use of Filatov’s placental 
tissue implants in psychiatric therapy(58, 
59). In a series of 50 cases of depression 
Bensoussan and Klein claim satisfactory re- 
sults in 8096 of their cases after the subcu- 
taneous implantation of placental tissue. 
Martinotti(60) claims excellent results in 
the treatment of depressions and anxiety 
states with a combination of steroid hormones 
and parenteral haematoporphyrin. Before the 
Royal Society of Medicine in London, 
Gould(61) made a strong plea for the fuller 
use of vitamins in psychiatry, claiming that 
secondary avitaminoses underlie many toxic- 
infectious or exhaustion states associated 
with mental symptoms, Delay and his asso- 
ciates (62) believe that acute delirium is often 
due to dehydration and recommend massive 
rehydration in the treatment of acute psy- 
choses. 

Clarke and Cooper(63) recall that nearly 
8% of mental hospital autopsies reveal sub- 
dural hematomata, which no doubt often 
comprise the basic pathology of the mental 
disorder. Early diagnosis and operation may 
lead to recovery. They therefore suggest 
that acute nonspecific mental changes asso- 
ciated with headache and drowsiness be 
suspect even in the absence of a history of 
head injury. Waggoner and Bagchi(64) re- 
port a series of undiagnosed brain tumors 
with primarily mental symptoms that could 
have been detected if routine electroen- 
cephalography had been practiced. Though 
brain injury can sometimes heal as well as 
hurt, several workers suggest procaine in- 
filtration (65,66) or ultrasonic treatment 
(67) of the frontal lobes as alternatives to 
lobotomy. 
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PSYCHOSURGERY 
WALTER FREEMAN, M. D., P. D., Los Autos, CALI. 


Psychosurgery is beginning to make itself 
felt in the state hospitals of this country. Wil- 
son et al.(25) reported on 400 cases from 
Trenton; Jackson and Jaco(9) on 538 pa- 
tients from Rusk, Texas (where there is a 
shortage of everything but patients); and 
Freeman et al.(4) on more than 600 patients 
in the hospitals of West Virginia. The results 
were remarkably uniform in that from 2596 
to 40% of patients who would have presum- 
ably ended their days in the hospitals were 
able to go home, many of them to resume 
some type of useful activity. The West Vir- 
ginia project was the best controlled since it 
was possible to compare 228 operated patients 
with 202 whose relatives refused permission. 
A year after operation 85 of the operated 
patients were home, while of those unoper- 
ated only 5 could be released. This meant a 
saving to the hospitals on these patients of 
some $48,000. Furthermore, the released pa- 
tients had cash earnings amounting to 4 times 
the cost of the first year's project. 

This year has seen the publication of 2 im- 
portant monographs, 3 volumes that deal 
with psychotherapy in the field of psychiatric 
treatment, and the report of the Third Re- 
search Conference on Psychosurgery (16). 
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Greenblatt and Solomon(5) prove the su- 
periority of bimedial lobotomy over bilateral 
or unilateral. Among the individual studies, 
they show that physiologic tests, particularly 
the injection of mecholyl, have a higher pre- 
dictive value than any psychologic tests. Fur- 
thermore, their studies in controlled soci 
situations are particularly revealing : 


The average patient increased in total interaction 
with the environment, in his socialization Wi 
other patients and with the leader, in verbal inter- 
change, friendliness and responsiveness; he im- 
proved in capacity to adhere to a task and in or- 
ganized pursuit of a logical end. He showed more 1 
solidarity with the group, his tension was lower 
yet he was able to release such tension as he pos 
sessed more freely. He displayed more positive 
affect, participated more in group interchange by 
giving suggestions, opinions and orientation 

he was altogether more productive. 


Zombies and human vegetables take note! 
Robinson and Freeman(18) believe that 
self-continuity is an important aspect of the 
self—the feeling that today one is the same 
person that he was yesterday and will be to 
morrow, with capacity to modify that Seh 
This makes for achievement, but also 
preoccupation and mental breakdown. * 
botomy affects this function in quantitative 
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fashion, and some original tests for self- 
scrutiny and for sensitiveness seem to prove 
it. The problem in surgery is therefore to 
reduce the function of self-regard and of 
sensitivity to limits that can be tolerated by 
sick persons, without sending them too far 
in the other direction. The greater success 
of transorbital lobotomy is indicated in this 
study. 

Heath and his co-workers(7) have focused 
their attention on the septal region and by 
stimulation with implanted electrodes have 
achieved notable results in severely regressed 
individuals. Even temporary arousal is of 
considerable value since it shows that the 
brain is still functionally capable of respond- 
ing to reality. Seven of the 20 patients 
showed transient anxiety which was not 
noted before stimulation, and after a year or 
more, 9 of the 20 patients were living out- 
side the hospital. 

Alexander(26) and Sargent and Slater 
(19) have incorporated much of the current 
work in their volumes on physical treatments 
in psychiatry. 

In addition to the work of Heath, there are 
some new operations. The most intriguing is 
the destruction of the deep white matter by 
ultrasonic vibrations as carried out in pain 
cases by Lindstrom(12). McIntyre et al. 
(13) report on the Grantham method of elec- 
trocoagulation of the ventromedial quadrants. 
Myers et al.(14) inject as much as 25 cc. 1% 
procaine hydrochloride solution into each 
frontal lobe, producing inertia and disorien- 
tation resembling that of standard lobotomy. 
Scoville(20) and Tow(22) with their collab- 
orators, find orbital operations productive of 
substantial results while avoiding personality 
changes. Tow and Armstrong(2) are un- 
favorably impressed by the late results of an- 
terior cingulectomy. Vianna (24) reports 
that some of the behavior disorders of chil- 
dren may be favorably influenced by bilateral 
excision of the hippocampal formation. 

Some special studies are like the sideshows 
to the main tent. Brody and Redlich (1) 
state that after lobotomy, when the patient is 
presented with comic cartoons, there is re- 
duced anxiety, more acceptance and increased 
comprehension and enjoyment. Jenkins and 
Holsopple (ro) state: “Lobotomy simplifies 
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the world for the patients.” Using the sen- 
tence completion test they find that “attention 
shifts from the abstract considerations of wis- 
dom and respect to the more tangible, even 
sensual enjoyment of social security, rich 
cake, and ease.” Legault(11) in studying de- 
nial of operation after lobotomy, states : 


In dealing with human subjects one must recognize 
that the meaning of the injury to the patient and 
the reaction of his personality to it are not merely 
relevant but may be the most important factors in 
explaining the resulting behavior. 


Freeman and Williams(3) studied a blind 
patient whose visual hallucinations consisted 
of derogatory comments appearing in braille. 
They emphasize the motor component in hal- 
lucinations, the projection to the outside 
world of ideational processes that are then 
perceived as sensations. In a study of lobot- 
omized patients from the medicolegal stand- 
point, Silbermann and Ransohoff(21) offer 
the comforting statement: “On the whole, 
lobotomized patients make rather good citi- 
zens,” Oliver(15) reports considerable re- 
lief in a number of parkinsonians ; Pool (17) 
finds psychosurgery of benefit in certain aged 
people; Elithorn(2) used it in intractable 
tinnitus; and Hutchinson(8) observed not 
restoration, but initiation of a normal men- 
strual cycle at the age of 36. 
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CHILD PSYCHIATRY. 
LEO KANNER, M. D., anv LEON 


CHILD PSYCHIATRY 


The First International Congress on Child 
Psychiatry at Toronto in August headed the 
list of noteworthy events in a year that was 
distinguished also by meetings of the Ameri- 
can Psychopathological Association (May) 
and the Association for Research in Nervous 
and Mental Diseases (December) on prob- 
lems of child psychiatry. Not less significant, 
since scientific advance is dependent upon 
public support, was the continued growth of 
the League for Emotionally Disturbed Chil- 
dren(r) under the able leadership of Dr. 
Jacques May and the formation of the Ameri- 
can Child Guidance Foundation (2) due to 
the efforts of Dr. E. B. Phillips; the former 
organization is already under way with an 
active research program, the latter in the 
planning and fund-raising stage. 

Books.—Provocative and stimulating was 
Lewis' excellent monograph(3) evaluating 
by sampled follow-up the experience of 500 
disturbed children at an English experimen- 
tal reception center. She concluded that the 
temporary center has positive value, con- 
trary to Bowlby's assertions(4). Her clinical 
studies failed to confirm the easy generaliza- 
tions relating early maternal deprivation to 
the “affectionless character"(5). The re- 
ported exceptional mental health of com- 
munally reared Israeli children also sug- 
gested that pyschological nurture is not an 
exclusive function of the mother(6). All of 
us owe a debt of gratitude to Despert(7) for 
her masterful account of Children of Divorce 
and the sage advice given parents. Another 
translation of Piaget’s remarkable studies has 
appeared and the volumes by Jersild(9) and 
Harms(10) deserve a place in every library 
on child psychology. A second and third vol- 
ume of the contributions of the Bellevue 
group have been made available(11, 12). A 
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MENTAL DEFICIENCY 
EISENBERG, M. D., Barimore, Mp. 


further volume of the series on the psycho- 
analytic study of the child has been published” 
(13). Wertham’s study of comics(14), if it 
overstated the case and overlooked other cru- i 
cial determinants of delinquency, called at 
tention to an aspect of our "culture," with. 
which the psychiatrist should familiarize him. 
self. E 

Periodicals.—Mental hygiene in the class- 
room was considered in an extensive sym- 
posium in the Nervous Child(15). The edu. 
cation of the disturbed child was discussed 
by Hay in terms of guidance classes (16) 
Hirschberg from the standpoint of a com- 
bined educational and therapeutic program 
(17); Krug(18) and Robinson(19) in 4 
residential setting ; while Alt(20) considered 
worker qualifications and responsibilities: 
Suttenfield presented a valuable report of 
school phobia(21), a much-neglected prob- 
lem. Residential treatment of disturbed 
children was thoughtfully evaluated by Gold- 
smith, et al.(22) and Mayer and Wolfen- 
stein (23). H 

Schizophrenia in childhood continued to 
receive increasing attention. Herskovitz(24) | 
suggested separating the child (if over 5) 
from the home as part of treatment. Freed 
man(25) emphasized “dysmaturation” as tle. 
cardinal process in schizophrenia, a 
questioned by Kaplan (26) who stresses 
postnatal psychological forces leading to te” 
gression, Sperling(27) reflected the curre 
psychoanalytic preoccupation with an 1- 
ferred response of the child to the “uncon 
scious” of the mother. Fabian(28) called af 
tention to the devastating effect of the child's 
illness on family and community. The 
tributions of learning theory to understand 
ing of schizophrenia were noted by Gardnet 
(29) while Mahler (30) suggested a subdive 
sion of “symbiotic” psychosis into induced 
and “symbiotic-parasitic” types. AH 
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(31), reviewing the multitude of contradic- 
tory formulations, wondered whether child- 
hood schizophrenia might be a conglomera- 
tion of syndromes requiring careful study 
rather than preconceptions. An important 
contribution by Bender(32) reported follow- 
ups on children diagnosed schizophrenic at 
Bellevue. Ritvo and Provence(33) called at- 
tention to the high form perception and poor 
imitation of autistic children as possible early 
diagnostic criteria. Norman's valuable study 
(34) described the remarkable retention of 
irrelevant detail by autistic children, whose 
functional conception of objects and their 
usefulness is thereby impaired. Employing 
Q-sort techniques, Beck described 6 patterns 
of schizophrenic Rohrschach response(35) 
as a basis for differentiation not correlated 
with the Kraepelinian classification. 
Psychophysiologic interrelations have been 
clarified by a number of first-rate studies. 
Utilizing Wilkin's(36) clinical material, 
Hampson and Money's(37, 38) fascinating 
studies on hermaphroditism have demon- 
strated that gender role as conceived by the 
person is in agreement with sex of rearing 
rather than with chromosomal, gonadal, or 
hormonal determinants. Richmond, Eddy, 
and Garrard, in a fundamental paper on 
encopresis(39), distinguished psychogenic, 
ganglionie, and obstructive megacolon, each 
with differing clinical features and therapeu- 
tic indications. The personality patterns of 
children with peptic ulcer was reported by 
Taboroff and Brown (40) in an article which 
becomes the more interesting in view of the 
experimental production by French et al. 
(41) of “ulcer-like” lesions in the monkey by 
chromic stimulation of electrodes implanted 
inthe hypothalamic region. Rosenzweig(42) 
suggested that crying is learned (condi- 
tioned), a hypothesis supported by Stewart 
et al.(43) who found an association between 
inappropriate and inconsistent parental re- 
sponse and excess infant crying (colic). 
Animal experiments have contributed further 
evidence(44) of lasting behavioral conse- 
quences from early experience, a subject 
critically reviewed by Beach and Jaynes (45). 
Basic neurophysiology has been ably ex- 
pounded in a series of articles(46-51) and 
Altschule has reviewed physiologic disturb- 
ances in the neuroses(52). Ellingson(53), 
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commenting on the relation between EEG 
abnormalities and behavior disorders in chil- 
dren, attributed the great variability reported 
in the literature to type of sampling, statisti- 
cal contamination with "organic" cases, and 
uncertainty of EEG criteria. The problem of 
sampling was also raised in an excellent arti- 
cle which critically evaluated the choice of 
“control” groups(54). A new pharmaco- 
dynamic agent chlorpromazine, gave early 
promise of usefulness in the management of 
acutely disturbed behavior in children(55, 
56, 57). 

Cultural factors were stressed in a num- 
ber of publications. Most noteworthy was 
the paper by Chess, et al.(58) highlighting 
the importance of a knowledge of cultural 
problems if the psychiatrist is to distinguish 
situational from disturbed behavior. Kline- 
berg(59) reviewed the impact of culture on 
personality and Kardiner(60) its influence 
on mental disorder. Eisenberg(61) called 
for a total approach, biological, psychologi- 
cal and social, in order to plan rational 
therapy for the disturbed child. Lemkau 
et al.(62) emphasized the prophylactic im- 
plications of current dynamic concepts from 
the public health standpoint. A sharply con- 
trasting viewpoint was that of Johnson and 
co-workers (63, 64, 65) which, disregarding 
social factors, related delinquency to the 
child’s “living out the parents’ own poorly 
inhibited antisocial impulses” thus affording 
them “vicarious gratification,” This view- 
point seems oblivious of the studies(66) 
which have demonstrated the almost univer- 
sal prevalence of delinquency in certain 
urban areas and the inefficacy of psycho- 
therapy in combatting it. 

Of the many other papers worthy of men- 
tion, we can only note: Ackerly’s(67) and 
Mora’s(68) reviews of American child psy- 
chiatry from native and foreign standpoints ; 
Phillips and Johnson’s vigorous defense of 
the usefulness of planned short-term par- 
ent-child psychotherapy(69) ; Robins and 
O’Neal’s interesting follow-up study on hys- 
teria(70) which insisted on the importance 
of accurate diagnosis—a point that unfortu- 
nately needs reiteration; Bruch's spirited at- 
tack on the omnipotence feelings of zealous 
parent “educators” (71); Doll’s article re- 
viewing of the trends in parent education 
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(72); Robinson and Vitale's description of 
"children with circumscribed interest pat- 
terns"(73) ; and Ackerman's thoughtful at- 
tempt(74) to elaborate a conceptual scheme 
for diagnosis, the indispensible precursor of 
effective treatment. For additional view- 
points, the reader should consult other cur- 
rent reviews(75, 76). 


MENTAL DEFICIENCY 


The continuing growth of the field was 
indicated by the more frequent appearance 
of articles attempting broad conceptualiza- 
tions of the problems faced and the programs 
needed. Tarjan and Wright(77) outlined 
points of attack for research into etiology. 
Powers(78) discussed the relative merits 
of project vs. investigator support for the 
National Association for Retarded Children. 
Jervis(79, 80) reviewed the current status 
of biochemical investigations in oligophrenic 
metabolic disorders. Kanner (81) and Benda 
(82) restated current viewpoints on nosol- 
ogy and dynamics. Wortis(83) formulated 
in exceptionally lucid terms the philosophy 
of a clinic for the retarded and indicated the 
valuable functions it can serve in a pediatric 
setting. This splendid paper is a healthy cor- 
rective to the tendency, in searching for the 
dramatic, to overlook how much sympathetic 
understanding and wise counselling can offer 
the retarded child and his parent. 

Employing modern ultracentrifugation tech- 
niques for studying complex lipoproteins, a 
cooperative study demonstrated significant 
differences between the mongol, the “garden 
variety" retarded, and the normal. The asso- 
ciation between advanced maternal age and 
mongolism was discussed by two outstanding 
investigators, Penrose(85) and Ingals(86). 
Malamud(87) reported neuropathological 
findings in 543 autopsies, correlated with 
pneumoencephalograms in 30 cases (88), on 
the basis of which he concluded that an “etio- 
logic classification of the mental deficiencies 
is not warranted in the present state of our 
knowledge." Also from California came a 
report of the therapeutic value of reserpine 
in the management of disturbed behavior in 
feebleminded patients. (Sg). 

A controlled and well-thought- out study 
on school children by Haggard (9o) illus- 
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trated the influence of social class, test bias, 
motivation, and practice on I. Q.“ scores, 
Gibson and Butler(91), studying an institu- 
tional population, gave suggestive evidence 
that cultural deprivation is a depressant to 
intellectual function. Funk et al.(92) ex- 
tended Bender's simultaneous tactile stimu- 
lation test to mentally deficient subjects, who 
showed extinction, much like the brain- 
damaged adult or the normal child under 6, 
A number of excellent articles have appeared 
on the design and utility of a planned educa- 
tional program(93, 94, 95). Strazulla sup- 
plied an excellent “language guide for the 
parents of retarded children" (96) and Zwer- 
ling(97) discussed the problems of initial 
parent counselling for the pediatrician, Two 
much needed publications have appeared, 
one a guide to parents for home teaching 
(98), the other a directory of special schools 
and institutions (99). 
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NEUROSYPHILIS 
WILLIAM H. TIMBERLAKE, BzrwoNT, Mass. 


A review of our current understanding of 
neurosyphilis and its treatment gains per- 
spective when we realize that Paul Ehrlich 
was born 100 years ago, in 1854. It was in 
1910 that he discovered effective chemother- 
apy for syphilis. The lethal effect of peni- 
cilin on Treponema Pallidum was demon- 
strated by John Mahoney only a decade ago. 

Between 1890 and 1910 Boeck examined 
2,181 syphilitic patients in Oslo. Because 
he thought bismuth and mercury were inef- 
fective he followed these patients without 
treatment to establish the natural evolution 
of the disease, Some of them were restudied 
in 1925 by Bruusgaard and now Danbolt, 
Clark, and Gjestland (1) have intensively 
traced a representative, 270-patient sample. 
They found 20% living, 53% dead, 7% par- 
tially known, and 20% unknown. Clinical 
secondary relapses occurred in 25%, “benign” 
tertiary syphilis in 16%, cardiovascular syph- 
ilis in 10%, and neurosyphilis in 6%. There 
is no suggestion that syphilis should be al- 
lowed to go untreated, but rather this is the 
standard against which therapy must be 
measured, 

The localization of treponemal lesions in 
rabbits has been shown by Hollander and 
Turner (2) to be influenced by temperature. 
In the course of syphilitic orchitis in rabbits, 
Scott and Dammin(3) have noticed that the 
spirochetes localize in acellular connective 
tissue of embryonal type. Supporting stroma 
may play a part in organ susceptibility and 
the hyaluronidase-like enzymes of the spiro- 
. chete may be a factor. 

To overcome difficulty in obtaining high 
titer human syphilitic serum, Affleck and 
Allen(4) have produced reagin-like anti- 
bodies in rabbits by intravenous injection of 
floccules prepared by mixing human syphilitic 
serum and various antigen suspensions. The 
reactive serum, diluted with normal human 
serum and saline, and dried, could be recon- 
stituted satisfactorily for use as positive con- 
trol serum in sero-diagnosis of syphilis. 

Ajello, Portnoy, Logan, and Orlansky(5) 
have developed a simplified method for pre- 
paring the basal medium for the Treponema 
Pallidum Immobilization (TPI) test in which 


all components are mixed together and then 
sterilized by filtration through a membrane 
filter, Stored at —20° C. the medium gives 
satisfactory results for 8 weeks. Anderson, 
Kent, and Sanders(6) have obtained activ 
motile T. Pallidum suitable for TPI tests 
from syphilomatous rabbit testes stored in the | 
frozen state (—55° to —45° C.) for 1 day 
to 14 years. Refrigerated with solid carbon i 
dioxide the material can be airmailed to 
widely separated laboratories. Using these 
and other improvements the TPI test is now? 
practicable on a service-wide basis in the 
Navy at a cost of $7.50 per test (y). j 
The specificity and persistence of the TPI 
antibody has been further validated by Zell- 
man(8). The TPI. test was negative in 
45 normal persons and in 104 of 110 patients 
with other diseases. Four were unsatisfac- 
tory; one with multiple sclerosis was doubt- 
ful; and one with paroxysmal auricular fi- 
brillation, positive. The last 2 had negative : 
histories, physical examinations, and serologic ^ 
test. Over the past 40 years 441 patients have 
been treated who were known to be syphilitic — 
because of pretreatment positive darkfield i 
examination, asymptomatic neurosyphilis, of 
they were the mothers of congenitally syplii- - 
litic children. Of those who had been treated 
for early syphilis 64.9% had become TPI 3 
negative. Of those who had been treated for 
late syphilis 96.5% were TPI positive. Those 
in the last group who were TPI negative | 
were 5 tabetics, 4 with other types of neuro- 
syphilis, and 3 late congenital syphilitics. 
Unlike some previous studies, in this 
I51 patients with secondary syphilis hac 
positive TPI tests. This indicates that TPI 
antibody develops as early as the reagi i 
detected by serologic tests. 4 
TPI antibody passively transferred via the 
placenta from 74 treated syphilitic mothers - | 
to nonsyphilitic babies was found by Millet © 
and others(9) to persist as long as 7 months, 
Reagin (positive serologic tests) disappeared - 
by 3 months in 91%. E. 
The TPI test is important in differentiating - 
positive serologic tests which may be due 
to latent syphilis from those chronic false 
positive” serologic tests due particularly to 
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collagen diseases. In addition to the usual 
large number of such “false positives” the 
last authors found that one-sixth of the 
patients with diseases to which positive sero- 
logic tests had been attributed as “false posi- 
tives” had a positive TPI test (i.e. syphilis). 
In the remaining patients they found no cor- 
relation between the degree of the “false posi- 
tive” test and the severity or prognosis of 
the underlying disease. s 

Redo (10) reemphasizes the need for care 
in doing lumbar punctures, not only to avoid 
benign side effects but also paralysis, men- 
ingitis, spondylitis, or osteomyelitis of the 
spine. He urges trying another interspace 
as soon as difficulty is encountered at one 
level. 

Cerebrospinal fluid albumin and globulin 
as well as the total protein were determined 
by Floden(11). In secondary syphilis there 
is an increase in globulin. In meningovas- 
cular syphilis all 3 increase, particularly the 
albumin so that the G/A ratio returns to 
normal. In paresis the globulin increases so 
mutch that the G/A ratio is one or more. The 
pattern in tabes falls between those of paresis 
and meningo-vascular syphilis, After treat- 
ment they all return to normal. 

Cutler, Bauer, Price, and Schwimmer (12) 
compared the total protein and cell changes 
of the CSF among large groups of nonsyph- 
ilitic persons and those with primary and 
secondary syphilis. Their results emphasize 
the need for more than one determination 
before deciding a particular cell count or 
protein is abnormal. 

The incidence of congenital syphilis was 
found by Wright and Wright(13) to be 7 
per 1,000 living infants in 1951 in Naga- 
saki, Japan. The incidence was higher with 
younger mothers. Accepting a single posi- 
tive serologic test and suggestive clinical 
signs is unreliable unless there are pathog- 
nomonic X-ray changes. The persistence of 
reagin must also be considered. The results 
of treatment of early congenital syphilis with 
penicillin are very good. The late symptoms, 
keratitis, eighth nerve deafness, etc., do not 
respond as dramatically, although supple- 
mentary cortisone therapy is helpful in the 
allergic keratitis(14). 

Patients wth latent syphilis (i.e: CSF nor- 
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mal) were given a battery of serologic tests 
by Chester, Cutler, and Price for 7 years 
following penicillin therapy. The pretreat- 
ment titer was higher and dropped faster in 
early than late latent syphilis. The lower 
the pretreatment titer the more likely was the 
attainment of a titer of 4 units or less follow- 
ing treatment. Among sero-resistant latent 
syphilitic patients Cannefax and Johnwick 
(16) did not find that retreatment hastened 
‘the reduction of reagin titer. Sero-resistance 
is not a logical reason for retreatment. 

Postmortem examination of 14 paretic pa- 
tients treated with 6 million units of peni- 
cillin was made by Gianascol, Weickhard, 
and Neumann(17). Death had occurred 4 
to 85 months after treatment without evidence 
in the. CSF of progression. Only one death 
was due to syphilis, but those with the most 
abnormal CSF on admission died in the first 
year. As the interval between treatment and 
death lengthened the neuropathological find- 
ings approached those of inactive paresis as 
seen in malaria treated patients. After 38 
months there was no evidence of activity of 
the syphilitic process in the brain. 

Eight cases of tabetic Charcot's spine are 
reported by Campbell and Doyle(18). Se- 
vere, persistent shooting pains especially of 
girdle distribution are an indication for X-ray 
stady of the spine. Usually there is no ten- 
derness or muscle spasm. The motility of 
the spine is little affected unlesss there has 
been excessive bone destruction. The severity 
of the process as seen by X-ray is out of 
proportion with the slight discomfort and 
disability of the patient. Usually 1 or 2 of 
the lower dorsal or lumbar vertebrae are 
affected. Treatment is with penicillin, local 
support, and immobilization. 

Eighty-one percent of 8r untreated pa- 
tients with optic atrophy examined by 
Klauder and Gross(19) were blind in 3 
years and 94% in 6 years. To detect “rapid 
progressors, who become blind in a year, 
they urge that visual acuity and perimetry be 
done monthly for at least a year. If the 
patient has not become blind in 3 years the 
prognosis is good. They treat their patients 
with penicillin and have found fever and 
heavy metals unnecessary. When 1,125 mg. 
of cortisone was given over 9 days as an 
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adjuvant to penicillin in “rapid progressors” 
none had further unfavorable progression. 

Report of treatment of primary syphilis 
in 9 patients with chloromycin was favorable 
(20) but in 4 patients with terramycin, un- 
favorable(21). 

By means of serial lymph node biopsies 
Lejman(22) has demonstrated the part 
played by phagocytosis in the effect of peni- 
cillin on T. Pallidum in vivo. The in- 
volutional changes of the treponema and 
phagocytosis occur at the time of increasing 
Jarrisch Herxheimer reaction. 

Although T. Pallidum is the most sensitive 
to immobilization by penicillin of all known 
micro-organisms, continuous exposure to 
penicillin over a longer period of time than 
with other organisms is necessary to kill it. 
The minimum effective penicillin concentra- 
tion is 0.03 units per milliliter of serum for 
2 weeks, This may be accomplished with re- 
pository penicillins (procaine penicillin G with 
aluminum monostearate) in either several 
small doses or one large one. In early syph- 
ilis, if the patient cannot be depended upon 
to return, an initial dose of 1 or 2 million 
units is advisable. The total dose should be 
4 to 6 million units. The larger dose allows 
for the one patient in 250 who has a four-fold 
variation in rate of absorption or excretion. 
In late syphilis allowance must also be made 
for possible inaccessibility of the organism. 
Therefore, the recommended treatment for 
neurosyphilis is 600,000 units every day or 
2 days to a total of 6 to 9 million units of 
procaine penicillin G. There is no indication 
that T. Pallidum becomes less sensitive to 
penicillin and larger doses or longer treat- 
ment are not indicated(14). Intrathecal peni- 
cillin is not necessary and may be harmful. 

Christianson, Hendrick, and Schugmann 
(23) add a fourth fatality to the 8 previously 
reported cases of anaphylactic reactions to 
retreatment with penicillin. Because reposi- 
tory penicillin continues to be released into 
the circulation it is necessary to care for the 
patient long after he first appears to have 
recovered. The 3% frequency of penicillin 
reactions, mild or severe, is not changing 
despite the increased use of penicillin (300 
tons were manufactured in the USA in 1952). 

During the past year 2 benzyl amine peni- 
cillins have been developed which in aqueous 
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solution have an even more marked reposi- 
tory effect with smaller doses than procaine 
penicillin. Because they eliminate both the 
procaine and the oil components of the ve- 
hicle, side effects are reduced to 1%. One 
of them is known as benzathine penicillin G 
and the other as benethamine penicillin G. 
Shafer and Smith(24) report 1.2 milli 
units of the former to be as effective as 24 
million units of procaine penicillin in primary 
syphilis. Grekin and O’Brien(25) repo 
2 cases of anaphylactoid reaction to thi 
benzathine salt. Both improved in a few 
hours without lowering the blood levels of 
penicillin. Scratch tests showed the patients 
to be allergic to the penicillin and not the side- 
chains. Thus those sensitive to other peni- 
cillins may be sensitive to benzathine penicil- 
lin. One should always obtain an adequate 
history of allergic status and do skin tests as 
necessary before giving penicillin. 
After penicillin treatment most relapses 
occur in 4 to 9 months. A rising titer of 
reversal of negative to positive serology 
presages not only a cutaneous relapse but 
commonly also asymptomatic or sympto- 
matic neurosyphilis, therefore, the spinal fluid 
should be examined at once. After treatment 
for latent syphilis all patients should have at 
least a lumbar puncture 2 years later. 
Following adequate therapy a relapse sug: 
gests reinfection. Reinfection can occur at 
any stage regardless of the serologic titel 
though it is less common the later in tht 
course of the initial infection treatment 5 
given. Of course one does not delay treat 
ment so that a little more immunity mug 
develop—when subcurative doses of heavy 
metals were given for long periods even mor 
immunity could develop. Attention is rather 
called to the fact that reinfection syphilis P. 
a concomitant of penicillin therapy. Wel 
reinfection is recognized it should be treated, 
but more important its source must be found 
and treated. 
The major problems in syphilology now at 
early case finding and control. Whereas 1 
the peak year, 1947, cases discovered at th 
primary and secondary stage equalled thos 
at the latent stage, in 1953 the latent case 
were 3 times greater than the early cases (26)* 
Doctor, public health, as well as patient fac 
tors leading to delay in recognition of syphilis 
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have been studied in New York(27). Moore 
and Foster(28) suggest that screening tech- 
niques be turned to selected high incidence 
groups. 


SuMMARY 


The use of cardiolipin antigen especially 
in quantitative serologic techniques is highly 
satisfactory for the diagnosis and in following 
the course of treatment in syphilis. Persistent 
positive serology is not an indication for 
retreatment, 

A positive TPI test with a negative sero- 
logic test enables one to make a retrospective 
diagnosis of syphilis. The exceptions to a 
diagnosis of “false positive” serology when 
the TPI is negative are the patients whose 
syphilis was treated in the early stage before 
TPI antibody could develop and a few pa- 
tients with obvious late syphilis, When a 
chronic “false positive" serology has been 
identified the collagen diseases should be 
sought. 

We still lack a technique that will indicate 
the survival of treponemes in the host follow- 
ing treatment. 

Six-hundred thousand units of procaine 
penicillin G given daily to a total of 9 million 
units is the treatment of choice for neuro- 
syphilis. This may be superseded soon by 
doses of benzyl amine penicillins half this 
size, and causing fewer side effects. 

The major problem of syphilology now is 
the increasing difficulty of early case finding 
and control. 
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ALCOHOLISM. GERIATRICS 
KARL M. BOWMAN, M. D., San Francisco, CALIF. 


ALCOHOLISM 


A few modifications in the treatment of 
alcoholism have been reported. 
In cases of acute alcoholism, Martensen- 
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Larsen has recently used fructose, in the 
form of Danish honey (half the sugar con- 
tent is fructose), alone or combined with di- 
sulfiram-antihistamine-sodium chloride ther- 
apy. These methods are said to enable the 
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severely intoxicated patient without psycho- 
sis to return to work the next day. Methyl- 
ene blue, according to one report, failed to 
terminate disulfiram-alcohol reactions. Re- 
ports again emphasize the potentially dan- 
gerous cardiac effects of the reaction. 

Several clinicians(1) recommend the use 
of thorazine to control excitation and delir- 
ium. In 164 cases of acute alcoholism, the 
average withdrawal period was I to 4 days; 
brief convulsions developed in 6 patients. In 
another series, use of thorazine alone com- 
pared favorably with combined use with 
disulfiram. Comatose or greatly depressed 
states, when due to alcohol, barbiturates, or 
other depressants, require caution in the 
dosage. 

Continuing reports claim beneficial effects 
from vitamin therapy in both acute alcohol- 
ism and acute alcoholic psychoses, and also 
in chronic alcoholism. Some evidence from 
animal experimentation indicates (2) that 
thiamin may be necessary at the second stage 
of metabolism of alcohol ; and that a thiamin 
deficiency may cause certain harmful effects 
in alcoholism. Although most clinical ac- 
counts are not too convincing as to the spe- 
cific effects of vitamin therapy, in general 
they agree on its value. 

Use of mephenesin in 941 cases of post- 
intoxication states relieved tremors and gas- 
trointestinal symptoms in 7076 and agitation 
in 5096, but did not improve feelings of de- 
pression and sleep disturbances. Use of the 
drug in another group somewhat reduced the 
withdrawal stage, as compared with a con- 
trol group. 

A. number of writers continue to stress the 
value of group therapy in chronic alcoholism 
and to suggest various refinements of technic. 

In a case study (3) in a Philadelphia court, 
for the period 1937-50, excessive drinking 
by either spouse was the alleged cause of 
divorce in a fifth of 1,434 divorces (a ran- 
dom sample comprising a fourth of all di- 
vorces). The husband's drunkenness ac- 
counted for desertion and nonsupport in a 
fourth of 60,000 Philadelphia court cases, 
1915-49. 

The role of alcoholism in crime is re- 
viewed. Shupe's 2-year study (4) in an Ohio 
city of the urine alcohol concentration of 
882 persons picked up during or immediately 
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after commission of a felony associ 
crimes of violence with alcoholic intoxi 
tion, in the following high ratios: cutti 
ir to 1 under influence of alcohol; o 
assaults, 10 to 1; carrying concealed weap. 
ons, 8 to 1; shootings and murders, more 
than 4 to 1. For rape and felonious assault, 
chances of alcoholic intoxication were only | 
50-50. Shupe considers that a high percent- 
age of alcohol may depress sexual desires, 
About two-thirds of the whole series were 
alcoholized "to such an extent that their in: 
hibitions were reduced.” The author warns 
against generalizing from these figures, 
which apply only to apprehended persons, | 
One writer advises routine blood alcohol 
determinations in both criminals and vic 
tims. A Danish control study (5) of 79 male 
criminal alcoholics concludes that favorable 
results of intensive outpatient treatment oi 
severely alcoholic parolees justify “some 
timism in the broader field of the treatn 
of alcoholism." A series of 41 prisonef$. 
treated by disulfiram prior to release, aud 
under close, continued psychiatric supervi 
sion during an average 20-month parole), 
term, had 13% recidivism, as compared with 
35% recidivism in 38 prisoners without spe 
cial handling. p 
Use of a chemical breath test, in a Cong 
necticut study, raised the over-all conviction 
rate for drunken driving from 557 to 93%: 
A New York law that requires the driver 10) 
submit to a test or lose his license has Sub? 
stantially increased the number of arrests 10% 
drunken driving. i 
In a field study of village life in northem) 
India, Carstairs(6) observed that contrast 
ing cultural and personality factors intti 
enced the choice of alcohol or hemp as #7 
intoxicant One high caste group felt free a 
act out sexual and aggressive impulses 1 
abreactive drinking bouts in which t^ 
superego is temporarily dissolved in 
hol" Another high caste group, abjuring ê 
cohol, used cannabism to further a p' 
religious attitude of ascetic renunciatió 
with surrender of instinctual wishes and @ 
sires to feelings of detachment and extre? 
introspection. These interesting obser. 
tions contrast with the popular Western VI^. 
of cannabis indica (marijuana) as an 1 
portant factor in delinquency and crime. 
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A Canadian province, Ontario, since 1949 
has set up an extensive treatment and re- 
search program on alcoholism. California’s 
newly created Alcoholic Rehabilitation Com- 
mission, with a $100,000 appropriation for 
the first year, will develop a specific program 
for treatment and research, to be financed 
from increased state liquor license fees. 
Findings indicate that California’s rate of 
alcoholism, 50% higher than the national 
rate, has increased 25% to 35% in the past 
decade, 

France, because of its extremely large 
wine production, has special problems of 
alcoholism. A new law provides for com- 
pulsory rehabilitation of an alcoholic found 
to be dangerous to self or others, One re- 
port(7) warns of alcoholism and consequent 
behavior disorders in children, especially in 
rural areas, where a peasant child may drink 
up to a quart of wine a day. 

In Sweden and Norway a variety of gov- 
ernmental services range from small hostels 
and open care hospices—halfway between 
institutionalization and home care—to labor 
camps, with periodic follow-up care. 

Recent international meetings on alcohol- 
ism were held in Paris and in Toronto. 
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GERIATRICS 


In his introductory analysis of old age 
politics, Holtzman(1) reviews the extent to 
which pressure groups in the U.S. have tried 
since the depression to exploit needs for old 
age benefits at state and national levels. He 
urges labor unions and political parties to 
plan carefully for social security and old age 
benefits, to prevent the rise of a gerontoc- 
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racy, especially in those states with large 
elderly populations. The aged have migrated 
mostly from New York, Pennsylvania, and 
Illinois, to California, Florida, Texas, Wash- 
ington, and Louisiana (in that order). 

Vital statistics (based on 1951 death 
rates) show a new high in the average life 
span— 68.5 years, a gain of almost 4 years in 
the past decade; the average female, aged 
71.8, outlives the average male, 65.9, by 
6 years. 

Both clinical and social studies of the aged 
continue to be numerous. 

In the past 30 years, the median age of 
first admissions to New York civil state hos- , 
pitals increased from 40.5 to 52.1 years, and 
persons aged 60 or more increased from 
19.196 to 40% of all admissions. 

A number of reports again claim beneficial 
effects from use of metrazol, both intrave- 
nous and oral, in care of aged patients. 

Hormonal therapy has received consider- 
able attention. One paper advocates “pu- 
berty-to-grave” sex steroid support, with 
mass production of synthetic hormones; for 
elderly "neuters" of an average age of 60, 
treatment of sex hormones in a 20-to-1 ratio 
of male over female hormones is recom- 
mended. In a series of 17 male patients 
with so-called arteriosclerotic Parkinsonism, 
Weinberg(2) found a 6-month course of 
heparin and testosterone helpful. A number 
of other investigators report improvement, 
e.g., after use of various androgens in senile 
men and in aged institutionalized patients of 
both sexes, and after multihormonal therapy 
of aged women. Follow-up studies indicate 
that benefits depend upon continued hor- 
monal administration. 

An editorial in the J. A. M. A. concludes 
that the so-called male climacteric is a rare 
condition, in which "the promiscuous use of 
male hormones . . . is unwarranted and may 
prove harmful.” Final data in a study of 617 
men and women of varying ages indicate 
caution in geriatric use of hormones, accord- 
ing to Pincus and coworkers(3). The 
marked reductions with age, in 17-ketoster- 
oid output and smaller reductions in non- 
ketonic steroids and in lipids were parallel 
for both sexes; but estrogen excretion de- 
clined greatly in women, before reaching a 
constant low level, whereas in men it changed 
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little with age. In both sexes the total andro- 
gen output declined sharply with age, espe- 
cially in men from ages 20 to 40, with less 
decline thereafter. Because any comparison 
of differences in age and sex output must 
consider the chemical nature and secretory 
precursors of certain sex hormones, the au- 
thors conclude: “Until we can specifically 
characterize the secretory products in aged 
persons rational replacement therapy will 
elude us.” Another investigator doubts that 
senescence will ever be considered an endo- 
crinopathy, because no single endocrine 
gland causes the many senile changes. 

The new drug, thorazine, has proved use- 
ful in geriatrics(4). In 27 aged or senile 
patients with severe anxiety or agitation, 
oral or intramuscular doses produced marked 
improvement that continued for a time after 
cessation of treatment. Benefits in another 
series of 50 chronically ill aged patients were 
deemed sufficient to warrant extended trial 
of the drug, which seems to calm agitated 
patients without the depressant effect of bar- 
biturates, for example. 

Several British writers report on careful 
retraining of bedfast aged patients, and the 
use of visiting workers to reduce hospital 
waiting lists of the elderly. The Nuffield 
Foundation, set up to assist British geronto- 
logic research, has sponsored various lab- 
oratory and social studies like studies of 
connective tissues in aging, or the wider em- 
ployment of elderly workers. 

Lehman’s interesting factual study (5), the 
result of long research, shows the peak of 
supercreativeness in the sciences and arts at 
about age 30, with a slow decline thereafter. 
The study suggests that the average man 
gradually declines mentally after age 35 or 
so. Some reviewers feel that these data on 
early, gradual onset of senescence emphasize 
the need to accelerate educational programs ; 


to use younger men in business and govern. 
ment; and to downgrade by age 45 all 
positions of responsibility. But one writer, 
noting that most senators, judges, and clergy- 
men attain high office late in life, argues that 
old people can fill responsible positions in a 
satisfactory manner. j 
Lehman’s study and other observations 
suggest the need for long-term, correlative 
studies of physical, intellectual, and occupa- 
tional changes during the life span. A m 
ber of writers note the paucity of literature 
on the personality of older people. An edi- 
torial in Geriatrics(6) points out that the 
literature neglects the problem of sex in 
older persons, and the need for extensive 
study regarding correlations between sexe 
ual activity and continued competences, 
Busse and coworkers(7) found that sexual 
desires persisted in 50% to 60% of a group 
of old people who had lived a well rounded 
life; lack of a satisfactory sex outlet was an 
important source of anxiety, especially in the 


A new book by Ames and colleagues(8) 
discusses results of the Rorschach test in 200 
reasonably alert persons (140 women) 4 
70 to 100, and suggests various applications 
of these data. 

Numerous articles continue to discuss 
many problems of retirement. 
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EPILEPSY 
DOUGLAS T. DAVIDSON, Jr, M. D., Boston, Mass. 


Coverage of the subject has been ampli- 
fied and at the same time simplified by the 
publication of 3 new books. Penfield’s and 
Jasper's Epilepsy and the Functional Anat- 


omy of the Human Brain(1) is the large 
and most complete in the field of focal €P^ 
lepsy. It contains excellent chapters 2 
bibliography on neurophysiology, electro 
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encephalography, and the surgical treatment 
of epilepsy, as well as one on diagnosis, 
medical and psychological management. The 
authors and their co-workers have, for years, 
pioneered the technique of stimulating ex- 
posed brains of patients under local anes- 
thesia, a condition which permits patients to 
describe their symptoms at the same time 
that observers are recording clinical and 
electroencephalographic results. Case his- 
tories of 750 patients so studied provide the 
data which establish the locations of cortical 
areas concerned with many motor, auto- 
nomic sensory and psychic functions. 

The Epilepsies—Electro-Clinical Correla- 
tions by R. E. Henri Gastaut(2) is a small 
book (149 pages), but nevertheless, is a 
beautifully written, well-organized, and con- 
cise summary of the author’s wide experience 
in this field, Documentation of his views 
and discussion of controversial subjects have 
been sacrificed to brevity and there is no 
bibliography. Eleven pages are devoted to 
medical and 6 to surgical treatment. The 
inevitable emotional and psychological con- 
comitants are not mentioned. 

Livingston's Diagnosis and Treatment of 
Convulsive Disorders in Children(3), as its 
name suggests, offers material of immediate 
and practical importance to doctors who deal 
with children. Febrile convulsions, breath- 
holding attacks, and other epilepsy-simulating 
conditions peculiar to younger patients, are 
discussed with authority based on many years 
experience at the epilepsy clinic of the 
Harriet Lane Home at Johns Hopkins Hos- 
pital. A complete, up-to-date section on 
medical treatment, which includes most of 
the newer drugs, assures it a place on the 
desk of all those who treat patients who have 
convulsive disorders. 

Differences in terminology for various 
types of seizures in these most recent books 
must be confusing to the uninitiated. In 
fact, at this writing, the name of only one 
seizure pattern has achieved general accep- 
tance, The type of attack named to honor a 
pioneer, John Hughlings Jackson, has won 
this unique distinction. Possibly, the future 
will bring news of progress in this area. 

A critical study by Gastaut(4) introduced 
a detailed discussion of psychomotor epilepsy 
at the quadrennial meeting of the Interna- 
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tional League Against Epilepsy in Lisbon, 
Portugal, September 1953. Gastaut re- 
viewed current concepts and leading epilep- 
tologists from many lands participated in 
the discussion. The participants pointed out 
that the initiation of these attacks is often 
in the cortex of the temporal lobe, but may, 
at times, be in adjacent superficial and deep- 
lying aggregates of neurones. The scattered 
areas of initiation suggest common elaborat- 
ing areas or networks for symptoms such as 
automatisms, rage, fear or autonomic dis- 
turbances which are so common. Pathologi- 
cal lesions, when identified, are often dif- 
fusely scattered, not only in the temporal 
lobe, but also in adjacent structures. Surgery 
in certain medically resistant cases, which 
show consistent electric and pathologic tem- 
poral localization, is more often successful 
if one accomplishes a complete removal of 
the anterior one-third of the temporal lobe, 
including the amygdaloid nucleus and hippo- 
campal gyrus. Elimination of the attacks was 
obtained in about half of these highly se- 
lected cases, according to the surgeons re- 
porting. A cure of seizures did not insure 
improvement of accompanying emotional and 
personality disorders. 

Margaret Lennox and her co-workers, in 
an electroencephalographic and pathologic 
study of febrile convulsions in kittens, found 
the following factors to be critical: age of 
the animal, and abruptness and height of the 
temperature rise. Some animals between 5 
and 8 weeks were susceptible. No convul- 
sions occurred in animals older than 8 weeks 
and only one kitten less than 4 weeks old 
had a convulsion. Significant residual slow- 
ing of the brain wave was well correlated 
with brain damage following bouts of high 
fever(5). 

That abdominal epilepsy responds to Di- 
lantin therapy is well known. Blumberg(6) 
describes a single case associated with severe 
behavior disturbance, completely relieved by 
Tridione, but only partially benefited by 
Dilantin. Not only the abdominal pain, but 
also morbid behavior responded to the drug. 

Studies of the electrophysiologic phe- 
nomena in epilepsy often are reported in the 
EEG Journal and may, therefore, be sum- 
marized in the yearly progress section re- 
lated to electroencephalography in this Jour- 
nal. However, I would like to call attention 


to 3 papers(7, 8, 9) dealing with the meas- 
urement of the Metrazol or the Metrazol 
and flickering light thresholds in epileptics. 
These 3 papers point out that epileptics, as 
a group, require less Metrazol and photic 
stimulation to evoke EEG abnormalities than 
do nonepileptic subjects as a group. How- 
ever, all agree that there is considerable 
overlap and scatter in threshold values; 
obviously then, the Metrazol threshold de- 
termination cannot be used to establish 
whether a given individual is epileptic. 

Acquired epilepsy in 535 cases was stud- 
ied by Smith, Robinson, and Lennox(10) 
who found that the time lag between a brain 
insult and the development of seizures was 
less than a year in about half the cases; and 
yet, 10 or more years elapsed before seizures 
appeared in 12% of patients. The patho- 
logical causes were assigned in the following 
proportions: prenatal conditions, 13.3%; 
natal conditions, 30.1%, postnatal trauma, 
20.7% ; infections, 17.276; other conditions, 
6.4% ; and unassigned, 12.3%. 

In contrast to the many studies of the 
neurophysiologic background of epilepsy, in- 
vestigation of its fundamental neurochemical 
basis is rare indeed. Tower and Elliot(11) 
have, for several years, been interested in 
this field. Principally on the basis of the 
above in vitro studies on epileptogenic corti- 
cal tissue removed from patients at operation, 
these authors have identified the inability to 
form bound-acetylcholine as an important 
biochemical lesion in such tissue. Tower’s 
discovery that this defect could be corrected 
by incubation with glutamine led to clinical 
trial of glutamine in a small group of epi- 
leptic patients(12). Early results were en- 
couraging, but a larger and longer experience 
will be needed to establish the clinical signifi- 
cance of this work. 

New Drugs.—Milontin in doses averaging 
4 500-mg. capsules a day is said by Smith 
and Foster(13) to be helpful in patients 
with petit mal seizures, and its degree of 
benefit can be amplified by combination with 
Tridione according to Chao and Fields(14). 
Reports to date suggest that while Milontin 
is not as generally effective as Tridione, it 
has the advantage of being free of Tridione's 
threat of bone marrow depression and 
nephrosis. Also, it does not produce photo- 


phobia. 
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Mysoline in 100 patients was found to b 
free of serious toxic effects and offere 
marked benefit or perfect control in abou 
three-fourths of those patients whose sei 
were convulsive. Dosage range was from 2 
to 8 250-mg. tablets a day (13). 

Phelantin (a combination capsule con 
ing Dilantin, 100 mg., phenobarbital, 30 m 
and desoxyephedrine 2.5 mg.) has pro 
to be a practical and effective method 
administering a well-established anticonyul- 
sant prescription(15). 

Diamox, a carbonic anhydrase inhibi 
has been found useful in controlling seizures” 
associated with spike and wave EEG abnor 
malities in a study by Merlis. Its first use 
was reported last year in this section (16). 

Atabrine, 100 to 400 mg. per day, was fe 
who have petit mal and generalized s 
wave discharges in their EEG’s(17). Am 
other study(15) done subsequently on 4 
larger number of patients confirms beneficial 
results in a small proportion of petit m 
cases, but points out the tendency of Atabrine 
to exaggerate the convulsive tendency. 
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MENTAL HEALTH IN EDUCATION 
W. CARSON RYAN, Pu. D., Cuarer Hir, N. C. 


Mental health in education received con- 
siderable attention at the Fifth International 
Congress on Mental Health held in Toronto 
in August 1954, not only in the round table 
were discussions specifically devoted to the 
topic but also in the technical sessions on the 
mental health of children and youth and in 
the plenary sessions, In the plenary sessions 
Dr. A. H. El Koussy of Egypt paid tribute 
to the type of modern school where mental 
health is an essential objective of the ac- 
tivity program. In one of the technical ses- 
sions W. D. Wall, head of Unesco's Educa- 
tion Division, described constructive efforts 
toward mental health in schools throughout 
the world, and in another John R. Seeley (1) 
gave a detailed account of the Forest Hill 
Village Project, where schools were defi- 
nitely involved. He said: 

We had wished to train or specialize a new type 
of personnel for the schools of Canada—a group 
of people who were first and foremost teachers, but 
teachers who had been put into possession of such 
attitudes, knowledge, and skills as to make them 
leaders fitted to improve, coordinate, and focus the 
mental-health activities of the schools... The 
object was to discover or show how an excellent 
school system could be rendered still better from 
the mental health viewpoint, rather than how a 
bad one could be brought up to adequate standards. 


Discussing mental health problems in the 
classroom" at the Education Round Table of 
the Congress, Harold E. Whitley, a Canadian 
school principal, put as perhaps the first task 
of the school “to distinguish behavior that is 
significant of serious emotional disturbance 
from that which is momentary or passing.” 
He placed at the head of a list of behavior 
problems, in order of frequency and irrita- 
tion, the aggressive child—the child who 
fights, interferes with the rights of others, 
disrupts the teacher’s well-laid plans, and 
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makes excessive demands upon her. But he 
pointed out that it is difficult for the class- 
room teacher to distinguish aggressive be- 
havior that stems from exuberance, enter- 
prise, ambition, and initiative from that 
which manifests itself in hostility, resent- 
ment, and hatred ; and he raised the question : 
“By over-controlling aggression is it not 
possible we may be developing a generation 
of ‘sissies’ (2) ?” 

A field in which mental health concepts 
and practices are increasingly being utilized 
is that of personnel and guidance work in 
schools. Reviewing the findings of a recent 
survey, Jones and Miller comment that the 
larger number of pupils per teacher in 
present-day schools and the greatly increased 
number of problems growing out of the 
emotional tension of broken homes have led 
elementary school teachers to seek help in 
solving problems both teachers and pupils 
meet, with resulting need for such specialists 
as school social workers, psychiatrists, and 
psychologists. Statistics from state depart- 
ments of education(3) reveal that there are 
now some 20,000 "counsellors"—mostly in 
high schools but with a growing number in 
elementary schools—with professional certifi- 
cate requirements that call for courses in 
such subjects as "human growth and de- 
velopment,” analysis of the individual,” 
"counselling techniques," and "mental hy- 
giene." 

"That student personnel work must become 
more than a collection of specialized services 
is brought out in an important book edited 
by Esther Lloyd-Jones and Margaret Ruth 
Smith that appeared during the year—Stu- 
dent Personnel Work as Deeper Teaching 
(4). In the foreword Dr. Lloyd-Jones says: 
“The full development of human resources— 
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the fullest development of each person—is 
the great idea that stirs American education.” 
And L. Thomas Hopkins describes his new 
book on education, The Emerging Self in 
School and Home (5), as addressed “to the 
pressing problem of how to help people de- 
velop the mature forms of behavior necessary 
for integrated living in the modern world.” 
Mental health implications of current prac- 
tices in school grading (marks), “promo- 
tion,” and reporting to parents came in for 
considerable discussion at educational meet- 
ings during the year and in the periodical 
literature. At an unusually well-attended 
conference in connection with the 1954 meet- 
ing of the American Association of School 
Administrators, Fred E. Harris, of the Uni- 
versity of Kentucky, urged that the major 
goal in grading, promoting, and reporting 
should be to “enrich the life experiences of 
the child.” Any attempt to force the child 
to accept adult goals through the use of these 
three aspects of the school program “has led 
to conditions that are quite unacceptable to 
the parent, the child, and the educator.” And 
Orlo L. Derby, of the State University 
Teachers College, Brockport, New York, has 
recently written: 
If modern education has found out anything it is 
that many objectives of education are as important 
or more so than intellectual achievement. [Among 
the questions to be asked are:] Is the child's emo- 
tional development such that he will not be in- 
ien ha the higher standards demanded in the next 
le 


He concludes that the next advance in educa- 
tional practice may well be the abolition of 
grades as such and the substitution of age 
groups—the ro-year-olds, the 12-year-olds, 
and so on—a practice already established in 
many schools(6). 

Importance of the teacher in mental health 


PSYCHIATRY IN INDUSTRY 
F. W. DERSHIMER, M. D., WILMINGTON, Det. 


George H. Gehrmann, M. D., retired on 
October 1, 1954, as Medical Director of 
E. I. duPont de Nemours & Company, Inc. 
to act as associate medical director. Dr. 
Gehrmann’s retirement should remind us 
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continues to be emphasized. An attra 
little pamphlet recently prepared by the 
tional Institute of Mental Health(7) stre 
the difference between teacher attitudes 
are helpful—flexible and reasonable 
those that are “authoritarian.” It rec 
mends democratic planning in the class 
and especially urges teachers to understand 
their own emotional responses as a key N 
helping children, The pamphlet points oif 
that many states are now offering in-seryit 
training in mental health through semi 
institutes, graduate training centers, 
various types of psychiatric orientati 
In a review of a 4-year experiment in pi 
ration of teachers under the “Rochester Phi 
for Mental Health," M, L. Falick and other 
conclude that it is essential for teachers 
understand that their own feelings art 
volved in the educational process, and 
"mental hygiene's contribution is to 
teachers become more effective teachers, ml 
part-time therapists (8) ." 
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that he initiated the first continuing full 
psychiatric program in the manufac 
industry in the United States. He 


psychiatry an integral part of the outstamt 
preventive medical program he had 4 
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oped over 39 years of service in the industrial 
field. By establishing psychiatrists in the 
line organization of the company, he insured 
technological continuity for the eventual de- 
velopment of a sound, realistic, psychiatric 
preventive program. He put psychiatry on 
the front line in industry several years 
before the armed forces did so in Korea. 

Dr. Gehrmann readily agrees that the pro- 
gram, now more than ro years old, is far 
from perfect, but the fact remains that it 
has gained enough company acceptance to 
insure further opportunities for growth. 

To accomplish this, the program began 
with diagnosis of the company’s health pro- 
moting practices. The discipline inherent in 
occupational therapy was highly developed. 
It was a psychiatric tool, already accepted by 
many psychiatrists and industrial physicians. 
As expected, management’s resistance to 
further refinement was minimal. Results 
were observed and evaluated by many mem- 
bers of the organization. The program was 
therefore focussed on the effective applica- 
tion of discipline to behavior during working 
hours, always with prevention in view. 

One result has been increasing participa- 
tion by company physicians. Allan J. Flem- 
ing, M. D., who succeeded Dr. Gehrmann as 
medical director encourages this. At one of 
the first weekly staff meetings, following his 
promotion, he designated psychiatric condi- 
tions as the greatest problem in prevention 
now facing industrial medicine. He requested 
continued medical support for the psychiatric 
program. He also indicated clearly the re- 
sponsibility of the company psychiatrists to 
develop a realistic program of prevention, 
comparable with other highly successful 
medical and safety programs already main- 
tained and supported by industry. 

The accomplishments of Dr. Gehrmann 
were, of course, made possible by support 
from those in top positions of authority in 


the DuPont Company, without which the 
psychiatric program would not exist. 

Dr. Gehrmann won this support by the 
measurable team-work accomplishments of 
himself and those under his direction. By 
bringing management increasingly into the 
program, he established a realistic, ever- 
broadening interdisciplinary approach to the 
problems of preventive psychiatry as he had 
already done in other branches of medicine. 
He established policies for the humane effec- 
tive management of those employees who 
develop mental ills, including alcoholism. 

Dr. Gehrmann's example has had effects 
far beyond the company. A few other com- 
panies have employed psychiatrists. Others 
have set up standards for psychiatry and are 
seeking psychiatrists who will accept and 
attempt to meet the established requirements 
of full-time, ethical industrial medicine. His 
accomplishments constitute a milestone in 
the progress of psychiatry in industry. The 
program he initiated insures, in at least 
one company, technological continuity and 
healthy growth. 

The need for this is demonstrated in 
“Neuroses and Compensation” by Pokorny 
and Moore(1). This extensive review of 
the literature covers 79 sources and, in 
“Conclusion 2,” states: 

There is a marked uniformity of opinion among 
medical authors that compensation for neurosis 
should be abolished or that changes in the adminis- 
tration of compensation should be brought about. 
Here is a clear mandate to psychiatrists in- 
terested in industry. Nevertheless, those who 
implement it in practice are still too rare. 
There is too little technological continuity. 
To Dr. Gehrmann goes credit for setting up 
a program making such continuity possible. 
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PSYCHIATRIC NURSING 
MARY E. CORCORAN, BnookLyN, N. Y. 


Progress in psychiatric nursing is indi- 
cated by the increase in number of nurses 
employed as consultants in psychiatric nurs- 
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ing at national and state levels. Four nurses 
are employed by 3 organizations at national 
level and 15 states employ 17 nurses. Can- 
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ada has one or more nurses employed by 
provincial organizations and at least one 
county in the United States has assigned a 
nurse to supervise the clinical care of hos- 
pitalized patients. 

Opportunity to meet and confer on topics 
of mutual interest was afforded this group 
for the first time this year. Funds were made 
available by a grant from the Training and 
Grants Section of the National Institute of 
Mental Health to the Nursing Committee 
of The American Psychiatric Association, at 
the request of Elsie Ogilvie, Nursing Con- 
sultant for the Committee. These nursing 
consultants from national and state organiza- 
tions met at the Princeton Inn, Princeton, 
New Jersey from May 26 to 29, 1954. There 
was only one state nurse absent. 

The faculty assembled included Dr. Arthur 
P. Noyes, President; Dr. Ralph Chambers, 
Chief Inspector of the Central Inspection 
Board; Dr. H. Beckett Lang, Chairman of 
the Nursing Committee; Dr. Daniel Blain, 
Medical Director; all from The American 
Psychiatric Association. Dr. Newton Bige- 
low, Commissioner of the Department of 
Hygiene, New York, represented his state. 
Dr. Lawrence Kolb, formerly Director of 
the Mental Hygiene Division of the United 
States Public Health Service, opened the 
sessions and stated the over-all theme, The 
Functions of the Psychiatric Nurse Con- 
sultant.” 

The nurse participants, in addition to Miss 
Ogilvie, were Dr. Mary K. Carl, from the 
University of Maryland Faculty ; Mary Red- 
mond, Director of the Advanced Programs 
in Psychiatry at Catholic University; La- 
vonne Frey, Associate Professor and Chair- 
man of the Department of Psychiatry at the 


Health. { 

The experience was rewarding to all co 
cerned and, as the first Institute of its ki 
may serve as a guide for others to come, Å 
report of the deliberations, conclusions, an 
resolutions is being prepared and will soon 
be available(1). 

A review of articles published by nursi 
indicates that the number of writers is ii 
creasing and the subjects presented are vat | 
ied. Among the timely and informative itet 
appearing in nursing magazines is one by | 
Anne Laurie Crawford (2), reviewing the) | 
background of the work and describing the | 
development of the program in Minnesota | 
The progress in improving patient care in 
state institutions in Minnesota is evident at 
impressive, a 

“Public Health Nursing Services for! 
Families of the Mentally Ill,” by Florenes | 
Beasley(3), describes the development 
services provided by public health nurses 
the families of patients hospitalized for mē 
tal illness in Georgia. The writer 
that the idea is not new and similar wore 
being done in other areas but this artic 
brings into clear focus the advantages ta 
accrue to the families and patients, the hi 
pital and the communities. 
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OCCUPATIONAL THERAPY 
LAWRENCE F. WOOLLEY, M. D. ATLANTA, Ga. 


The theory of interpersonal relations, 
which has infiltrated our practice of occu- 
pational therapy, has at last accomplished 
the far more difficult task of penetrating 
occupational therapy literature in under- 
standable form. Fidler and Fidler(20) have 


produced an introductory text which is wi 
ten throughout from this viewpoint. 


. +. when occupational therapy is used as 2 Pe 
chotherapeutic procedure... the product ? 
made and the work expended . . . must be ud i 
ary to judgments about how that product j 
process of making it affect [the patient's] €^" 
with others. 
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The exposition is basically clinical with a 
selection of cases that is pertinent to the 
objectives to be attained. Personal traits of 
the patient, diagnostic symptoms, regressive 
or other trends, are utilized in adapting the 
Work. 

In the same vein, Roland (10) points out 
that theoretical concepts concerning the func- 
tional disturbances of schizophrenics have 
not kept pace with psychotherapeutic effec- 
tiveness and describes his techniques for 
occupational therapy in which the focus of 
attention shifts from symptoms to the emo- 
tional interrelationship of patient and thera- 
pist and the personality and capacities of 
the therapist. Physical methods to induce 
rapport, dependency and relaxation are pre- 
sented. He states, among other things, “The 
treatment process is slow and tedious.” “An 
authoritative approach will only increase fear 
and emotional tension.” “A combination of 
vibration and forced respiration has proved 
effective in obtaining verbal responses.” The 
verbalization once accomplished is used for 
furthering educational procedures which he 
also presents. Moore(5) discusses briefly 
and to the point the theory of interpersonal 
relations as applied to the occupational 
therapist and stresses the value of tenderness, 
tolerance of differences, understanding and 
sensitivity to the patient's emotional needs, 

Much attention continues to be focused 
upon the nature, value, and methods of 
application of research in this field. Hud- 
son(7) quotes Roe to the effect that social 
development of research workers tends to 
be delayed and they show slower patterning 
of intellectual and vocational interests. Crea- 
tive talent is different from intelligence re- 
quired to earn school grades and he thinks 
it probably has to do with the ability to 
organize material into orderly, self-consistent 
patterns, He stresses the need for prepara- 
tion and the dangers of clinging too tightly 
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to theories and hypotheses. A symposium 
on research is contained in The American 
Journal of Occupational Therapy(7, 8, 9, 
10, II, I2, 13, 14, 15, 16) for July-August 
1954. Williams’(19) article stresses the 
difficulty of seeing the problem and outlin- 
ing the attack, especially with psychiatric 
patients. 

The first world congress on Occupational 
Therapy (21) was held at Edinburgh, Scot- 
land August 16-21, 1954 with 22 nations 
represented, and with official delegates from 
all of the ro member countries. Four hun- 
dred twenty-five therapists attended the ex- 
cellent clinical and social program. 

Niswander and Hyde(6), White(1), Rob- 
bins(17), Meislin(18), Nelson(2), Burton 
(3) and Bick(4) stress special applications 
of occupational therapy. 
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PSYCHIATRIC SOCIAL WORK 
HESTER B. CRUTCHER, M. S. S., Arsaxv, N. Y. 


Although for the past 5 years federal aid 
has been granted to schools of social work 
throughout the United States to increase 
their training facilities for psychiatric social 

€ 


workers, and although scholarships have 
been available on a federal, state, and local 
level for training in this field, there has been 
such a rapid development of mental health 
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programs that the shortage of psychiatric 
social workers has continued. In the psy- 
chiatric hospitals, particularly state hospitals, 
this lack of social work personnel is most 
evident. Most of these institutions carry 
vacancies from year to year and a number 
are completely without social service staff 
because of inability to fill existing positions. 

With the idea of interpreting needs in 
this field and of making the best use of pres- 
ent professional personnel, the American 
Association of Psychiatric Social Workers, 
assisted by a grant from the National Insti- 
tute of Mental Health, conducted an Institute 
on Social Work in Psychiatric Hospitals, 
June 12-18, 1954, in Lake Forest, Illinois. 
The Institute, though limited in attendance 
to 100, had representatives responsible for 
psychiatric social work programs from 38 
States, the District of Columbia, and Puerto 
Rico, as well as from the Veterans Ad- 
ministration, neuropsychiatric hospitals, the 
Army, Navy, and Air Force psychiatric 
services, psychiatrie units of general hospi- 
tals, university hospitals, and schools of social 
work. Resource people from related fields 
were present and each evening there was a 
lecture by an authority on mental hospital 
work. Workshops which continued through 
the entire conference provided an opportunity 
to discuss standards for social service prac- 
tice, priorities, and special techniques which 
would make the best use of existing person- 
nel and improve the services to patients. Tt 
is expected that the proceedings will be pub- 
lished in the near future so that all those 
interested in better social service for the men- 
tally ill will be able to benefit from the think- 
ing and planning of those who participated in 
this institute. 

The State of New York, Department of 
Mental Hygiene in order to make the best 
use of existing personnel, is developing a 
centralized after-care service for patients in 
the metropolitan area. Clinics have already 
been established in Brooklyn and the Bronx 
and a similar one will open in Manhattan in 
the near future and one in Queens is planned 
for next year. On referral from the institu- 
tions the clinics give the needed community 
services to the patients in the institution and 
all patients released on convalescent care 
living in this area are referred to the clinics 
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for the necessary assistance in making thei, | 
community adjustment. 

The clinics have a psychiatrist full timeas 
director with additional psychiatric servic 
furnished by the institutions on a part 
basis. Social workers from the insti 
staffs have been assigned on a full-time 
according to the number of patients the in 
tution has on convalescent care in the area) 
served by the clinic. Thus the unproductive 
travel time of the social worker going to and 
from the institutions is eliminated, as wel 
as the duplication in social service coverag 
of districts for the various institutions whic 
serve the metropolitan area. The social sey? 
ice staff in the institutions continues the intra), 
mural services to patients, the family can 
program, and supervision of patients of 
convalescent care in the district in whid 
the institution is situated. It is expected thal] 
the clinics will provide better social servité 
and will facilitate work with the commun 
agencies whose resources are essential fo 
the reestablishment of the patient in ti 
community, 

For many years it has been realized 
social workers with psychiatric training all) 
experience were in demand in various c 
working agencies, in public health program 
in school systems as well as in a wide varied 
of mental health programs, but just how tel 
services have been integrated into these vati 
ous programs has not always been clarifies S 
Some interesting material interpreting 9 
role of the psychiatric social worker has com 
out during the year. Among these are @ 
article by Lamson, Mitchell and Moult 
(2) on “The Role of the Psychiatric Sod 
Worker in Mental Health Programs"; 9f 
“Methods of Integration between the Clim 
Team and the School Social Worker 1 
Variety of Settings," by Goldman, Eggletó 
and Janvier (1). “A Psychiatric Soi 
Worker Joins the Staff: Learning to VU 
Together in a Public Child Welfare ^7 
gram," by Tinker (53, is another timely ™ 
terpretation along this general line. 

Despite staff shortages of psychiatric 500. 
workers in hospitals for the mentally ill, i% 
on the job have continued to share the 165^ 
of their experience in the development 
techniques for better work with psycho 
Stephen’s(4) article, “The Schizopht® 


> 
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Remission—Diagnostic and Treatment Con- 
siderations” ; and an article on “Specialized 
Techniques in Psychiatric Hospitals,” by 
Parrish, Temple, and Seefeldt(3) indicate 
constant progress in developing social serv- 
ices for the mentally ill. 

Psychiatric social work is developing as a 
profession and as the value of these services 
is increasingly recognized goals must be eval- 
uated in terms of the broadening horizon. 
Perhaps the fact that this year has been one 
with the emphasis on, the best use of person- 
nel available whether it be in our own or in 
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related fields is a recognition of responsi- 
bility and a sign of professional maturity. 
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OUTPATIENT PSYCHIATRY AND FAMILY CARE 
WALTER E. BARTON, M.D., Boston, Mass. 


OUTPATIENT PSYCHIATRY 


The lack of uniformity in statistical meth- 
ods in mental hospitals and clinics was de- 
termined an important obstacle to adequate 
evaluation of procedures and therapy by the 
National Conference of Governors, who con- 
cerned themselves with the problems of men- 
tal health(r). A uniform reporting system 
was recommended that would indicate what 
services were available, where they could be 
obtained, what training and employment op- 
portunities existed, what types of cases were 
treated and with what success. Such a sys- 
tem would fill a need recognized by many 
agencies. 

A project under the direction of Dr. Mor- 
ton Kramer of the National Institute of 
Mental Health began to collect, on July 1, 
1954, uniform basic information on the non- 
hospitalized mentally ill and on activities of 
mental health clinics in the United States 
(2). 

Some 30,000 veterans receive psychiatric 
and neurologic treatment either directly in 
VA mental hygiene clinics, or on a fee basis, 
or from contract clinics. Approximately 
20% of the patients receiving outpatient 
treatment have psychotic diagnoses and 
would have required hospital care (3). The 
clinic program has effected appreciable sav- 
ings of hospital beds, as well as economic 
and social advantages for the individual vet- 
eran participants. 


The Veterans Administration operates 4 
types of clinics(4): (1) a regional branch 
clinic offering psychiatric service to 51 areas; 
(2) a hospital clinic which operates as the 
outpatient department of.a veterans hospital ; 
(3) a traveling clinic; and (4) a contract 
clinic (units associated with regional offices 
directed by qualified private psychiatrists). 
A study was made of the function, trends, 
and effectiveness of the 104 clinics; 83 
returned questionnaires with analyzable ma- 
terial. Most of the clinics had as their objec- 
tive the achievement of the maximum poten- 
tialities of the patient. The average case load 
of the regional clinics was 386. Contract 
clinics had an average case load of 66; hos- 
pital clinics of 94; and traveling clinics, 78. 

The regional clinics use an average of 3 
full-time psychiatrists, phychologists, and so- 
cial workers, and about the same number of 
part-time personnel. In such clinics the psy- 
chiatrists devote 66% of their time to treat- 
ment, while the psychologists and social 
workers devote about 25% of their time to 
therapy. More than half of the regional con- 
tract clinics (5596), which treat the majority 
of patients, describe their technique as “ec- 
lectic"; about 38% used the analytic ap- 
proach. Patients with psychoneuroses are 
the most numerous, but the psychoses are 
treated to considerable extent also. Results 
show about 5096 of the cases with partial 
improvement and 5% to 189% completely 
improved. Veteran patients have an oppor- 
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tunity for personality growth which they 
would have been unable to afford otherwise. 
The average monthly cost of care in a con- 
tract clinic roughly amounts to 6% of the 
cost of a month's hospitalization. 

Coble(5) attempted to discover if follow- 
up services would maintain a patient in psy- 
chotherapy without the patient terminating 
therapy before he was ready to do so. It could 
not bé demonstrated that: (1) follow-up ef- 
forts resulted in a significantly greater num- 

_ber of returns to treatment than when there 
was no follow-up ; (2) any particular type of 
follow-up activity was superior or inferior to 
any other. Patient characteristics, which have 
been generally associated with a higher prob- 
ability for the successful completion of a 
course of outpatient psychotherapy, occurred 
with a significantly greater frequency in the 
response than in the nonresponse group. 

Outpatient electroshock treatment, accord- 
ing to Alexander(6), may be administered 
to certain psychotic patients either through- 
out the entire course of their treatment or 
after some improvement has been initiated 
during a period of inpatient treatment in a 
mental hospital. When maintenance therapy 
is administered it is always on an outpatient 
basis. One hundred seventy-four patients 
were treated in the series: 35% were treated 
as inpatients throughout their illness; an- 
other 42% as inpatients for about 2 weeks, 
subsequent treatment being given on an out- 
patient basis. The remaining 23% were 
treated as outpatients either in a general hos- 
pital or in the office throughout. Psychotic 
patients suitable for outpatient treatment 
from the outset are those suffering from de- 
pressive states, if they are not too agitated 
and if they are not actively suicidal, as well as 
those suffering from border line psychotic 
states classifiable as schizo-affective or pseu- 
doneurotic schizophrenics. Manics will only 
rarely be suitable for outpatient treatment; 
full-blown paranoids and excited catatonics 
hardly ever. The advantage of outpatient 
treatment is that emotional support derived 
from the family and sometimes from work 
need not be withdrawn. The whole family 
can also be drawn into the therapeutic action 
more easily, and of course this form of treat- 
ment is less costly. i 

Group psychotherapy is applicable to the 
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requirements and facilities of the community 
psychiatric clinic according to Geller(7). 
The clinic staff can serve a significantly 
larger number of patients with good patient 
response and results. The group method can 
be used as for motivating and educating out- 
patients for analytic group therapy(8). The 
therapist acted as a stimulating permissive 
authority until such time as the members felt 
safe enough to function more independently 
and face their own feelings and reactions. 
The motivating process occupied 10 ses- 
sions; then analytic group psychotherapy 
was pursued. 

Mann(9) studied 57 schizophrenic pa- 
tients in an outpatient clinic over a period of 
3 years. Neither the diagnosis of psychosis 
nor its degree, in itself, proved to be barriers 
to outpatient treatment. Experience gained 
in psychotherapy of schizophrenic patients 
within the hospital can be applied to save 
some outpatients with psychosis from hos- 
pitalization. Three general interdependent 
goals are set in treatment: the creation of a 
positive relationship, the dimunition of psy- 
chotic means of relating to people, and the 
patient’s use of certain activities necessary 
for adult gratification. He warns against 
abruptly terminating connection with the 
psychotic who has recovered. The therapist 
should make himself available to the patient 
for an indefinite period, but the interval be- 
tween contacts may be lengthened progres- 
sively. The traveling community mental 
health clinic has extratherapeutic values 
(10). Service to the patient is concerned 
with diagnosis and treatment; service to the 
agency is primarily consultation and in-serv- 
ice training; and service to the community 
consists of awakening and stimulating inter- 
est in mental health problems and the devel- 
opment of its own resources. 

The demand for psychiatric services no 
longer is limited to larger cities, but is 
equally pressing in smaller communities ac- 
cording to Woodward and Arrington(11). 
The steps necessary for the planning of clinic 
services, and the basic principles for consul- 
tation are briefly presented by the authors. 

Outpatient neuropsychiatric clinics once 
were concerned with a great many patients 
suffering from neurosyphilis(12). The Bos- 
ton Psychopathic Hospital outpatient clinic 


ee 
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for neurosyphilis used to see 120 patients per 
week, Now’ the number is reduced to 6. 
These receive much more intensive “case 
work” service. Ima group of patients who 
had been ill for am avetage of 2 years before 
treatment, 36% were returned. to occupa- 


tions. Most had brain damage Which re- 
` sulted in impaired memory and faulty reality 
testing. 


FAMILY CARE 


Foster home care has brought into focus 
the community-like quality of hospital liv- 
ing(13). This has helped some patients to 
make use of certain resources in the com- 
munity in their struggle toward social ad- 
justment. The progressive mental hospital 
has today shifted emphasis from custodial 
care to treatment, rehabilitation, training, 
and research, with "durable social recovery" 
as the broad goal. 

Maryland has placed 1,000 patients in fam- 
ily care since 1940. In general, the patients 
fall into 2 groups: those who are recovering 
from the acute phases of mental illness and 
those who have been hospitalized for a long 
period but who are showing improvement. 
Destructive factors in the old environment 
may be avoided in the family care placement 
of a convalescent acute patient. The patient, 
recovering from a prolonged illness, may 
need a half-way station on the road to full 
independence. Cummings(14) describes fos- 
ter home trial visits for mental patients. A 
suitable supportive social environment can 
assist a patient's adjustment. The hospital's 
capacity to utilize its own facilities to better 
advantage and treat a greater number of 
persons is enhanced. 

The total number of patients in family care 
in the country increased only slightly during 
the past year(15). In Massachusetts, Michi- 
gan, and New York State expansion did not 
occur only because the size of the program 
was limited to available funds. Maryland's 
program, however, showed a 2276 gain. Illi- 
nois made a study of all family care place- 
ments for the past 12 years. From 231 place- 
ments in 1941 the program expanded to 616 
in 1953. Patients were placed both from 
state hospitals and from schools for the 
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mentally subnormal. Ohio reported the use 


of 167 separate homes; 549 patients were on 


family care status at some time during the 


year; 69 were discharged, exclusive of those 


released to relatives. Over half the patients 
in the family care program—a monthly av- 
erage of about 180—were self-supporting. 
Only one quarter—a monthly average of 
79—were boarded by hospital funds; the re- 
mainder came from private sources. The 
Veterans Administration conducted a survey 
in its family care services, and found that 26 
of its 40 hospitals have patients in family 
care. This year there was a 25% increase in 
placements. Seventeen per cent of the pa- 
tients in the family care program were dis- 
charged during the year; 10% were trans- 
ferred to trial visit status; 15% had to be 
returned to the hospital; 58% remained in 
the program at the end of the fiscal year. 
The State of Connecticut indicates that it 
is undertaking a broad expansion of its pro- 
gram during the coming year. Only 4 of 80 
patients placed by one of the Connecticut 
state hospitals had to be returned during the 
year. The hospital paid 20 dollars per week 
for the upkeep of patients in family care with 
a 2-dollar allowance each week for inci- 
dentals. Connecticut has transferred nearly 
500 aged patients from its 3 state mental 
hospitals to private convalescent homes. 
Only a handful of these had to be returned 
to the state hospital. 


PATIENTS IN FAMILY CARE IN THE UNITED STATES 
JUNE 30, 1954 


* As of June 30, 1953. 
1 43 ef December 31, 1953. 
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ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M. D., WasuiwcroN, D. C. 


ADMINISTRATIVE PSYCHIATRY 


The growing interest of the State Gov- 
ernors in the improvement of mental hospital 
standards is reflected in the periodical and 
other literature. 

Fuller (1), in a comprehensive report of 
his study of the administration of state hos- 
pital services, emphasizes the importance of 
having a qualified psychiatric head of a sepa- 
rate department of mental health if the states 
are to fulfill their obligations properly. He 
points out, too, the urgent need of placing 
the administration of the institution and com- 
munity mental health programs under such 
a department. Chambers(2) also discusses 
the functions and organization of state men- 
tal health offices. 

Baganz(3) reports for the newly organ- 
ized A.P.A. Committee for the Certification 
of State Hospital Administrators, and Taru- 
mianz(4) discusses the reasons for such 
certification. The value of a well-organized 
program of volunteer work in mental hos- 
pitals is presented by Karlins(5) on the 


basis of the very successful project in this 
field in the Minnesota state hospitals. 

The causes of turnover in the personnel 
of state hospitals are discussed by McIntire 
(6). Success in holding down such turnover 
depends, he says, on attracting well-qualified 
people by adequate salaries, providing good 
living and working conditions, giving pet- 
sonnel good job-orientation and training, se- 
curity and adequate retirement provisions, 
and a feeling that they are contributing im- 
portantly to the work of the institution. 

The functions of the dietetic service are 
described by Miller(7). Katz, Plunkett, and 
Brill(8) give the results of a ro-year study 
of the control of tuberculosis in the New 
York state hospitals. They report gratify- 
ing reductions in the morbidity and mor- 
tality rates, but remark that these rates are 
still higher than in the general population. 

Interesting studies of communication diffi- 
culties in mental hospitals and the social 
structure of such institutions are presented 
by Caudill and Stainbrook(9) and by Henry 
(10). A full consideration of the role of the 
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hospital’s social structure in therapy is found 
in a significant volume by Stanton and 
Schwartz (11) entitled simply The Mental 
Hospital. 1 

Finally, of interest to all workers in the 
mental hospital field will be found the report 
of the proceedings of the 5th Mental Hos- 
pital Institute (12) held by The American 
Psychiatric Association in 1953 in Little 
Rock, Arkansas. 
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FORENSIC PSYCHIATRY 


Various aspects of testimony, lay and ex- 
pert, continue to occupy attention. An un- 
signed note in the Yale Law Journal(1) 
describes the New York Medical Expert 
Project, an experiment in securing impartial 
testimony in personal injury cases. Briefly, 
a panel of experts is set up, members of 
which may be called upon by the court. The 
writer advocates the extension of the prin- 
ciple to other types of cases, such as mal- 
practice, insurance, and so on. Merland and 
Jullien(2) discuss accusations and testi- 
mony, particularly in cases of alleged sexual 
assault. They recommend the psychiatric ex- 
amination of the accused amd the accusers, 
and caution especially regarding the testi- 
mony of children, pointing out that accusa- 
tions in such cases may result from spite or 
from abnormal mental states. Davidson(3) 
deals with the usefulness of psychiatric ex- 
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amination in evaluating the mental state of 
witnesses. A brief presentation of the limits 
of expert testimony is given by Cloutier (4). 

Narcoanalysis in the criminal law is con- 
sidered by Macdonald(5). He points out that 
the procedure may be valuable in diagnosis, 
but that statements made under narcoanal- 
ysis are not dependable as evidence of guilt, 
and that in any event the psychiatrist should 
not lend his services to criminal investiga- 
tion. He refers especially to the recent Leyra 
case, in which the participation of a psychi- 
atrist in the interrogation of a suspect was 
censured by the United States Supreme 
Court. A similar position is taken by Grage 
(6), who likewise reviews the literature on 
the subject. 

Mihm(7) offers a critical study of the 
value (or otherwise) of the various sexual 
psychopath statutes, and recommends cau- 
tion in drafting laws of this type. A note(8) 
(unsigned) in the University of Pennsyl- 
vania Law Review discusses the Greenstein 
Act of Pennsylvania, which has sometimes 
been referred to as progressive legislation 
regarding psychopathic criminals. The writer 
points out that although the law has been in 
effect over 20 years, it has been rendered 
nugatory by the lack of suitable facilities ; 
he refers to it as providing an “illusory solu- 
tion.” 

Silbermann and Ransohoff(9) present a 
thoughtful paper on medico-legal problems 
in psychosurgery, both as to the operator 
and the patient. A summary of the sympo- 
sium on privileged communications held at 
the Los Angeles meeting is found in this 
Journal (10) for July 1954. Rebein(11) de- 
scribes recent Kansas legislation increasing 
the protection against malpractice suits of 
physicians in state hospitals. 

An interesting historical article by Reik 
(12) details the correspondence between 
Isaac Ray and Chief Justice Doe of New 
Hampshire which preceded the enunciation 
of the *New Hampshire rule" on crimi- 
nal responsibility in 1870—a rule recently 
adopted by the United States Court of Ap- 
peals for the District of Columbia in the case 
of Durham v. United States. 

Among significant volumes in the field are 
those by Weihofen(13), Zilboorg(14), and 
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As 1954 was an even-numbered year, rela- 
tively few of the state legislatures were in 
session. New Jersey(16) provided for the 
classification of mentally retarded children 
in the schools, and for adequate facilities for 
educable groups of the retarded. New York 
(17) enacted a Community Mental Health 
Services Act, authorizing cities and counties, 
with state assistance, to establish outpatient 
clinics, inpatient services in general hospi- 
tals, rehabilitation services, and consultative 
mental health services for the courts, schools, 
and other public agencies. Provision was 
also made in another act for the mental 
health commission to carry out an experi- 
mental program of special classes for se- 
verely mentally retarded children under a 
research team. Massachusetts(18) author- 
ized the Department of Mental Health to 
develop homes or hospitals for the voluntary 
care of “aging persons who are not mentally 
ill.“ Virginia (19) made several changes in 
the laws relative to the mentally ill, particu- 
larly separating the process of adjudication 
as mentally incompetent from that of com- 
mitment. Finally it is to be regretted that the 
Supreme Court of Missouri sustained the 
decision of the lower court that the new laws 
modelled on the Draft Act governing the 
hospitalization of the mentally ill are uncon- 
stitutional. 
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MILITARY PSYCHIATRY 


JOSEPH S. SKOBBA, 


Just as each of the preceding wars resulted’ 
in the establishment of a new principle in 
military psychiatry so has the Korean con- 
flict contributed the establishment of a realis- 
tic policy concerning the disposition of indi- 
viduals with character disorders. Edwards 
and Peterson (1) present a detailed study 
of a soldier of the character disorder group. 
"They point out that proper handling of such 
patients requires combat orientation on the 
part of the psychiatrist, a clear definition of 
medical and administrative responsibilities, 
good communication between doctor and 
command, and a practical procedure. The 
senior author has succeeded in a major 
achievement by orienting both the psychia- 
trists and command in these principles which 
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should result in lessening the load of the 
Medical Department and conserving military 
manpower. 

Glass(2) reviewed the development of 
psychiatric treatment in World Wars I and 
II and in the Korean campaign. He lists the 
following basic principles: (1) treatment 
should be given as near the battle front or 
combat group as practicable; (2) methods 
combining simplicity and brevity give the 
best results ; repressive and suppressive tech- 
niques are more effective than uncovering 
procedures; (3) psychiatric facilities func- 
tion more effectively if all assigned personnel 
make consistent efforts to create a therapeutic 
atmosphere that reflects positive motivation ; 
(4) success in therapy is determined by the 
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degree to which the psychiatrist identifies 
with the needs of the combat group as 
opposed to the desires of the individual. 

Broadman ef al.(3) studied the Cornell 
Medical Index Health Questionnaire as a 
potential screening device for the identifica- 
tion of inductees likely to develop psychoso- 
matic and psychiatric disabilities during the 
first 4 months of Army training. Of goo men 
inducted, those who had 50 or more “yes” 
responses had a larger number of sick calls, 
2.6 vs. 1.7; days hospitalized, 2.6 vs. 1.7; 
days A.W.O.L., 1.4 vs. 0.3; conviction by 
court martial, 6.4 vs. 1.4; and discharges 
from the service, 8 vs. 1.2. These data sug- 
gest that the Health Questionnaire is a suita- 
ble instrument for identifying many of the 
men who will later serve inadequately in the 
first 4 months of Army training. 

Berlien(4) discusses the psychiatric as- 
pects of military manpower conservation in 
a well-documented manner. He concludes 
that no attempt should be made to reject the 
potential psychiatric casualty, that neurotic 
traits of themselves are not sufficient evidence 
of inability to become a good soldier, that 
military psychiatrists must constantly strive 
to influence officers to give men better leader- 
ship, that the psychiatrist's job is to keep 
the soldier fighting or fit to fight and the 
psychiatrist must not condone poor leader- 
ship by acting as an agent for disposing of 
its failures. 

Towne(5) describes the operation of a 
group therapy program on all the wards and 
in the outpatient department of a military 


hospital. He lists as advantages the clear 


establishment of the purpose to treat the 
patient, a more active participation by ward 
personnel in finding a solution to the patient’s 
problems, a guide for the desired therapeutic 
attitude on the part of the staff, a method 
whereby the psychiatrist can actively partici- 
pate in an attempt to establish corrective 
interpersonal relationships in the patients 
under his care. He found that in spite of a 
constant change in military hospital mem- 
bership the existence of a group program 
seemed to offer some elements of stability in 
a rapidly changing environment. The thera- 
peutic attitude and group treatment con- 
tinued to function, incorporating new mem- 


bers from the patients and hospital personnel. 

Hamburg ef al.(6) reviewed clinical his- 
tories in an attempt to secure evidence on the 
degree and nature of preservice functional 
impairment in a group of men who required 
psychiatric hospitalization within 30 days 
after entry into military service. Ninety-six 
such patients were compared with 66 others 
who served uninterruptedly for a year or 
more prior to hospitalization. There was a 
much higher incidence of severe preservice 
functional impairment in the immediate 
breakdown group. This impairment mainly 
involved previous illness, hospitalization, 
work record, school record, and adjustment 
to family. This suggests that the men who 
break down immediately after entering serv- 
ice provide a logical focus for psychiatric 
screening research, directed toward more 
accurate preservice prediction. This study 
did not explore motivation for military 
service. 

Smith(7) studied a group of 75 patients 
with self-inflicted wounds and a control 
group of 25 patients with enemy inflicted 
wounds of the extremities. The information 
obtained in this study had no prediction 
value. He recommends that line of duty 
should be determined immediately by appro- 
priately assigned personnel in the concerned 
patient’s own organization. Findings suggest 
that unconscious dynamic urges such as occur 
in hysterical amnesia motivated these men 
leading to the "accidental act” which resulted 
in the self-inflicted wound. 

Based upon clinical experiences with “fear 
of flying” problems Gatto(8) defines it as a 
complex reaction manifested by various be- 
havior disturbances or psychosomatic reac- 
tions occurring among flying personnel as a 
result of anxiety generated from multiple 
external and internal conflicts, frustrations, 
and dangers. As such it differs from the 
expression of the basic universal fear of be- 
ing maimed, mutilated, or killed by falling 
through space and hitting the ground with 
great force. This latter only serves as the 
focal point for the accumulation of anxiety 
which has been generated by latent emotional 
conflicts thus producing a “fear of flying” 
syndrome. Through specific histories he 
illustrates the various components of the 
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problem. Principles of treatment. are out- 
lined and their use demonstrated. He empha- 
sizes the need of developing a stable “psychic 
armour” for flying personnel. 

Lewis and Engle(9) edited a compendium 
of the international literature on wartime 
psychiatry. This 952 page book consists of 
abstracts of 1,166 papers and 28 books pub- 
lished in the period 1940-48 and a few out- 
standing studies of 1949-50. Each section is 
preceded by an analysis and interpretation of 
the material contained in the section. The 
material is a general survey of all the im- 
portant psychiatric aspects of administration, 
selection, combat, methods of treatment, 
demobilization and rehabilitation. 
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PSYCHIATRIC EDUCATION 
FRANKLIN G. EBAUGH, M. D., Denver, Coro, anv ROBERT H. BARNES, M. D., Durnam, N. C. 


"Teachers of psychiatry, like other teach- 
ers in clinical medicine, are often most prone 
to pride themselves as being good therapists 
or good researchers, but relatively few seem 
to hold their teaching abilities in similar high 
esteem. Russell Meyers(r) has examined 
this problem rather thoughtfully and attrib- 
utes the relatively low value often given 
teaching abilities to our tendency in medical 
education to hire and promote teachers, not 
on the basis of their teaching abilities, but be- 
cause of the research they have done and the 
articles they have published. Dr. Meyers also 
suggests that medical educators should take 
more cognizance of the techniques of good 
pedagogy developed for the use of educators 
in other fields. 

Undergraduate Medical Education.—The 
year 1953-1954 saw somewhat more than 
32,000 medical students enrolled in the vari- 
ous approved medical schools of the United 
States and Canada(2). Continuing a trend 
of the last few years, many of these students 
were being subjected to curriculum changes 
aimed at giving them a more comprehensive 
and human approach to the practice of medi- 
cine(2). Obviously psychiatrists are called 
on to play an important role in such pro- 
grams, but not as specialists in mental disease 
per se. A number of schools, under programs 


financed with the help of such organizations 
as the Commonwealth Fund and the Kellogg 
Foundation, are assigning students to family 


groups in the community. They will then 


keep in close contact with these families all 
through medical school(2). This approach 
has been particularly well developed at Van- 
derbilt(3). Very early in the student’s train- 
ing such pertinent topics as the difference be- 
tween a social and a professional relationship, 
the meaning of a patient’s silence, and how to 
recognize and evaluate their own feelings 
toward the patient are discussed with this 
family experience serving as a background. 
Special emphasis is put on personality and 
social factors. At the University of Kansas 
(4) the comprehensive approach is imple- 
mented through the preceptorship, with each 
senior student spending 5 to 6 weeks with a 
general practitioner in one of the smaller 
Kansas towns. It is felt that this is a less 
artificial approach to the teaching of total 
medical care than having the student in con- 
tact with an assigned family for his 4 years. 
Visual aid techniques for better teaching of 
this comprehensive plan for “total health 
have been tried out at one center(5). There 
is an attempt to clarify the concept of mul- 
tiple causation of illness by dividing up a vis- 
ual representation into the (1) internal en- 
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vironment, (2) emotional environment, and 
(3) physical environment, and showing how 
these fluctuate with certain diseases (cf. 
rheumatic fever), in which many factors play 
a role of decisive importance. Such tech- 
niques as these may help to overcome the 
tendency that medical students develop to 
attribute a given disease to only one cause. 

Auxiliary workers in the psychiatric field 
can make a very important contribution to 
medical student education. At the University 
of Pennsylvania (6), under the co-direction of 
psychiatric social workers and psychiatrists, 
students are taught how to talk effectively 
with people even before they learn basic psy- 
chopathology. This teaching is done in small 
groups, where a relaxed, non-didactic at- 
mosphere helps to overcome student resist- 
ance to a dynamic approach. This seems like 
a very valuable utilization of the skills of the 
psychiatric social worker in medical school 
teaching. Clinic psychologists, as well, are 
taking a more important role in this activity. 
Cohen, et al.(7) report that 73% of the medi- 
cal schools in the United States have psychol- 
ogists on their staffs. This seems to repre- 
sent a realization that clinical psychologists 
have a real contribution to make not only in 
the training of psychiatric residents, but in 
helping to clarify for the medical student 
some of the basic principles of human be- 
havior. In particular, psychologists are per- 
forming valuable service in medical student 
education through having an important part 
in the planning and execution of basic courses 
in human behavior during the first and sec- 
ond medical years. 

Residency and Postgraduate Training in 
Psychiatry. — Since the review written last 
year the report of the 1952 Cornell Confer- 
ence of Psychiatric Education has been pub- 
lished in book form(8). This summary is a 
must for those interested in the area of psy- 
chiatric residency training and considers such 
topics as: historical developments in resi- 
dency training, psychodynamics, training 
centers, roles of psychoanalysis and of child 
psychiatry in residency training, psychiatry 
in other specialty training, etc. 

In the spring of 1950 a group at the Uni- 
versity of Michigan(9) formulated a ques- 
tionnaire on the various aspects of psychiatric 
residency training and circulated it among 
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the trainees at 14 major university training 
centers. A total of 222 residents replied in 
this study that has just now been published. 
Satisfaction in this training seemed "highly 
correlated with opportunity for research, for 
state hospital experience, for satisfactory in- 
terview technique training, and for experi- 
ence with group therapy." Sixty-nine per 
cent reported a desire for analytic training 
and/or treatment, with 15% in such training 
or treatment, A rather disconcerting lack of 
interest was shown in full-time teaching 
and/or research (796). It would be enlight- 
ening to learn what percentage of this group, 
questioned in 1950, are now engaged in full- 
time teaching and research. Certainly these 
figures underline the tremendous need to in- 
terest our trainees in such work if psychiatry 
is to live up to its present position of high 
popularity and great public expectation. 

Lichtenberg(10) points out that changes 
in the role of the state hospital psychiatrists 
are gradually coming about, as newer tech- 
niques are being developed to bring more 
adequate care to ever increasing numbers of 
patients. The development of a therapeutic 
“social milieu" is described, in which the 
state hospital psychiatrist is "the supervising 
therapist, administrator, and coordinator ofa 
functioning treatment team." Unfortunately 
few if any residencies are at present geared 
to train psychiatrists to fill such a role, indi- 
cating a need to be met in psychiatric train- 
ing. Another frequently mentioned need is 
in the training of psychiatrists for community 
work. Drs. Hopple and Heussey(11) de- 
scribe the traveling community clinics main- 
tained in Colorado to bring psychiatric serv- 
ices to outlying rural communities and at 
the same time provide practical training 
for senior psychiatric residents. These men, 
teaming up with graduate students in clinical 
psychology, go out into the communities in 
teams of two, giving them training and ex- 
perience first hand in community relation- 
ships, administrative problems, and the man- 
agement of emotionaly ill persons away from 
the facilities of a large medical center. 

In this postwar era we have had many phy- 
sicians from foreign countries obtaining psy- 
chiatric training. The numerous problems 
involved are ably reviewed by Gardner and 
Holmes(12). In particular these students 
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have many cultural and language difficulties 
to overcome, and often they are only begin- 
ning to overcome these when their training 
period is over. It is strongly advised that 
foreign students be placed in a training set- 
ting that will most nearly meet their own 
specific: needs on returning to their home 
country. Despite these problems, foreign stu- 
dents can make a real contribution to both 
our teachers and students, particularly along 
the lines of giving us a broader cultural view- 
point with which to evaluate “normality” 
and psychopathology (13). 

A series of comprehensive and technical 
articles on training for psychoanalytic prac- 
tice aj in a recent symposium(14), 
but will only be listed in passing as of inter- 
est to psychiatrists in that field. We are 
constantly being made aware of the contribu- 
tion psychiatrists can make toward the educa- 
tion of workers in related fields. Dr. Geiger 
(15) reviews the various ways the extra- 
mural efforts of psychiatrists can contribute 
to the training of effective and enlightened 
probation officers, Psychiatry is constantly 
being called on to move into new fields, to 
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train others in the use of the basic psycho- 
therapeutic techniques developed initially for 
the treatment of the mentally ill. i 
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CLINICAL NOTE 


SUCCINYL SOFTENED ELECTROSHOCK 
T. R. ROBIE, M. D., East Orance, N. J. 


Psychiatrists are indebted to Drs. Dewald, 
Margolis, and Weiner who published statis- 
tics in the J.A.M.A., March 20, 1954, show- 
ing a higher incidence of fractures as a 
complication of electroshock therapy, than 
had been believed heretofore. Recently in- 
surance carriers have been unwilling to in- 
sure or reinsure certain psychiatrists who 
administer  electroconvulsive treatments, 
chiefly because of the frequency of such com- 
plications. Those psychiatrists accepted by 
insurance companies now pay very much 
higher premiums for protection. : 

Tt will be possible to reduce the incidence 
of these complications in a striking degree 
when the very considerable number of psy- 
chiatrists who administer electroconvulsive 
treatments use succinyl in all cases to mini- 
mize the muscular force of the seizure. By 
using Impastato’s modified technic, adequate 
reduction in the strength of the convulsion 
can be secured to assure prevention of frac- 
tures in practically all cases. 

This technic cannot be acquired through 
the simple procedure of reading a scientific 
article. It is essential for the individual to 
observe many treatments given by one ac- 
quainted with the method, before attempting 
treatment alone. Anectine (succinyl-choline 
chloride) is administered intravenously in 
combination with sodium pentothal and atro- 
pine sulphate. This softens the convulsion 
to a practically imperceptible degree, yet 
dosage is much smaller than amounts orig- 
inally advised for this purpose. This results 
in an increase in the safety to the patient of 
such degree that loss of a patient by succinyl 
overdosage should be preventable. To assure 
this a special method of oxygen insufflation 
is indispensable. 

Since we are all interested in improvement 
of our relations with our insurance carriers, 
and the reduction of insurance premiums, 
and the insuring of many psychiatrists, now 


unable to secure insurance, who could be 
insured if the majority of fracture compli- 
cations could be eliminated, it behooves us 


to have this modern electroshock treatment 


method undertaken on a wide scale.* 

In an average case the patient receives a 
dosage of 8 to 10 mgs, of Anectine, 125 mgs. 
of sodium pentothal, and 1/75 gr. atropine 
sulphate. The patient has a convulsion 
wherein the muscular force is so reduced that 
it is barely perceptible visually, followed by 
apnoea. This is overcome in from 30 to 120 
seconds, sometimes longer, by the Continen- 
tal Reviv-A-Life Oxygen Resuscitator. Then 
after 5 to 10 minutes he wakens with no 
recollection of the treatment. The dosage 
may be higher in some cases but rarely more 
than 13 mgs. of Anectine will be needed. 
Dosage can be estimated up or down from 
the degree of softening during the previous 
treatment. The first dose is estimated from 
the effect observed during a test of 5 mgs. 
Anectine given alone. 

This is an obvious oversimplification of a 
technic that requires intensive application 
and careful observation of one who adminis- 
ters this method with confidence. 

Further research and investigation will 
undoubtedly bring us better technical refine- 
ments, but this recent advance marks one 
of the most significant milestones in psy- 
chiatry, and certainly assures greater safety 
to the patient than any previous development 
since the discovery that electroconvulsive 
treatment is a specific for melancholia. 


1 Technical details will be presented in a forth- 
coming article. Dr. David Impastato has presented 
2 papers on this method before the staff of North- 
port Veterans Hospital, L. I., and before the Phila- 
delphia Neurological Society, based on an exten- 
sive series of cases treated at Bellevue Hospital, 
Psychiatric Division, New York City. 

2 Burroughs Wellcome & Co. 


REPORT OF THE COMMITTEE ON CERTIFICATION 
OF MENTAL HOSPITAL ADMINISTRATORS 


At the meeting of the Committee on Cer- 
tification of Mental Hospital Administrators 
of The American Psychiatric Association, 
held October 14-16, 1954, at the Hotel Nic- 
ollet, Minneapolis, Minnesota, the following 
Fellows of The American Psychiatric Asso- 
ciation were certified as qualified mental hos- 
pital administrators. 

The Committee wishes to emphasize that 
at this meeting a rule was passed that the 
final date for receipt of applications for cer- 


tification without examination (Class I ap- 
plicants seeking certification on record) will 
be July 1, 1958. 

The next examination will be given on 
Saturday, May 7, 1955, in Atlantic City, 
New Jersey. The closing date for the receipt 
of applications to be acted upon at this ex- 
amination is March 1, 1955. 

C. N. Bacanz, M. D., 
Chairman. 


DIRECTORY OF CANDIDATES CERTIFIED OCTOBER 16, 1954 


Avetman, Frank L., M. D., Western State Hos- 
pital, Fort Supply, Okla. 

ADLAND, Marvin Leon, M. D., Chestnut Lodge, 
Rockville, Md. 

Awnnperson, Milton Henry, A. B., M. D., State Hos- 
pital, Evansville, Ind. 

APFELBERG, Benjamin, M. D., Psychiatric Division, 
Bellevue Hospital, New York 16, N. Y. 

Barer, E. A., M. D., Longview Hospital, Cincin- 
nati 16, O. 

Bair, Howard Vernon, A. B., M. D., Parsons State 
Hospital, Parsons, Kan. 

Bennett, Edward R., M. D., V. A. Hospital, Gulf- 
port, Miss. 

Branxinsuip, Rex, B. S., M. D., Westbrook Sana- 
torium, Richmond, Va. 

Brosin, Henry W., M. D., 3811 O'Hara Street, 
Pittsburgh 13, Pa. 

Brown, Robert Whitcomb, A. B., M. S., M. D., 
Western State Hospital, Fort Steilacoom, Wash. 

Bryson, Bruce Frazee, B. A., M. D., C. M., Home 
for the Aged, Port Coquitlam, B. C., Canada. 

Carrier, Russell Neff, M.D., Belle Mead Sana- 
torium, Belle Mead, N. J. 

Castner, Charles Whitfield, M.D., Rusk State 
Hospital, Rusk, Tex. 

CarLIN, Karl Aydelotte, M. D., Mental Health In- 
stitute, Clarinda, Ia. 

Caunt, Thomas Gilbert Brian, M. D., Crease Clinic 
of Psychological Medicine, Essondale, B. C., 
Canada. 

Comen, Louis Allan, M. D., 814 West 3rd Street, 
Little Rock, Ark. 

Corwin, William, M. D., 95 State Street, Spring- 
field, Mass. 

Crawris, Ewing Herman, M. D., LL. B., Arkansas 
State Hospital, Little Rock, Ark. 

CrisPett, Raymond S., A. B., M. D., V. A. Area 
Office, 441 Peachtree Street, Atlanta, Ga. 

Davinson, Henry A., M. S., M. D., Essex County 
Hospital, Cedar Grove, N. J. 

DvBors, Franklin Smith, A. B., M. S., M. D., Silver 
Hill Foundation, New Canaan, Conn. 
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East, Isaac Cooper, M. D., Spencer State Hospital, 
Spencer, W. Va. 

Ercuert, Arnold Herman, M. D., Crownsville State 
Hospital, Crownsville, Md. 

Foster, Thomas L., M. D., 327 Chestnut, Halstead, 
Kan, 

Fox, William Warren, M.D., 861 South State 
Street, Lincoln, Ill. 

Gavre, R. Finley, Jr, M. D., 501 East Franklin 
Street, Richmond, Va. 

Gnarr, Richard J., M. D., Manteno State Hospital, 
Manteno, Ill. 

GREENBERG, Charles, M. D., Craig Colony, Sonyea, 
N. Y. 

Grimes, Burton P., M. D., State Hospital, St. Peter, 
Minn. 

Harrron, Daniel, M.D., 750 South State Street, 
Elgin, Ill. 

Hawkxiws, William B. M. D., V. A. Hospital, 
North Little Rock, Ark. 

Henincer, Owen P., M. D., Utah State Hospital, 
Provo, U. 

Hinxo, Edward N., M. D., 1315 West roth Street, 
Indianapolis, Ind. 

Jones, Charles H., M. D., Box 309, Sedro Woolley, 
Wash. 


Jones, Ernest Frederick, M. D., V. A. Hospital, 
Battle Creek, Mich. 

Ketty, Francis W., B. * x D., Brigham Hall 
Hospital, Canandaigua, N. 

KirpATRICE, O. Arnold, M. D, a River State 
Hospital, Poughkeepsie, N. Y. 

Kwapp, Joseph Louis, M. D., 210 North Westmore- 
land, Dallas, Tex. 

Levine, Maurice, M. D., Cincinnati General Hos- 
pital, Cincinnati 29, O. 

Levy, Edwin M., M. D., Western State Hospital, 
Bolivar, Tenn. 

McAree, Ott B., M. P., Madison State Hospital, 
Madison, Ind. 

McCreianp, James Homer, Jr., M. D., Polk State 
School, Polk, Pa. 
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MeEnpELSON, Joseph A., M. D., Dayton State Hos- 
pital, Dayton 1, O. 

Mennincer, Karl, M. D., Menninger Foundation, 
Topeka, Kan. 

MeEnnincER, William C., M. D., Menninger Foun- 
dation, Topeka, Kan. 

Moors, Clifford D., M. D., Stamford Hall, Stam- 
ford, Conn. 

NanaMonE, James Thomas, M. D., Larned State 
Hospital, Larned, Kan. 

Nersen, Juul Christian, M. D., 1315 West roth, 
Indianapolis 7, Ind. 

Orsen, Albert L., A. B., M. D., V. A. Hospital, 
Battle Creek, Mich. 

O’Nett, Francis J., M. D., Central Islip State Hos- 
pital, Central Islip, N. Y. 

Opprer, Willy, M. D., V. A. Hospital, Perry Point, 
Md. 

Owen, Thelma V., M. D., 1319 6th Avenue, Hunt- 
ington, W. Va. 

Perersen, Magnus C., B. S., M. D., Rochester State 
Hospital, Rochester, Minn. 

Petry, Thomas A., M. D., Receiving Hospital, De- 
troit 26, Mich. 

Pokorny, Alex D., M. D., V. A. Hospital, 2002 
Holcombe Boulevard, Houston, Tex. 

Poorer, Harold Augustus, M. D., Bangor State 
Hospital, Bangor, Me. 

Pricwarp, William Irwin, A. B., M. D., Lynchburg 
Training School and Hospital, Colony, Va. 

Reep, Philip B., M. D., 1800 East Tenth Street, 
Indianapolis r, Ind. 

Ronhixs, Lewis Lelewer, M. D., The Menninger 
Foundation, Topeka, Kan. 

Ronxkrs, Charles Augustus, M. D., C. M., B. Sc., 
723 Jackson Building, Ottawa, Ontario, Canada. 


Roop, Reginald S., M. D., Atascadero State Hos- 
pital, Atascadero, Calif. 

Sanprirrer, G. Lee, M. D., Hastings State Hos- 
pital, Ingleside, Neb. 

Smarr, Lewis Inman, B. Sc., M. D., C. M., Bellevue 
Hospital, Psychiatric Division, New York, N. Y. 

SnovLArw, Francis Edgar, M. D., Western State 
Hospital, Fort Steilacoom, Wash. 

SuovuN, John P., B. S., M. D., Farview State 
Hospital, Waymart, Pa. 

Srl Kk, Eugene Leonard, A. B., M. D., Philadelphia 
State Hospital, Philadelphia 14, Pa. 

Smo, Benjamin, M. D., Ring Sanatorium, Arling- 
ton Heights, Mass. 

Stoan, Roy C., M. D., Big Spring State Hospital, 
Big Spring, Tex. 

SLOANE, Martin Sven, M. D., Anna State Hospital, 
Anna, III. 

Suri, Lauren Howe, M. D., 111 North 49th Street, 
Philadelphia 39, Pa. 

Srone, G. Edmund, M. D., DeJarnette State Sani- 
tarium, Staunton, Va. 

Tarr, H. Sinclair, M. D., C. M., F. S. P. A, Wes- 
ton State Hospital, Weston, W. Va. 

Tieton, G. Dean, M. D., DeWitt State Hospital, 
Auburn, Calif. 

Totter, Rudolph B., M. D., 218 Medical Dental 
Building, Stockton, Calif. 

Tucker, Hyman, M. D., Agnew State Hospital, 
Agnew, Calif. 

Ursen, Walter J., M. D., 301 Troy Drive, Madison 

, Wis. 

War, James Hardin, M. D., New York Hospital, 
Westchester Division, White Plains, N. Y. 

Wesrr, John Joseph, B. A., M. A., M. D., Ontario 
Hospital, Woodstock, Ontario, Canada. 


HABIT 


Habit is thus the enormous flywheel of society, its most precious conservative agent. It 


alone is what keeps us all within the bounds of ordinance. . 


. . It keeps the fisherman and 


deckhand at sea through the winter; it holds the miner in his darkness, and nails the coun- 
tryman to his log-cabin and his lonely farm through the months of snow. . . . It dooms 
us all to fight out the battle of life upon the lines of our nurture or our early choice. 
It keeps different social strata from mixing. Already at the age of twenty-five you see 
the professional mannerisms settling down on the young commercial traveller, on the 
young doctor, on the young minister, on the young counsellor-at-law. You see the little 
lines of cleavage running through the character, the tricks of thought, the prejudices, the 
ways of the "shop," in a word, from which the man can by-and-by no more escape than 
his coat-sleeve can suddenly fall into a new set of folds. On the whole, it is best he should 
not escape. It is well for the world that in most of us, by the age of thirty, the character 
has set like plaster, and will never soften again. 


— WILLIAM JAMES 


COMMENTS 


DR. LAUREN SMITH JOINS THE EDITORIAL BOARD 


With the death of Dr. Oberndorf in May 
last a vacancy occurred on the Board of Edi- 
tors of this Journal. To fill this vacancy the 
members of the Board unanimously recom- 
mended the nomination of Dr. Lauren H. 
Smith, Physician-in-Charge and Administra- 
tor, Department for Mental and Nervous 
Disease of Pennsylvania Hospital. 

At its meeting in Washington, October 31, 
1954, the Council voted unanimously for the 
appointment of Dr. Smith, which was so 
recorded. 

The Board was especially gratified by this 
appointment for several reasons. One im- 


RETIREMENT OF DR. COBB 


On July 1, 1954, Dr. Stanley Cobb, after 
completion of 20 years’ service, retired from 
the several positions of Bullard Professor of 
Neuropathology and Professor of Psychia- 
try, Harvard Medical School, and Psychia- 
trist-in-Chief at Massachusetts General Hos- 
pital, Boston. 

The psychiatric service at the Massachu- 
setts General Hospital, established by Dr. 
Cobb, was one of the first such units to be 
incorporated into a general hospital. This 
service has made a substantial contribution 
to the program for integrating psychiatry 
in medicine as a whole. During his incum- 
bancy Dr. Cobb has trained a hundred or 
more residents and fellows in psychiatry, in 
about equal numbers, and these trained 
persons have gone out to teaching and re- 
search posts in many places. 

Dr. Cobb has been an exponent of the 
best in psychiatric teaching. His method is 
holistic; the behavior and mental status of 
each patient being conditioned “by his par- 
ticular genic, developmental, and historical 
past.” His viewpoint is eclectic and, as he 


PSYCHIATRIC DIAGNOSIS AND MANAGEMENT OF THE 
GREAT AND NEAR-GREAT IN PUBLIC LIFE 


Military experience in World War I, later 
confirmed in World War II, has taught us 
that the mental health of those who hold 
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portant reason was that Dr. Lauren Smith 
represents the great body of hospital admin- 
istrators, who at its founding constituted 
the entire membership of The American 
Psychiatric Association. Then too, as head 
of the venerable institution in Philadelphia, 
he represents the city where the Association 
was born and which was the first great medi- 
cal center in the United States. 

Lauren Smith's qualifications, profes- 
sional and personal, make his collaboration 
on the Editorial Board most desirable and 
welcome. 


says, "is criticized both by the orthodox 
Freudian and by the anti-Freudian." He 
holds that “mind is a function of the living 
brain in action" and that all function is 
organic," the dichotomy “either functional 
or organic” being obsolete. Neurology, neu- 
ropathology, and psychopathology have been 
held in intimate association in his teaching 
and practice and as exemplified in his text- 
books. 

The field has expanded to such an extent 
however that two professorships have been 
set up to replace the one position that Dr. 
Cobb has held so long. 

Dr. Cobb is presently continuing research 
in the pathological laboratory, doing some 
clinical work in the medical department of 
Massachusetts Institute of Technology and 
spending long weekends at his Rhode Island 
Resort where he pursues his ornithologi 
hobby. 

He also continues, we are happy to sa), 
a member of the Editorial Board of this 
JOURNAL. 


responsibility for the lives and welfare of 
others is of crucial importance. Recognition 
of states of mental disturbance in the military 
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setting is fairl} simple and clearcut, and so 
are the chanp/ls for the proper management 
of cases of méntal illness when they arise. 


except in retrospect until it emerged that, 
for about ro years, he had been laboring 
under the belief that he was suffering from 
intestinal cancer and, for about 8 years, he 
had been suffering from a morbid fear that 
his neck might very likely be cut by glass. 
The latter fear, which became a fixed phobia, 
made him assign to himself a special sur- 
geon—skilled in the art of suturing blood 
vessels—to accompany him or to follow him 
closely on all trips made by car, train, or 
plane. He even gave this surgeon a neolo- 
gistic designation, Begleitchirurg (Accom- 
panying Surgeon). In retrospect, psychia- 
trists know, of course, what all this meant. 
However, during Hitler’s lifetime, state- 
ments by psychiatrists in other countries to 
the effect that this man’s sanity was actually 
impaired were greeted with the usual ridi- 
cule, such as the New Yorker's comment in 
its issue of September 23, 1939, on a public 
statement that a psychiatrist (it happened to 
be myself), returning from a Congress in 
Europe in 1939, made upon his return: 

The Neutrality Act ... is not an isolated example 
of the national faculty for self-hypnosis in a time 
of war. Almost everywhere we look, the idiocies of 
1914 creep up on 1939. Last week, after almost 
every community on the Atlantic coast had reported 
seeing one or more submarines, fishermen a hundred 
and ninety miles off Boston radioed the Associated 
Press that a big gray plane with swastikas on its 
wings had circled their fleet twice before putting 
back for Europe. The week before, a dispatch in 
all the papers announced that Hitler was accom- 
panied everywhere by a private alienist, and Dr. 
Leo Alexander, instructor in neurology at Harvard, 
added to this with his scientific opinion that der 
Fuhrer was suffering from paranoia. 


“Der Fuhrer” finally committed suicide after 
killing his wife and former mistress. It is 
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now quite generally agreed that he was 
suffering from a paranoid development. 
Commitment at an earlier date would have 
saved a great deal of suffering and misery to 
Europe. 

The dangers imminent in allowing mental 
disease in leaders to go undetected are fur- 
ther potentiated by the increasingly great 
and destructive power that an individual 
controlling the resources of a nation now has 
at hand. I am referring, of course, to the 
atomic age which is at present upon us. 
Furthermore, the present-day atmosphere of 
international suspicion and intrigue is likely 
to attract anxiety-ridden and paranoid indi- 
viduals into the forefront of those playing an 
active part in such activities as well as into 
the forefront of the ranks of those who are 
ready to respond to the danger. The govern- 
ment became cognizant of this contingency 
by including individuals with emotional in- 
stability among those whom it regards as 
potential security risks and provided pro- 
cedural methods for their dismissal, however, 
none for their treatment or possible deten- 
tion. The possible abuses of such a regula- 
tion, which places no responsibility upon the 
government for the care and rehabilitation 
for those thus discharged, are more than 
obvious. There certainly is no safeguard 
against such an individual being elected to 
Congress by an emotionally aroused com- 
munity. In this event, such a person may be 
able to inflict much greater damage by being 
given a higher stage from which to stir up 
disturbing emotions in the community at 
large. The dangers to mental health and na- 
tional security arising from such a possibility 
cannot be overestimated. 

The case of King Ludwig II of Bavaria * 
is a particularly instructive one, because of 
the excellent records kept of the ill-fated at- 
tempt to commit and treat him, which re- 
sulted in the murder of his psychiatrist and 
the suicide of the King. 

It may be timely to think of ways of taking 
care of such emergencies more effectively. 

LEO ALEXANDER, M. D. 


1 This case is reported in the Aug. 1954 issue of 
this JoURNAL. 


NEWS AND NOTES 


Sm Davin Henperson Retires.—In 
1954 Sir David Henderson retired from the 
positions he has held for so many years as 
professor of psychiatry in the University of 
Edinburgh and physician superintendent of 
the Royal Edinburgh Hospital for Mental 
Disorders. The responsibilities of the two 
posts have naturally increased with the years 
and Sir David is the last of the great leaders 
in Scottish psychiatry to hold the dual ap- 
pointment. 

On October 4, 1954, his friends and col- 
leagues in Edinburgh gave a dinner in honor 
of Sir David at which many tributes were 
offered by associates and admirers at home 
and abroad. 

Dr. Henderson’s medical leadership is 
recognized wherever the English language 
is spoken and much further afield too. The 
Textbook of Psychiatry he wrote in con- 
junction with Dr. Robert Gillespie, and 
which has gone through numerous editions 
since the first one in 1927, has been a stand- 
ard authority on both sides of the Atlantic. 

Many will recall that Sir David was one 
of those who because of conspicuous service 
and contributions in the field of mental 
health have been invited to deliver the Sal- 
mon Memorial Lectures. On this assign- 
ment at the Academy of Medicine, New 
York City, he gave three lectures on Psycho- 
pathic States in April 1938. 

Following retirement he will continue his 
consulting work and to meet as far as pos- 
sible requests for addresses and advisory 
service at meetings of various organizations. 

To Sir David Henderson the Journal 
sends warm greetings and homage. 


Dr. LINDEMANN Proressor oF Psy- 
CHIATRY AT Harvarp.—On July 1, 1954, 
Dr. Erich Lindemann became professor of 
psychiatry at the Harvard Medical School 
and psychiatrist-in-chief at Massachusetts 
General Hospital. 

Dr. Lindemann was graduated in medicine 
from the Universities of Cologne and Gies- 
sen in 1926 and had earlier received a Ph. D. 
in psychology from the Universities of Mar- 


554 


burg and Giessen. Dr. Lindemann came to 
Harvard in 1935 and has held important 
posts in the Department of Social Relations 
and in the Harvard School of Public Health. 
He was appointed associate professor of psy- 
chiatry in 1951. 

His range of interest is wide and in recent 
years has turned to the sociological aspects 
of psychiatry. A major contribution in this 
field was his organization and direction of 
The Human Relations Service of Wellesley. 


Dr. Avams Heaps NEUROPATHOLOGY AT 
Harvarp.—Dr. Raymond DeLacy Adams 
was appointed Bullard Professor of Neuro- 
pathology in the Harvard Medical School, 
July 1, 1954, and continues as chief of the 
neurological service at Massachusetts Gen- 
eral Hospital, which position he has held 
since 1951. 

Dr. Adams joined the staff of the Harvard 
Medical School in 1938 and became associate 
clinical professor of neurology in 1951. 


MENTAL. HEALTH Prooress IN CALI- 
FORNIA.—The California State Department 
of Mental Hygiene proposes presenting to 
the next session of the state legislature a 
plan for the creation of local government 
departments of mental health. Details inci- 
dent to the financial support are being stud- 
ied and prepared jointly by the State Depart- 
ments of Finance and Mental Hygiene and 
the Legislative Auditor. 

The proposal encourages the establish- 
ment of "preventive, rehabilitative, and 
treatment" services through new community 
mental health programs and the improve- 
ment and extension of already existing com- 
munity services. It seeks in a permissive ' 
fashion, to establish a permanent system of 
state aid to local units of government for the 
support of the community services; the in- 
itiation, however, of such aid to be made by 
local units. 

The proposal makes provision for the 
creation, by local ordinance, of local com- 
munity mental health advisory boards" to 
be appointed by the local governments con- 
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cerned. The purpose of such boards is to 
assume leadership in organizing and admin- 
istering, within the community, subject to 
review by the State Director of Mental Hy- 
giene, the following services : outpatient psy- 
chiatric clinics, inpatient psychiatric services 
in county. general hospitals, psychiatric re- 
habilitation services and consultant and edu- 
cational services for schools, courts, health 
and welfare and other agencies as may be 
prescribed by the State Director of Mental 
Hygiene. 


SECOND INTERNATIONAL CONGRESS FOR 
PsvcuraTRy.—This International Congress 
will convene in Zurich in 1957, probably 
early in September; exact date to be an- 
nounced. The subject of the Congress will 
be “The Present Status of our Knowledge 
about the Group of Schizophrenias." 

The first International Congress for Psy- 
chiatry was held in Paris in 1950 and was 
attended officially by members of 39 psychi- 
atric associations representing 29 countries. 

Prof. M. Bleuler is president of the Second 
International Congress and Prof. J. Wyrsch, 
Stans/NW, is secretary general. Colleagues 
planning to attend the Congress or who 
might be interested in participation are re- 
quested to communicate with the secretary 
general. 


FINGER LAKES NEUROPSYCHIATRIC So- 
CIETY oF New York.—The Society, an affil- 
iate of The American Psychiatric Associa- 
tion, held its annual dinner meeting at the 
Veterans Administration Hospital, Canan- 
daigua, New York, on November 4, 1954. 
Dr. Henry Davidson addressed the large 
group present on the subject of criminal 
responsibility. 

The Society elected the following officers 
for 1955-56: president, Dr. Daniel Davis, 
Canandaigua, N. Y.; vice-president, Dr. 
Robert Schopbach, Clifton Springs, N. Y.; 
Secretary-treasurer, Dr. Murray Bergman, 
Newark, N. Y.; council, Dr. Daniel Davis, 
Canandaigua, N. Y., Dr. Robert Schopbach, 
Clifton Springs, N. Y., Dr. Murray Berg- 
man, Newark, N. Y., Dr. Benjamin Pollack, 
Rochester, N. Y., Dr. Louis Lopez, Canan- 
daigua, N. Y., Dr. Charles Greenberg, 
Sonyea, N. V., Dr. Francis Kelley, Canan- 
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daigua, N. Y., and Dr. Isaac N. Wolfson, 
Newark, N. Y. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION. The Association will hold its 32d an- 
nual meeting at the Hotel Sherman, Chicago, 
III., on February 28, March 1 and 2, 1955. 
This is the first meeting of the Association 
in Chicago since 1949. 

Approximately 100 scientific papers will 
be presented by psychiatrists, psychologists, 
social workers, educators, sociologists, and 
anthropologists. There will be all-day sec- 
tions on childhood schizophrenia, child de- 
velopment, and psychotherapy with children. 
Visual material will be presented and 12 
workshops are planned. 

The American Orthopsychiatric Associa- 
tion, founded in 1924, is an interdisciplinary 
association of psychiatrists, psychologists, 
social workers, and members of allied fields, 
including education, anthropology, and soci- 
ology. 

Officers for the current year are: Si- 
mon H. Tulchin, New York City, president ; 
Elizabeth H. Holmes, Boston, Mass., vice- 
president; Jessie Edna Crampton, Brooklyn, 
N. Y. secretary; William S. Langford, 
M. D., New York City, treasurer ; Hyman S. 
Lippman, M. D., St. Paul, Minn., past-presi- 
dent; Gilbert J. Rich, M. D., Roanoke, Va., 
David Shakow, Ph.D., Bethesda, Md., 
Mary C. Sumner, Winston-Salem, N. C., 
directors. Editor of the Journal is George E. 
Gardner, M. D., Boston, Mass. President- 
elect is Exie E. Welsch, M. D., New York 
City. 

Inquiries should be directed to Dr. Mar- 
ion F. Langer, Executive Secretary, Ameri- 
can Orthopsychiatric Association, 1790 
Broadway, New York 19, N. Y. 


GRANTS-IN-AID.— The Division of Medi- 
cal Sciences, National Academy of Sciences 
National Research Council, is accepting 
applications for grants-in-aid of research in 
3 specialized fields : 

1. The Committee on Problems of Al- 
cohol is interested in fostering research, pri- 
marily on the physiological, biochemical, and 
pharmacological effects of alcohol. Appli- 
cation for the fiscal year 1955-56 should be 
postmarked not later than January 15, 1955. 
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2. The Committee on Research in Prob- 
lems of Sex encourages research, primarily 
on the mechanisms controlling sexual be- 
havior in animals and man, e.g., endocrino- 
logical, neurological, psychological, anthro- 
pological, phylogenetic, and genetic studies. 
Requests will also be considered that deal 
with the physiology of reproduction or re- 
lated biological and biochemical fields. Ap- 

* plication for the fiscal year 1955-56 should 
be postmarked on or before February 15, 
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3. The Committee on Drug Addiction and 
Narcotics may have available for the com- 
ing year limited resources for the support 
of research in the fields of analgesia and ad- 
diction. The Committee also invites infor- 
mation on basic research being carried on 
in these fields, in order that it may extend 
its activities as a center for the exchange of 
information on current investigations in this 
area, 

Further details and application blanks may 
be obtained by writing to the appropriate 
committee of the Division of Medical 
Sciences, National Academy of Sciences— 
National Research Council, 2101 Constitu- 
tion Avenue, N. W., Washington, D. C. 


MICHIGAN STATE COLLEGE CENTENNIAL. 
—As part of the Centennial celebration at 
Michigan State College, the School of Home 
Economics is presenting a symposium on 
Potentialities of Women in the Middle 
Years, to be held April 18-20, 1955. Em- 
phasis will be placed on problems of the 
changing role of women in the middle years 
and on the research findings related to these 
changes. National leaders in the physio- 
logical, psychological, sociological, economic, 
and employment aspects will take part in the 
program. At no time previously has such 
a distinguished group of leaders considered 
this important subject on an interdisciplinary 
basis and attempted to summarize the emerg- 
ing research findings. 


SEX OFFENDERS 
There is doubtless no subject on which one can obtain more definite opinions and less 


definite knowledge. 
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AMERICAN JEWISH TERCENTENARY L. 
TURES.—On the occasion of the celebration ^ 
of the American Jewish Tercentenary, the 
Young Men's and Young Women's Hebrew | 
Associations of New York presented by Dr, 
Henry Raphael Gold in a series of lectures 
on “Cultural Psychiatry and the Jewish 
Community." These lectures were delivered 
on November 9, 23, December 7, and 14, 
1954. 


RESEARCH IN ANTHROPOLOGY.—The 
Clearinghouse for Research in Human Or- 
ganization has moved its offices from Chi- 
cago to New York City at 150 East 35th. 
Street. Mr. Wilton Dillon has been ap- 
pointed Director and Editor of the Clearing 
house Bulletin. 

The Clearinghouse was established in 1951 
as a part of the Society for Applied Anthro- 
pology. It promotes interdisciplinary te 
search, including social psychiatry, and 
maintains a roster of research in progress 
in the various fields of human relations. 

Members of The American Psychiatric 
Association are invited to report on rele- 
vant research to the Clearinghouse, and to 
make use of its files. 


RrsEARCH Service, HASE HOSPITAL. 
—By means of grants by the U. S. Public 
Health Service and the Dazian Foundation 
for Medical Research, together with an ap- 
propriation by the Board of Directors of 
Hillside Hospital (Glen Oaks, N. V.), 4 
research service has been established at that 
institution for the study of psychologic, new 
rophysiologic, and biochemical aspects of 
mental illness. Dr. Maximilian Fink directs 
this service. 

The Hillside Hospital is an affiliate 0* 
the Federation of Jewish Philanthropies 0! 
New York. 


—GUTTMACHER AND WEIHOFEN, 
Psychiatry and the Law. 


BOOK REVIEWS 


INTERRELATIONS oF CuLTuREs. UNESCO. (New 
York: Columbia University Press, Distribution 
Agent in the U. S., 1953. Price: $2.50.) 

The putting together of this book may prove to 
have been a vastly important undertaking. The pur- 
pose at any rate was vital to world welfare. It rep- 
resents the first of a series of studies “on the pres- 
ent stage of the indigenous cultures of the various 
people of the world and on the relations existing 
between these cultures.” The common objective of 
these studies is international understanding, which is 
“a problem of the relations of cultures.” The hope 
would be that if international understanding can be 
achieved it might lead to a “world community of 
understanding . . a new humanism [which] is 
necessary for the success of the political adjustments 
of men.” 

All this may sound like super-Utopian aspiration, 
and we are mindful of Utopian projects by the 
score in the past, which existed only in the imagi- 
nation, or, if essayed, have collapsed one by one. It 
is a sobering memory; and yet it is our human 
nature to keep on trying. Perhaps it is the best 
thing human nature is capable of. In any event, it 
is not very harmful and helps us to keep life worth 
living. 

Five years ago a number of scientists, historians, 
ethnologists, humanists, and philosophers submitted 
personal evaluations of the cultures of their own 
countries or of countries with which they were well 
acquainted. A committee of experts from different 
countries assembled this material, selections from 
which form the content of the present volume. Only 
a few countries are here represented, but it is ex- 
pected that other portions of the material already 
collected, as well as the results of continuing studies, 
will be published later. As it is, this book is the 
first of its kind ever compiled. 

The countries whose cultures are discussed in this 
initial volume are: China, Japan, India, United 
States, Spain, Latin America, Africa. 

The discussion of Chinese culture, needless to say, 
has nothing to do with the methods and manners of 
the present masters of that country. It is written by 
Professor Shih-Hsiang Chin of the National Uni- 
versity of Peking, and, since 1945, of the University 
of California, His exposition must be read carefully 
and pondered. It gives us to understand as best we 
may the perennial unifying and stabilizing influence 
of Chinese literature in the lives of the people, all 
the people, being itself pure outgrowth of the lives 
of the people; to understand why this vast region 
of many folk-types has remained one through the 
millennia instead of falling apart like the states of 
Europe; why political and external warlike striving 
did not develop as major interests; why invading 
hordes, even invading Buddhism, were absorbed into 
the National life and China still remained China; 
why the fabrication of mythical and mystical, and 


mischief-making theocracies did not take place as 
in the West. 

Whatever the weaknesses in Chinese culture—and 
they are not glossed in this essay—its essential 
qualities that have given it a length of life no other 
civilization can boast are herein clearly and dramat- 
ically set forth. 

Of special interest is the report on Spanish cul- 
ture introduced into the western continent. This 
essay is by Leopoldo Zea, Ph. D., professor of phi- 
losophy and history, University of Mexico. He 
points out that just at the time the Spanish con- 
querors were undertaking the colonization of vast 
areas in the New World, the mother country had 
lost her sway in Europe. Unable to win the conti- 
nent to the Catholic cause, Spain redoubled her 
efforts to impose her theocratic order upon her 
American colonies. "Thus Spanish America was 
converted into one of the bastions of a declining 
world" The colonizers had forced themselves upon 
native stocks that had attained a high degree of 
civilization; but the invaders believed themselves to 
be the only bearers of the torch and the native 
civilizations must be destroyed. The indigenous cul- 
tures could not be completely exterminated, how- 
ever, and elements of each order were incorporated 
in the other. Force, backed by fanatical zeal, de- 
termined which should predominate. 

Spain, in violent counter-Reformation reaction, 
was clinging fiercely to her medieval ways and her 
pressures at length became irksome to the colonies. 
In language and religion, the invaders were Spanish, 
but they now were also Americans who by tbeir 
very adventure had had a taste of freedom. Even- 
tually, following the example of the English colonies 
to the north, they threw off the shackles of the 
motherland, but were less well prepared than their 
northern neighbors for self-government. “Anarchy 
and despotism alternated with one another in a vi- 
cious circle. Revolutions became the inevitable con- 
sequence of tyranny, and tyranny the consequence of 
revolutions. . . . The whole Spanish American 
scene, in the nineteenth century, was one of oscilla- 
tion between two extremes—anarchy and dictator- 
ship." 

The essayist discusses frankly the cultural rela- 
tions between North and South America, The 
United States has been the object both of admiration 
and emulation, and of fear and rejection by its 
southern neighbors. “In the Spanish American’s 
conflict between what he is and what he would like 
to be, North America symbolizes the latter, just as 
Spain symbolized the former.” And the essayist 
quotes Francisco Bilbao of Chile: “The origin and 
development of United States society is marked by 
freedom of thought as an inborn right, the first of 
all rights; whereas the mutilated freedom pro- 
claimed by the revolutionaries of the South was 
subservient freedom of thought, free research re- 
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stricted to externals, to politics, administration, etc.” 
And “Why?” asks the essayist, “Because the North 
was Protestant and the South was Catholic.” 

But there was fear and repulsion too. The indus- 
trial and financial interests of the North were en- 
croaching more and more upon the South. “Manifest 
destiny” looked too much like imperialism. More- 
over, in the words of Bilbao, this early model, the 
U.S.A. “did not abolish slavery in their states, they 
proved unable to preserve their heroic Indian races. 
They rose up as champions, not of a universal cause, 
but of American interests. . . . The North has lib- 
erty, while the South has theocratic slavery.” But 
he adds, “We who are poor have banished slavery 
from all the southern republics; yet you, who are 
happy and rich, have not done so... . We have 
assimilated the primitive races and will continue to 
do so, because we consider them our own flesh and 
blood; while you Jesuitically exterminate them.” 

In recent years, Leopoldo Zea comments with sat- 
isfaction, reciprocal attitudes have changed. Com- 
mercial interests must naturally continue, but hu- 
manistic interests must also expand. "Today, mind 
is interested in mind; and to this attitude Spanish 
America responds. One part of America no longer 
denies the cultural and spiritual gifts of the other. 
All that is required is continually increasing knowl- 
edge, so that there may be a greater measure of un- 
derstanding.” 

We have mentioned only two cultures, one the 
most ancient, and the other of closest and most vital 
interest to North America. The temptation is strong 
to refer to the discussions of the other cultures in- 
cluded in this engrossing book, as well as to those 
of the diversity of cultures in general, their histories 
and interrelations; but we must end the review with 
mention of the final statement on the Humanism of 
Tomorrow by the Committee of Experts convened 
by UNESCO. Although representing many differ- 
ent points of view, the Committee were agreed on 
several fundamental problems facing the world to- 
day: problems of the cultural equilibrium of peoples 
brought in contact by advances in technology, com- 
munication, and transportation; problems of read- 
justment and stabilization of peoples recently 
become politically independent, and of the considera- 
tion due them by other nations; problems of the 
mutual influences, tensions, and misunderstandings 
of the nations of the world now awake to their com- 
mon interests and to the inevitable fact that they 
are dependent one upon the other. 


C. B. F. 


HUMAN FACTORS IN Am TRANSPORTATION. By Ross 
A. McFarland. (New York: McGraw-Hill, 
1953. Price: $13.00.) 

This book presents a comprehensive study on the 
influence of human factors in the efficient, safe op- 
eration of air transportation. The approach reveals 
the broad interests and background of the author 
unfolding at the same time numerous facts and in- 
formation to the reader. The title of the book should 
not mislead one to think that the contents are appli- 
cable only to the aviation industry; they integrate 
the psychological, biological, and i ial sciences 
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in a framework suited to all forms of transporation | 
and industry in general. ‘| 

Dr. McFarland introduces his book by outlining 
the nature and extent of air line operations. He 
then presents an important and practical section on 
the psychological and medical testing of airmen in 
their selection, education, and maintenance. The 
portion allotted to the psychiatric evaluation of air- 
men contains a most worthwhile review of the sig: 
nificant pertinent current literature. The need for) 
emotional maturity in flight personnel is well out 
lined and documented. Not only are the limitation 
and. assets of psychological testing given but the 
importance of the personal interview with the ob 
taining of biographical data is stressed. This chap 
ter indicates clearly the imperative need for the 
industrial physician to be psychiatrically orien! tated 
if he is to tackle such major problems as selection; 
placement, safety, absenteeism, etc. 

The outline of existing and suggested safety pro 
grams deserves considerable attention and is apple 
able to drivers of vehicles and workers in industry: 
as well. The information is of practical use to t 
psychiatrist and members of the medical profession 
and safety engineers. 

A study of 232 problem medical cases followed 
over a 12-year period is especially interesting. * 
these detailed case studies, neuropsychiatric dis 
orders, both functional and organic in nature, ac. 
count for the largest proportion of problem medical 
cases—about one-third of the total. The author in* 
dicates the significance of internal psychod; namic 
factors contributing to emotional crises in airmely 
rather than flying stresses, and shows the need of 
physicians to establish good rapport with the alf 
men, as well as an understanding of the psychiatrie 
principles, in order to detect and correct psychiatrie 
illness early. The study of the 232 cases will be ol 
particular interest to all physicians. The role that 
the physician plays in a safety program is clea 
outlined and certainly is a matter of great impor 
since accidents rank as the major cause of death il 
age groups under 40 years. : 

In his chapter on maintenance of physical ati 
psychological fitness in air crews, an objective am 
thorough survey is outlined on the influence of & 
ercise, diet, alcohol, tobacco, and emotional adjus 
ments in flying safety. McFarland shows how Pre 
longed emotional stresses such as fear or J 


efficiency, with numerous somatic complaints 2 r 
unusual reactions to the physiological stresses ? 
flying. In conclusion he again points out the nec 
sity of an understanding, well-informed physic? 
working with an intelligent progressive manageme, 
in order to effect efficient morale and safety in fli 
operations. 

The book contains an interesting and challeng 
chapter on the complex subject of fatigue. Numer 
ous studies in the field are outlined and considera 
emphasis is given to the aspect of emotional str* 
which plays such an important role in produc 
fatigue. The problem of aging and efficiency in a 
men is also discussed with emphasis on their retam 
tion in the services. This aspect is approach“ 
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analyzing the effects of age on the various psycho- 
logical and physiological functions and in turn trans- 
lating them in terms of productivity, labor turnover, 
accident rates, and sickness. 

MtFarland in his next section undertakes a simi- 
lar analysis of the selection, placement, health, and 
safety of the supporting people on the ground. Pre- 
ventive medicine is again stressed with the develop- 
ment of a positive approach to the detection and 
treatment of latent defects rather than the treating 
of manifest illness. The necessity of periodic physi- 
cal examinations, medical documentation and the 
collection of statistical data is stressed in the con- 
trol of injury and illness. Reference is made to the 
repeater in accident, sickness, and absenteeism, in- 
dicating how frequently emotional maladjustments 
of a personal or social nature form the basis of such 
difficulties. 

The section on sanitation of airports and control 
of contagious diseases along air routes is quite in- 
teresting. The value of teamwork in this instance 
pertaining to entomologists, sanitary experts, and 
other medical specialties is well displayed. The 
possibility of transporting animal vectors by air- 
craft and, as well, the possibility of conveying pas- 
sengers from one infected area to another part of 
the world during the incubation period of the disease 
are a definite likelihood. 

The chapter dealing with passenger contentment 
and transportation of patients by air brings to light 
interesting and important facts for physicians. Vari- 
ous basic physiological and physical principles are 
set forth which should aid the physician in determin- 
ing whether or not a person is fit for air travel. 
Dr. McFarland concludes his book by outlining the 
framework and principles of an efficient health serv- 
ice in air transportation. It is apparent that the 
perspective is now broadened into the preventive 
field and encompasses such areas as mental hy- 
giene, health education, and other public health 
practices. He concludes on the theme that the field 
of medicine and safety are noncompetitive and that 
the preservation of health and prevention of acci- 
dents can be achieved in industry in general and in 
air transportation in particular only by the concen- 
trated effort of various biological scientists working 
as a team with specialists in medicine and en- 
gineering. 

W. A. Turman, M. D., 
St. Joseph's Hospital, 
London, Ontario. 


EpucarmG THE SuB-NormaL CHD. By Frances 
Lloyd (New York: Philosophical Library, 
1953. Price: $3.75.) 

This little book describes the activities carried out 
in a London day school supported by public funds 
for “Educationally sub-normal" children whose 
LQ's on standard tests fall within the range 50 to 
70. The headmistress has written a vivid and in- 
spiring account of her work, which has been carried 
on despite the disadvantages of an old and incon- 
venient building, and shortages of personnel, equip- 
ment, and professional assistance. Methods are de- 
scribed in detail and illustrated by case reports. 


Miss Lloyd mentions instances in which LQ's 
have advanced remarkably (in one case over 50 
points) but comments that this is not the object of 
the class and that in some other cases the I. Q. 
actually has fallen, while the child was making an 
adequate adjustment to an occupation or school. 
Her teaching emphasis is on elementary academic 
subjects such as the practical ability to read signs, 
to tell time, and in arithmetic, to make change, 
though she uses various forms of self-expression in 
clay modelling and painting as introductory pro- 
cedures, and does not neglect the manual skills. One 
chapter is devoted to an outline of a daily schedule, 
the subjects to be taught, and a list of the materials 
required for the various projects. 

On matters of general policy she has definite con- 
victions. Some of her opinions probably will not 
find universal acceptance, as for example, hr belief 
that the ESN class should be entirely separated 
from all other school programs, and her statement 
that "it is better when occasion demands to give a 
slap than to do violence to the children's precon- 
ceived sense of justice on the one hand or to use 
one of the other forms of punishment which seem 
so humane to adults and so cruel to children." Lest 
Miss Lloyd be accused of advocating wholesale 
corporal punishment, it is only fair to add the 
further quotation that it "should be the exception 
rather than the rule and used only for certain offen- 
ses which are well-known to the children" These 
offenses are specifically described as abusive lan- 
guage and behavior. 

The author's discussion of the theoretical aspects 
of the problems presented by the children is less 
satisfying. The administrative structure of the pro- 
gram and the diagnostic criteria for selection are 
not specifically stated, apparently on the assumption 
that they are matters of common knowledge to her 
readers. While this inference may be justified with 
regard to her English audience, it seems less likely 
that it is valid for others. If one may judge from 
the variety of cases described as being in the school, 
the screening process employed would seem to be 
not too selective. It is not too clear how the psycho- 
logical evaluations were made since no psychologist 
is specifically mentioned. No psychiatrist was avail- 
able, either for diagnosis or treatment—a fact which 
the author deplores, though from a practical point 
of view she seems to have gotten along very nicely. 
In dealing with children who present problems of 
severe emotional disturbance, it would seem that 
Miss Lloyd has constituted her own clinical team, 
concentrating the psychiatrist, psychologist, social 
worker, and teacher into her own person. Her 
success in dealing with some of the cases is convinc- 
ing evidence of her own remarkable insight, pa- 
tience, and intuition. Only a consuming interest in 
her work and a genuine love of children could have 
encouraged her to undertake this task and to have 
persevered with it so conscientiously. 

While the psychiatrist, psychologist, social 
worker, or trained teacher in the field will find little 
new in Miss Lloyd's book, both the style and ma- 
terial suggest that it is intended primarily for par- 
ents, for those who have the duty of organizing 
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classes for ESN children, or for beginners in the 
field. For these groups it should have a real value, 
though a word of caution is in order. The charm of 
Miss Lloyd’s style, and her facility for expression, 
together with her enthusiasm for the cause she has 
espoused, tend to make her achievement sound 
effortless and simple. The perusal of her story 
places the reader in a position somewhat analagous 
to that of the small boy at the circus watching the 
performance of the aerial artist. In both cases, the 
danger exists that the consummate skill of the ex- 
pert, which makes the execution of difficult man- 
oeuvres seem easy, will beguile the inexperienced 
and untrained person into attempting to duplicate 
them. One cannot emphasize too strongly that all 
teachers are not Miss Lloyds, and that the majority 
will need the best physical plant that can be pro- 
vided, preferably one specially designed with the 
needs of this program in mind, as well as all the 
professional help available, in terms of psycholog- 
ical, psychiatric, and social service personnel. 
Leste R. Ancus, M. D., 
The Woods Schools, 
Langhorne, Pa. 


Case STUDIES IN CHILDHOOD EMOTIONAL DISABILITIES, 
Vol. I. Edited by George E. Gardner, Ph. D., 
M.D. (New York: American Orthopsychia- 
tric Association, Inc., 1953.) 


This is the first volume of a projected series of 
case studies presented at workshop sessions of the 
American Orthopsychiatric Association. It covers 
the meetings of the years 1950 to 1952, and includes 
13 cases which are discussed by members of child 
psychiatric clinic teams from various parts of the 
country. Two clinics are represented from Boston, 
and one each from Seattle, San Francisco, St. Paul, 
Cincinnati, New Haven, Baltimore (The University 
of Maryland), and New York (State University 
College of Medicine). Five of the cases are from 
Boston (three from The Judge Baker Guidance 
Center and two from The James Jackson Putnam 
Children's Center), two from Cincinnati, and one 
each from the other centers listed. 

As might be expected in a work of this type, no 
attempt is made at a systematic presentation of the 
whole field of child psychiatry, but the cases selected 
cover a wide range of material, from both the point 
of view of the age of the children involved and the 
degree of emotional disability. 

"Problems of diagnosis are discussed but the great- 
est emphasis is on the iques of treatment, with 
a frank evaluation of successes and failures. The 
many authors who have contributed have presented 
illuminating discussions of the therapeutic process 
in terms of dynamic psychiatry. 

Some of these cases have already appeared in 
print in the American Journal of Orthopsychiatry, 
but others are published here for the first time, 
Even those who have read part of the material 
before will welcome this collection, not only because 
it includes previously unavailable discussions, but 
because it makes the material available in a con- 
venient form. 

For teaching in child psychiatry, clinical psychol- 
ogy, and psychiatric social work, or for reference 


use in the evaluation of methods used in an indi | 

vidual situation, this book should prove of great © 

value. An auspicious start has been made for = 

series, the continuation of which presumably dey | 

in large part on the acceptance accorded the initial 

volume. The present production gives every reason 
to believe that under the able guidance of Dr. Gar. 

ner, the proposed venture will flourish. | 

Lest R. Ancus, M. D., j 

The Woods Schools, 

Langhorne, Pa. 
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Tue TREATMENT or THE ALCOHOLIC. By FHC 
Kant, M. D. (Springfield: C. C. Thomas, 1954) | 
Price: $3.50.) : 

This is a short book of 130 pages, which, 1 
ing to the introduction, "attempts to give a complete 
and up-to-date presentation of the potentialities and 
limitations of treatment.” It is intended not only) 
for physicians, but for judges, ministers, soci 
workers, "and many others ... concerned will 
helping the alcoholic." 

There have been a number of small, popular books 
on the subject of alcoholism, many of them quite 
good. The reviewer feels that in many ways this is 
the best one he has read. The presentation is cleat 
and simple. The authorities quoted and the ideas 
expressed are quite satisfactory. | 

The author himself is evidently a middle-of-the- 
roader. He shows interest in and discusses the 1 
lem of heredity, various physiological studies te. 
lating to the treatment of alcoholism, and various 
psychological formulations. He sees something oF 
value in most of them, but considers treatment more 
from the psychological standpoint. / 

The reviewer would, however, make a few specific i 
criticisms. In discussing the increase of alcoholism, 
the author quotes figures of the State of New York 
only up to 1941. In discussing first-admission rate 
of alcoholic psychoses he uses the New York S 
Hospital figures from 1929 to 1931. This hardly 
seems adequate for a book printed in 1954. 

Tn the chapter on prevention, the author is high 1 
critical of a book by J. Hirsh, The Problem Drinkth 
which he thinks minimizes the adverse effects 
alcoholic beverages. He objects to Hirsh's 
that alcohol alone is not a specific or sole cause 
any disease. Yet in the next paragraph he prac? 
cally admits the correctness of Hirsh's statement p 
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The author is afraid that the public may get 
wrong idea about the use of alcohol and that hea 
drinkers may get a false sense of security by red 
ing Hirsh's account. The reviewer would suggest 
might be equally, if not more, important to give 77 
heavy drinker the knowledge that he can minim. 
the effect of his heavy drinking by proper dietai? 
measures. 
These rather minor criticisms seem worth mi 
tioning, but the reviewer would again state 
this is a very excellent small book, which can 
ae in the hands of not only doctors but the ™ 
telligent lay public. 
ab K. M. B. 
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ON DISCOVERY AND EXPERIMENT IN PSYCHIATRY 4 
HENRY W. BROSIN, M. D., PrrrssunGH, Pa. 


Statesmen and scholars alike are publicly 
asserting the cash value of new ideas in all 
'fields of science. Probably because of the 
pressures of war, both past and present, 
there is an increasing acceptance of the ad- 
vantages to commerce, industry, and the 
military establishment of a large research 
program. In fact, we are told that not only 
are new developments essential to maintain- 
ing our standard of living and our Western 
culture, but they are absolutely necessary for 
survival(36, 37). 

Medical students and psychiatric residents 
are furnished many facts regarding the na- 
ture of mental illness and the ways in which 
it may be prevented and treated, but even 
though these basic facts and the methods by 
which they were obtained are available, they 
do not become for most students a clear-cut 
living imagery with which they are comfort- 
able, or which impels them to intensive fur- 
ther study at the frontiers of investigation. 
This is as true of the fields of organic neu- 
rology, clinical neurophysiology and neuro- 
biochemistry as it is of experimental psy- 
chology and psychodynamics. I do not know 
the reasons why most residents show rela- 
tively little interest in doing some inde- 
pendent research along with their therapeu- 
tic work, or why a few more of them are 
not impelled to research as a career. Poor 
economic inducements and lack of emphasis 
upon independent participation in project 
work in the curriculum are sometimes cited, 
but I shall later take up some of the psy- 
chological factors which seem relevant to me. 

However, since we are already committed 
to placing more resources in these fields, it 
is vital that physicians and psychiatrists in- 
form themselves of the central issues. They 
‘may then take their appropriate roles both 
as influential citizens and as active contribu- 


Read at the rzoth annual meeting of The 
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tors to the vast developments which are now 
in their infancy. Physicians can exert un- 
told influence upon laymen about the re- 
search of the future if they are well informed 
and have conviction about the best methods 
to receive support from universities, founda- 
tions, and the Federal agencies. They have 
a duty to do so, since they have much valu- 
able personal experience to bring to this 
field, and it would be wasteful to disregard 
this only to be forced to return to this neg- 
lected topic at a later date. The conscientious 
physician will want to know more about the 
intimate nature of the arts of invention, dis- 
covery, and experiment so that he may sup- 
port those men who seem to have the required 
abilities to make significant contributions. 
He will then also see the reason why most 
research is gambling at a high level where 
tangible results are not easy to assess, that 
many important contributions are by-prod- 
ucts of experiments designed for other pur- 
poses, and that most research is a grinding 
routine with phases of careful evaluation 
of evidence and alert criticism of oneself 
and others. The responsible physician will 
see the need for research about research, a 
sympathetic but close examination of the 
men who do the work, and the conditions 
under which they labor. 

I hope it will appear from later material 
that this task is not an impossible one pro- 
vided that the goals are extremely modest 
and the methods to be employed remain 
under careful public scrutiny. Admittedly, 
we have a relatively limited insight at this 
time into the dynamics of productivity, but 
the improved methods of dealing with sub- 
jective and introspective, material encourage 
more study. If we continue to identify the 
sources of erroneous judgements in the ob- 
server we find many problems in psychody- 
namics less puzzling. Freud said, "Let us 
see the unclear, clearly.” The terrors of 
self-knowledge will diminish as we become 
more familiar with these dynamics and wel- 
come the support and satisfaction which 
come from them. While the artist and scien- 
tist often work at levels of greater intellec- 
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tual complexity they also need warm human 
appreciation in their arduous tasks. If we 
can help the men who are engaged in re- 
search in a more skillful manner because we 
know something about it as a human enter- 
prise with pitfalls and limitations, we shall 
not be so driven to find projects dependent 
upon mechanical methods which do not 
promise significantly new 'rewards. With 
such understanding, we shall be more willing 
to place our assets at the disposal of gifted 
men with a greater confidence that they will 
be able to carry on more successfully than 
their predecessors. 

So far we have stressed the advantages 
which accrue from research about research 
methods and, more importantly, research 
about the men who do the work and the best 
conditions for productivity. Perhaps the 
story Dr. Alan Gregg tells about the Oxford 
scholar will help us set the stage for learn- 
ing something about desirable future meth- 
ods of teaching and learning. The Oxford 
scholar (probably Sherrington) said that 
they knew fairly well how to teach that 
which was known, but it was now neces- 
sary to teach ways of meeting the unknown. 
While some may protest that this has always 
been so, it seems to many others of us that 
the rapid accretion of new knowledge makes 
older methods of assimilation inadequate. 
The inertia of some learned men to new 
ideas on occasion is all too prominent in the 
history of science. Freud pointed this out in 
his 1909 supplement to the first chapter of 
The Interpretation of Dreams(21). 


+.» it has, of course, received the least attention 
from the so-called “research workers on dreams,” 
who have thus afforded a brilliant example of the 
aversion to learning anything new so characteristic 
of the scientist. "Les savants ne sont pas curieux,” 
said the scoffer, Anatole France [p. 186]. 


"m 
We find upon. examination that the qualities 
of courage and enduring persistence, more 
than imagination and technical skills, impor- 
tant as these are, distinguish the majority of 
notable contributors. To some, the problem 
of how to encourage the vital qualities in our 
young students and then how to select those 
with the most promise would seem one ave- 
nue to providing highly needed manpower 
in the research field. Since most children 
have imagination and curiosity until it is lost 


ON DISCOVERY AND EXPERIMENT IN PSYCHIATRY 


in the process of growing up, we might ask / 
the specialists in child development, child 
psychiatry, and primary education what con 
tributions they can make to this problem 
Time does not permit us to examine the p 
sibilities here, but we can venture the g 
that there are unheard of potentialities 
helping children to grow up with desi 
abilities and still not create little monster 


now known to us. Some educators favora 
strong secondary school education which a 


rigors of acquiring sound information, bu 

also provides through elective courses 
independent projects the opportunity fot 
maximal independent growth. Some pré 
paratory schools and colleges have worked 
hard on this avenue and, at this time, we 
should be able to see some of the results 
Perhaps it will require another generatio 
to know which methods best seem to furnis 
us with dedicated investigators. In a good) 
number of such men there seems to be t 
doubt that they received their strong stimmt 
lus from a significant figure, a teacher wil 
had the ability to fan the desire of the student 
to learn much about a subject and also! 

convince him that a highly satisfactory Wê 
of life was to be found in the university c 
a laboratory. The influence of Isaac Ba 
row upon Isaac Newton is an intrigull 
example(1). The theme of the significa 
figure recurs frequently in reviewing bib 
raphies of prominent men although somi 


need not necessarily be a well-known mi 
or even an industrious publisher, but he dd 
have the time and interest to spend with t 
inquiring pupil so that the latter could f 
organize his life goals, working habits, 2% 
his self-image into a sufficiently stable st 
ture to carry him into adult life. Corre 
features such as race, religion, economic # 
cultural background seem to be less im 
tant in a large study reported on this SU 
ject, although one may find some suggest 
hints that these are important (8, 29, 3) 9 
45, 46, 47, 48, 55). 5E. 
Some educators would stress more sci? 
with more laboratory work in college 7 
this has not apparently been very succes" 
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with either engineers or medical students. 
It is suggested that to give the future physi- 
cian a better knowledge of a living man in 
his social environment, he should have 
thorough elementary courses in experimental 
and social psychology, social anthropology 
and sociology, or similar disciplines. For 
the more interested student, training in sta- 
tistics and sociometrics could be provided. 
In addition, the imaginative humanist could 
make a good case for the young pupil to 
study the classics for a searching introduc- 
tion into psychodynamics, since many novels, 
plays, and biographies furnish a splendid 
proving ground for such exercises at the 
intellectual level and without grim clinical 
responsibility. While one may applaud these 
proposed curriculums, it is not probable that 
the medical students of the near future can 
come to medical school as sub-specialists in 
several fields, as well as having a good gen- 
eral education(16, 17). Nor can we expect 
the revised medical school curriculums, now 
in experimental stages, to assimilate the func- 
tions of these preparatory courses. No doubt 
adequate compromises will be worked out 
in the future when medical faculties can de- 
cide more definitively what they want to 
teach most and in what order, so that the 
preparatory schools and colleges can assist 
more intelligently in the total process. 
There has long been a tradition in some 
schools that more free time in the medical 
curriculum, for both elective work in clinics 
and laboratories, would provide the medium 
for giving students an opportunity to iden- 
tify with competent investigators, to learn 
the methods of science and the style of life 
which would encourage those best fitted to 
stay in research work(9, 33). In those 
schools with which I am most familiar, some 
residents are put to work (1) on problems of 
their own choosing, (2) on ongoing projects 
under direction of senior staff men, or (3) on 
joint work with other men under supervi- 
Sion. Some clinics try to get students or 
residents started as soon as possible on proj- 
ects in addition to their regular clinical work. 
Because many residents are not able to re- 
spond enthusiastically to the added burden, 
other clinics adopt the method of "farming 
Out" interested men to act as assistants for 
a 6-months’ period to a laboratory or an 
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ongoing research program. This method 
meets with most approval but much closer 
examination is needed into the dynamics of 
the interactions and also the results (). 

It is a real question whether a man during 
this warlike decade can become deeply in- 
terested in investigative work as a serious 
career or as a significant part of his daily 
work as a clinician, after the age of 25, if 
he has not had strong early indoctrination, 
and after he already has made profound 


“commitments elsewhere. There has always 


been a scarcity of genuine talent in our field, 
and in spite of occasional exceptions, most 
residents have not had enough identification 
with the rewards of research to withstand the 
attractions and satisfactions of clinical work. 
In clinical work itself relatively few feel the 
drive to do independent investigation. Some 
who are impelled to try find it insufficiently 
rewarding, while others do it so badly that 
they find good reasons to stop. Time does 
not permit a detailed discussion of the differ- 
ent qualities which characterize a clinician 
or academician as differentiated from an ex- 
perimeter. There is no doubt that many 
men can do important experimental work 
in clinical psychiatry just as in clinical medi- 
cine, but the problem becomes more difficult 
as the experiments become more psychologi- 
cal in a manner which does not permit rela- 
tively easy recording, comparisons, repeated 
trials, and public verification. The clinician 
working with a profound attachment to the 
single case is not in as flexible a position to 
manipulate the material presented to him by 
a patient, as the expetimenter who has as 
his primary obligation and interest the prob- 
lems rather than the total person. This does 
not mean that material from single cases 
is not useful or rewarding. Quite the con- 
trary, these may be the best sources of new 
ideas which will markedly alter our theory 
and practice. Nor does it mean that psychi- 
atrists should not use currently acceptable 
methods of statistical, sociometric, physi- 
ologic, and biochemical methods to assist 
them whenever possible(20, 24, 26, 39, 43). 

Curiously, there are a goodly number of 
young men who have had excellent scientific 
training in laboratories with outstanding 
teachers for several years and yet do not 
find investigation either essential to them- 
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selves or a major source of satisfaction. 
All of us are acquainted with young men of 
promise who contribute relatively little after 
an auspicious beginning. Another contin- 
gency, of no small importance, is obvious 
waste entailed in training a man for many 
years in a research discipline only to have 
him lose his interest relatively early in mid- 
dle life. The half-life of a scientist is often 
regrettably short. One unrewarding pattern 
is that of the man who is driven by various 
inner needs and social pressures into a career 
of investigation only to find that the same 
motivations which sparked his interest pre- 
vent his being a genuinely productive worker. 
It might be said that these somewhat re- 
stricted men are a necessary cost to the new 
industry of research and that they also serve 
other useful functions, even if they are rela- 
tively inefficient in frontier research. They 
point up the fact that this is but one of many 
problems which need careful long-term study 
in the crucial conflicts which perplex the in- 
vestigator. Kubie(32), from his nearly 30 
years’ experience, writes a vital and fascinat- 
ing paper on the emotional equipment of a 
young scientist, the choice of a career, the 
neurotic distortions of scientific research, 
and the influence of unconscious symbolic 
processes on the production of logical 
thought and logical error in scientific re- 
search, which I can recommend highly for 
a common-sense approach to the questions 
just presented. The reprint of these two 
sections contains valuable additional clinical 
material (pages 21-23), which was omitted 
from the original articles in order to econo- 
mize space. I regret that space does not per- 
mit citations of his case material. After a 
great deal of verified information of the type 
Dr. Kubie describes in his first article is 
available, we shall better be able to study 
the world of the investigator. 

Three monographs by Anne Roe(46, 47, 
48) describe investigations about 
. +. the existence of relationships between life his- 
tory, intellectual functions or personality character- 
istics, and the selection and pursuit of a particular 
science as a profession. This has been the first 
series of its kind in this field, and hence the major 
approach has had to be observational and diffuse. 
In so complex a problem, the first need is to get 
some idea of the nature of the relationships, if any 
exist, the points at which a direct attack can be 
made, and the sort of tools to use. It was felt that 


ON DISCOVERY AND EXPERIMENT IN PSYCHIATRY 


(Feb, 


no existent personality theory was sufficiently de 

veloped, or generally suitable for the derivation of 
hypotheses in advance. Now that extensive oh | 
servations have been made in this specific field, for 
this specific purpose, it is possible to set up a num 
ber of hypotheses concerning these relationships” 
which can be checked directly in future work Lad 
p. II. 


The outstanding achievement of Dr. Roe in 
obtaining this unique material from promi 
nent men active in research, and her careful 
interpretations deserve our closest attention, 
One might wish that she had permitted? 
herself more freedom in interpretation of 
motivations while she had this unusual op) 
portunity, but one can also respect her dis: 
cretion, Her willingness to use the simplest 
empirical method of observation, recording, 
and comparing, even at relatively simple 
levels, also deserves mention, because this | 
willingness, as we shall discuss later, may be 
one of the first steps to a more meaningful 
research. 
Kubie and Roe both present socio-eco- 
nomic data regarding the choice of profes- 
sion and related topics. They paint a real” 
istic but grim picture of the selí-sacrifict 
required from the man, but even more 80 
from his family and that with a most uncet 
tain reward in terms of fame. One well 
known authority, Dr. Alan Gregg(25), who 
has had a most intimate acquaintance will 
scientists for the past generation, tells much 
the same story. Other writers on medical 
research on an impersonal level can supp? 
some additional social perspectives abot 
current practices(13, 38, 52, 53)- 
These observations will call attention © 
the need for long-term planning over mall) 
decades in order to find and train talented 
men to fill the need. The suggestions that 
follow for the teaching of medical studen ^ 
and residents in psychiatry are not intended 
as pressures to steer men into research of © 
train experimenters. They are only sugges 
tions to teachers about ways in which t^ 
physician can understand science, not mef 
facts, and the men who work at it, some 
what better in order to aid them individ 
ally as persons and also to provide scientis® 
and laymen with informed opinion and SUP. 
port. Many experienced and talented inves” 
tigators believe that skills in experime! E 
methods can be acquired only by active P? 
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ticipation in a productive laboratory. Per- 
haps we teach too much to permit a man to 
cultivate his own growing powers. Some 
are even more pessimistic and believe that 
really good experimentalists are born, not 
made, and that these natively endowed men 
can learn relatively little from either didactic 
courses or colleagues. What may be needed 
is the ability to furnish able men with the 
‘opportunity to make creative errors without 
imperiling them. Sooner or later some of 
the attempts will be significant. This is well 
illustrated in Ernest Jones’s biography of 
Freud (28). 

What can we do now to help our medical 
students and residents gain a better idea of 
the circumstances surrounding the appear- 
ance of new ideas? We have already men- 
tioned various plans for participation and 
instruction. Obviously elementary didactic 
courses, however comprehensive, do not meet 
the real problem. Actual research work in 
or out of the clinic or laboratory is not al- 
ways feasible. Any number of pedagogic 
devices have been proposed and we shall dis- 
cuss a few of them briefly. Perhaps one of 
the best would be a seminar course in which 
investigators would come in to tell their own 
story about the origins, growth and develop- 
ment, and trials and tribulations of their own 
work. It is a real question in my mind if 
they should be asked to do much teaching 
of this kind, unless they themselves find it 
rewarding. Usually they have enough obliga- 
tions without trying to examine their own 
relations to their methods and materials in 
public. Few of them could or would have 
the ability to detail their own tribulations to 
students en masse. Such confidences must 
be earned by long association and a deep- 
rooted respect. The value of the case his- 
tories of Kubie and Roe is that they do tran- 
scend the conventional limits. 

The case history method has proven itself 
of value, not only in the widely known sense 
of Osler in medicine, but in law schools and 
in the outstanding work of Elton Mayo and 
his pupils(35) in the field of industrial rela- 
tions. J. B. Conant, in the 1946 Terry Lec- 
tures(15), develops the thesis that the case 
history method of studying both discoveries 
and experiments is much superior to the 
usual didactic methods of teaching physics 


HENRY W. BROSIN 


565 


because it enables the student to gain more 
intimate understanding of attitudes and feel- 
ings toward science as opposed to mere ac- 
quisition of theories or experimental results. 
In spite of the voluminous output of his 
critics, he does not favor the study of the 
formal aspects of scientific method for lay- 
men or young students(15). 

... for the histories illustrating the Tactics 
and Strategy of Science are as yet unwritten. But 
in spite of this lack of competition I doubt if the 
philosophical treatments of science and scientific 
method have been very successful when viewed as 
an educational enterprise. No one questions of 
course the importance of this type of penetrating 
analysis. There must be constant critical appraisal 
of the progress of science and in particular of 
scientific concepts and operation [p. 13]. 


He stresses the fact that textbooks are de- 
void of descriptions of the hurly-burly and 
confusion which surround the scientist and 
may not infrequently be present in him- 
self (15). 

Now, of course, there is no question that one of 
the necessary conditions for scientific investigation 
is an exact and impartial analysis of the facts. But 
this attitude was neither invented by those who 
first concerned themselves with scientific inquiries, 
nor was its overriding importance at once recog- 
nized. As one skims the histories of the natural sci- 
ences, it seems clear that in the embryonic stages 
of each of the modern disciplines, violent polemics 
rather than reasoned opinions often flowed most 
easily from the pen [p. 6]... . Would it be too 
much to say that in the natural sciences today the 
given social environment has made it very easy 
for even an emotionally unstable person to be 
exact and impartial in his laboratory? [p. 7] 


These frank statements about the high 
degree of subjectivity and inner conflict in 
most active investigators can be substanti- 
ated from many other noteworthy men to 
be cited later. Note that we in the psycho- 
logical and social sciences do not get such 
safeguards as tradition, accurate instru- 
ments, high degree of specialization, or wit- 
nesses against distortion of evidence and 
loose interpretation which were built up in 
the physical sciences during the past years. 
Yet most of us in reading about science and 
talking to scientists at a conversational level 
do not get a true picture of the high pres- 
sures active in the research scene. When 
we do, many of us decide that we would 
rather live at lower tension levels or in other 
pressure areas. Conant has many more 


pungent remarks to make about the fallacy 
of Karl Pearson’s diagram of the scientist 
as a neutral observer and the study of 
sciences as the best education for young 
men (15). 


Therefore, to put the scientist on a pedestal be- 
cause he is an impartial inquirer is to misunder- 
stand the situation entirely [p. 9]. 

To say that all impartial and accurate analyses 
of facts are examples of the scientific method is to 
add confusion beyond measure to the problems of 
understanding science. To claim that the study of 
science is the best education for young men who 
aspire to become impartial analysts of human 
affairs is to put forward a very dubious educational 
hypothesis at best [p. 10]. 


I quote Mr. Conant and others to illustrate 
the human elements in research and to show 
that these crucial dynamics are the proper 
concern of physicians and psychiatrists as 
well as of the natural and social scientists. 
The formal descriptions of both discovery 
and experiment have discouraged in the past, 
and are now intimidating many clinicians 
who might be interested in doing investigative 
work if they better appreciated the early 
stages of our efforts and the high value of 
good empirical work. Many men cannot be- 
lieve very enthusiastically in the value of the 
single-case study, no matter how well done, 
if organized agencies do not give prestige 
and rewards for this work. 

A. N. Whitehead comments on this situa- 
tion in his book, Adventures in Ideas(58) : 


Modern scholarship and modern science repro- 
duce the same limitations as dominated the bygone 
Hellenistic epoch, and the bygone Scholastic epoch. 
‘They canalize thought and observation within pre- 
determined limits, based upon inadequate metaphysi- 
cal assumptions dogmatically assumed. The mod- 
ern assumptions differ from older assumptions, 
not wholly for the better. They exclude from ra- 
tionalistic thought more of the final values of ex- 
istence. The intimate timidity of professionalized 
scholarship circumscribes reason by reducing its 
topics to triviality, for example, to bare sensa and to 
tautologies Ip. 151]. . . It is one task of specula- 
tion to urge observation beyond the boundaries of its 
delusive completeness, and to urge the doctrines of 
science beyond their delusive air of finality Ip. 199]. 
.. . Nature is patient of interpretation in terms of 
Laws which happen to interest us [p. 174]... . 
The critcism of theory does not start from the 
question, true or false? It consists in noting its 
scope of useful application and its failure beyond 
that scope. . . . Some of its terms embody a general 
notion with a mistaken specialization, and others of 
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its terms are too general and require discrimination || 
of their possibilities of specialization Ip. 285]. — 


The method of teaching endorsed by 
Conant throws light upon our problems 
also(15). 


A few words may be in order as to the principles 
which would guide me in selecting case his j 
for my hypothetical course in the Tactics an 
Strategy of Science. I should wish to show the 
difficulties which attend each new push forward i 
the advance of science, and the importance of nt 
techniques: how they arise, are improved, and 
often revolutionize a field of inquiry....Is 
have very little to say about the classificati 
facts, unless it were to use this phrase as a straw 
man. But I should hope that almost all examples 
chosen would show the hazards which nature pul 
in the way of those who would examine the fa 
impartially and classify them accurately. The "cone 
trolled experiment" and the planned or controlled 
observation would be in the forefront of every 
discussion. The difference in methods between thg 
observational sciences of astronomy, geology, Sys 
tematic biology on the one hand, and the experimen 
tal sciences of physics, chemistry, and experimenta 
biology on the other should be emphasized [pp. 19 


with the fruits of scientific inquiries, either as emi 
bodied in scientific laws or theories or cosmologiesy 
or in the applications of science to industry or agt 
culture or medicine. Rather, the instructor v 
center his attention on the ways in which thes 
fruits have been attained [p. 20]. 1 


More experimental psychologists are als 
favoring a less ambitious empirical approac 
in areas where this is the most appropria 
procedure. I will cite only a few of mail) 
who make a strong, well-reasoned appeal 
experimenters work on important problem 
even though these do not lend themselves ? 
this time to controlled conditions; that t 
more modest methods and goals of empl? 
icism be employed for the time being SIT? 
this would permit the free play of idea’ 
which will probably reward us the most 
the long run. Ruth S. Tolman (36), in 
delightful essay, points out that some T% 
like Warner Brown(12) and D. W. Mag 
Kinnon(34) believe we have too muy 
theory and too little fact while others bee" 
the reverse so that she argues for indus? 
in both. They need not be and probably caf 
not be exclusive. ; 

In order to teach by means of the C? 
history method much more preparatory Ww% 
needs to be done. We have tried ove 
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period of years to read classics in psychiatry 
with full attention to the biography of the 
author in his historical, intellectual, social, 
and economic setting, but we need more inti- 
mate information about most of our leading 
writers even of recent times. Kraepelin, 
Wagner-Jauregg, Janet, Rorschach, and 
Kretschmer, for example, left little personal 
material and this is supplemented by a 
limited amount of descriptive material from 
students. There is much more material avail- 
able about Freud, Jung, Adler, Ferenczi, and 
Abraham. With the publication of Freud’s 
letters to Fliess(22) and Ernest Jones’s 
magnificent biography(28), we can prob- 
ably do a much better job here if we really 
want to. The essays by Bernfeld(4) and 
Erikson’s study of the Irma dream(19) are 
of considerable significance to understanding 
Freud’s work. Perhaps a number of investi- 
gators now living could give us biographies 
of Adolf Meyer, Paul Schilder, and Harry 
Stack Sullivan which would go deeper than 
the usual academic life stories. We might 
well hope that some investigators now liv- 
ing would write out their own life experi- 
ences, especially as they relate to the work 
of discovery and experiment, when it be- 
comes generally understood how important 
such material will be to future generations. 

A fourth method of teaching something 
about observation and experiment would be 
to focus in a small discussion group on a 
problem such as symptom formation in hys- 
teria, the meaning of delusions and hal- 
lucinations, or the evidence for the existence 
of active unconscious processes with com- 
parison of how different men engaged them- 
selves with these problems. The historical 
material in such standard histories as Bor- 
ing’s History of Experimental Psychol- 
ogy(7) or Zilboorg’s History of Medical 
Psychology(62) could furnish guides to 
more intensive reading. Similarly, small dis- 
cussion groups utilizing such survey arti- 
cles as “Animal Research and Psychiatric 
Theory,” by Frank Beach(2), or “Psycho- 
somatic Problems; Methodology, Research 
Material and Concepts,” by Paul Hoch(27), 
would help residents to orient themselves to 
current methods, Everyone will have his 
own preferences as to which published ex- 
periments seem to him to be worth studying 
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and since our field is very large no attempt 
will be made here to indicate comparative 


excellence. The major emphasis should be on 


how the experimentalist went about his job. 
and not on the end results. For beginners 
in the field of psychosomatic medicine I 
would stress the value of those experiments 
which correlate psychological patterns with 
the simplest physiological functions, the 
simpler the better, 

I have had no recent experience with 
laboratory courses in psychology or psychi- 
atry. There are many texts in the former 
field. Perhaps similar courses might be tried 
in psychiatric residencies with real benefit, 
but most teachers I know prefer to spend 
their time on the supervision of the daily 
clinical questions of residents which is, of 
course, also a laboratory. Perhaps we need 
more leisure and maturation before we can 
set up laboratory exercises in psychiatry 
which are worth the effort. Certainly most 
of the older demonstrations in hypnosis, ani- 
mal maze running, conditioning experiments, 
nonsense syllable learning, association-motor 
or galvanic skin reflex techniques, etc., will 
not satisfy the needs of a man now in resi- 
dency training, but it seems to me that the 
newer conditioning, perception, and learning 
experiments might be of genuine interest 
(Liddell, Horsley, Gantt, Cantril, Klein, 
Holt, et al.). 

As stated from the beginning, however, 
formal discussion about scientific method, 
valuable as it may be to experts at appro- 
priate times is not the most essential aspect 
of the teaching. Students should know that 
there are many approaches possible and be 
given a chance to see them in action, as it 
were, but this will not alter the basic diffi- 
culties between a man and his medium. That 
research can be categorized into such sub- 
divisions as descriptive, historical, experi- 
mental, philosophical, prognostic, sociologi- 
cal, and creative, and that each has its own 
conventions does not loom large in the over- 
all picture (61). I believe that as a matter of 
general interest and orientation residents 
should read the outstanding essays by such 
leaders as A. N. Whitehead(58, 59, 60), 
Bertrand Russell(49), Max Planck (41), 
Albert Einstein (50), P. W. Bridgman (10, 
11), Sir Charles Sherrington (51), J. R. 


Oppenheimer(40), and Niels Bohr(6, 18). 
The mathematicians and physicists have 
much to offer us in methods, perspectives, 
and wisdom. Their imaginativeness and tol- 
erance are an inspiration for those who are 
laboring in different media with much less 
advanced methods. Their courage in solv- 
ing extraordinary dilemmas furnishes hope 
that we also may make better sense out of 
man in action. 

Before closing, I would like to mention 
a number of books which are not easily clas- 
sified since they range over a wide variety 
of formal, informal, and even familiar dis- 
cussions of the investigator and his work. 
I would like to recommend these books 
highly since I have derived both pleasure 
and understanding from them. Although 
they are not as searching in the personal 
sense as the work of Kubie and Roe re- 
viewed earlier, they do provide insights 
which are valuable to many workers, There 
is no effort here at completeness and many 
more might be added, but I choose those 
which emphasize the human side of the ex- 
perimenter’s work. Foremost among these 
is Claude Bernard’s Introduction to the 
Study of Experimental Medicine(3), first 
published in 1865, which is known to you 
and needs no praise from me. On re-reading 
it, I find many useful discussions which point 
up questions in psychiatric research. An- 
other worthwhile classic is The Art of 
Thought by Graham Wallas (57). The sec- 
tion on “The Scientist and Science” in H 
Poincaré’s Science and Method(42) has 
some sound insights into the subjective as- 
pects of his work. Two more old friends 
are Cannon’s The Way of an Investigator: 
a Scientist's Experiences in Medical Re- 
search(14) and Ramén y Cajal’s Precepts 
and Counsels on Scientific Investigation(44) 
(whose subtitle is “Stimulants of the 
Spirit”) which help us in our efforts to 
bridge the gap. Two other books with much 
subjective material about the investigator are 
those by W. I. B. Beveridge on The Art of 
Scientific Investigation(5) and The Scientist 
in Action by W. H. George(23). The lat- 
ter promises more than it delivers but has 
these thoughts in the preface. 


This book is about science as action—as just one 
type of human action, practiced by a few men, and 
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action may seem, its achievements leave no doubt 
of the tremendous human potentialities when, as in 
science, all questions of "why ?", of creed, of valu 
or of nationality are completely ignored. 
Studies of scientific method are common enough, 
but in this book the treatment is strictly scientifi 
... In abandoning traditional views, scientific re 
search is here treated as a problem in human action; 
The very basis of science—the observable facts 
seen as a certain type of human experience, and the 
scientist himself becomes a part, not only of 
apparatus, but of his results also... . To talk 
about science without talking also about the scien 
tist is rapidly becoming meaningless [p. 9]. 


As a last recommendation, I like 
article by W. F. G. Swann on The Naturi 
of Research in Physics(54). With deligh 
ful humor he examines a number of thé 
more personal aspects of research in a labo 
ratory using concrete illustrations of the 
patterns of motivation and behavior under 
laboratory stress. The psychiatrist with @ 
little practice would be as much at home it 
terpreting these action patterns as he woul 
in the clinic. His summary at the end oi 
his paper may be of interest to us in oui 
search for likely young men. 


And so, to sum up this rather long speech, if yol 
should ask me what I deem to be the characteristit 
of the successful researcher, I would say that he 
a mixture of characteristics which do not always 
seem consistent one with the other. And yet, 0 
course, in the last analysis, there is consistency and 
only in a superficial sense is there inconsistent: 
Our researcher should preferably be endowed wil 
a strong desire to find new truths of nature. In? 
slightly lower plain, he should enjoy the battle 
overcoming difficulties, He should plan his f% 
searches in terms of units of accomplishment rathet 
than in terms of time spent. He should develop ti 
characteristic of working under pressure. 
within, Sometimes he should be highly logical f 
analysing his problem to the extent that efficient 
dictates by rigorous mathematical procedures 
Sometimes he should dismiss logic in the superfici 
sense and simply try things or even proceed s 
rule of thumb. However, in this connection 
temptation to potter is very great and the 
searcher should resist that temptation and keep ^. 
eye continually on the main goal. The research 
should try and develop in himself, through prop 
appreciations of orders of magnitude and sim 
knowledge, the same kind of sensitivity to 
phenomena of nature which he is investigating. 
he has in dealings with the things of ev i 
life. The successful researcher must possess e 
power to stick at a thing until he has given Ws 
ever procedures he is adopting a reasonably t 
Chance of success. However, he must have © 
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courage occasionally to make a complete break, in 
the sense that he alters completely his attack upon 
the problem, This is perhaps one of the hardest 
things to do; for if one has spent months along 
certain lines and is asked to discard all the work he 
has done for a different method of approach; he 
cannot avoid a feeling of depression. There is 
confort, however, in the fact that frequently the 
time apparently lost has not in reality been wasted, 
but has served to bring into more clear focus than 
otherwise would have been possible the merits of 
the final procedure which has been decided upon. 
The true researcher, by his very nature, cannot 
live continually in the realms of mental bliss. 
Sometimes he is very happy, sometimes he is very 
depressed. If one should plot his happiness against 
the time, with the horizontal axis representing zero 
happiness, with points above representing positive 
happiness and points below, unhappiness, one would 
obtain a curve with many peaks above and below 
the axis. In many callings one’s curve lies a little 
above the axis, and has few hills in it. For my own 
part, I would rather be sentenced occasionally to the 
dungeons of despair, if, by this means, I could oc- 
casionally be allowed to see the mountains, than I 
would live on the smooth plain where there are no 
mountains, no crevasses, and nothing of interest in 
sight fore or aft, and where one was continually 
conscious of the fact that the next most important 
thing in his life would be his funeral [pp. 43-44]. 


I do not know how these young men will 
call themselves to our attention, but I hope 
we can recognize them and help them when 
they arrive. 


SuMMARY 


. Research in psychiatry as in other dis- 
ciplines is a vital necessity, not a luxury. 

2. Psychiatrists have several functions in 
improving research: actual participation, ac- 
tive and passive support, and the study of 
investigators. The enormous importance of 
unconscious motivation to work patterns is 
now better appreciated. 

3. In order to improve discovery and ex- 
perimentation, we need to know more about 
it as an art, as a science, and as an industry. 
The human elements in research are only 
now becoming the object of serious study. 

4. Science as “empirically reduced empir- 
icism" (Conant) is held to be the most ad- 
vantageous strategy at this time. 

5. The ways in which men really work at 
experimentation is both a worthy and a pos- 
sible object of study. The case history 
method is cited as a means of acquainting 
those without practical experience of the 
hazards of research. 
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6. The need for long-term studies is em- 
phasized. Many psychiatrists can make a 
personal contribution by writing of their 
own struggles, and also by careful reporting 
of their experience with professional inves- 
tigators. 
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DISCUSSION 


Jons Romano, M. D., Rochester, N. Y.—I fe 
Dr. Brosin's first draft and listened today! 
his talk with interest and appreciation. Certall 
there is little room for disagreement with his € 
position of needs and objectives for : 
research in psychiatry. Whether the oft-quols 
figure of 9 million patients in the United Sta 
will prove to be valid is questionable in my opi? 
Currently, case finding techniques and report 
are hardly precise enough to support the quos 
figures, with the notable exception of patients CO 
mitted to institutions. The quoting of such fgh 
indicating magnitude and urgency may serve 
constructive propaganda to alert and to enlig?? 

inistrative government officials and foundatt 
directors in determining how and where public! 
private monies may be diverted to psychiatric í 
search. It may also serve to inform all citizen? 
the nature of the problem. I question, however 
awareness of either the magnitude or the ure 
of the problem necessarily initiates or sup! 
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subtle and gross, and often unrelated to the reality 
needs of the problem pursued. 

It is generally agreed that there are equally im- 
perative needs for research in medical fields other 
than in psychiatry. It is assumed that more funda- 
mental research is taking place in the other 
clinical fields by a greater number of talented and 
seasoned researchers. Whether this is actually so 
I cannot say. However, impressions obtained from 
personal and random. observations in 6 university 
medical centers in the past 20 years has not con- 
vinced me that amy clinical medical discipline can 
boast of a surfeit of unusually creative investiga- 
tive minds. All fields must compete for the creative 
mind, as they compete today for financial support 
from public and private resources. 

In general, early in this century, psychiatric re- 
search was conducted by individuals, usually un- 
aided by grants. The generosity of the American 
foundations to psychiatric research in the second 
quarter of this century is well known and generally 
appreciated by the psychiatric profession. In the 
past 9 years since the Seventy-ninth Congress 
passed the National Mental Health Act, the federal 
government through the United States Public 
Health Service has contributed meaningfully to the 
support of psychiatric research as well as to train- 
ing programs. 

Even though the record of achievement is notable 
in many respects, there remains the impression 
that there has been a lag in psychiatric research as 
compared with the pursuit of new knowledge in 
other clinical medical fields. Whether this is so 
when viewed in proper historical perspective isa 
question which can only be answered later. The 
conventional apology for the lag is usually com- 
posed of the following factors: the complexities of 
the study of biology in human as contrasted with 
mammalian concepts ; multiple causality in multiple- 
person fields of action; the great difficulty in deal- 
ing with segments or parts of human behavior; the 
inevitable time limitations in studying human 
growth and development; the immediate and pri- 
mary concern of therapy and the healing art in the 
urgent need to care for the sick; the lack of facili- 
ties for research; the lack of skilled investigators 
and extraordinarily limited funds for this purpose. 
By no means is this an exhaustive or complete enu- 
meration of the factors often presented as reasons 
for the lag. It is also well known that there are 
very few persons engaged in investigative work who 
may serve as models with whom the young career 
investigator may identify. The psychoanalytic in- 
stitutes, with a few exceptions, have conducted 
themselves more like the postgraduate didactic 
medical schools of the early part of this century. 
In these, more attention has been directed towards 
the communication of existing knowledge and skills 
as they relate to the healing art and technical 
craftsmanship rather than to critical scrutiny of 
existing data and to the pursuit of new knowledge. 
. It is also well known that there has been an 
increase in the number of new departments of 
Psychiatry in medical schools which have become 
major departments in such centers. However, these 


at present are still few in number. They are young 
in department age and have had necessarily to de- 
vote energies initially to organizational, clinical 
service, administrative, and teaching areas. 

I believe another significant factor in the develop- 
ment of psychiatric research in this country relates 
to the, fact that the United States Public Health 
Service grants for research necessarily through 
Congressional mandate have had to be based on 
project research. In my opinion the officers of the 
United States Public Health Service through the 
National Institute of Mental Health and the many 
civilian consultants who have participated in the 
recommendation of allocations for project research 
deserve high tribute from all of us for their devoted, 
perceptive, and intelligent discharge of their as- 
signments. However, the fact remains that as yet 
it has not been possible to provide the use of fed- 
eral money for research purposes other than 
through the medium of ad hoc project research. 

It is heartening to learn of the development of 
a more liberal and farseeing policy in various foun- 
dations leading to grants for unrestricted research 
interests and for career fellowships. The 5-year- 
Markle Foundation scholarship in medical science 
is an excellent example of critical selection of po- 
tential leadership in medical science. The recent 
establishment of career fellowships from the Ameri- 
can Heart Association and more recently in psy- 
chiatry by the United States Public Health Serv- 
ice are further examples. The Foundation Fund 
for Research in Psychiatry has also adopted long- 
term policies similar to those mentioned. It would 
be my firm hope that it may be possible for those 
who allocate money, both public and private, to 
return to some of the principles advocated and fol- 
lowed many years ago by that wise man who had 
so much to do with the renaissance of medical edu- 
cation in our nation, namely, Abraham Flexner, 
whose policy it was to select men critically, to bet 
on them so to speak, to give them what they needed 
to do their work, and then to let them alone. 

There is need, I believe, for unrestricted money, 
money that can be used to subsidize research schol- 
ars who would be able to work on problems at 
preproject level, that is, to pursue knowledge for 
its own sake, the relevance of which would be de- 
termined by the investigator and the university 
department and not by a foundation or other source 
of money. I have no hesitation in saying that the 
university department has a serious responsibility 
in establishing a climate of opportunity for the 
person who wishes to work on problems. I believe 
this climate of opportunity requires models of re- 
search scientists with whom others can work and 
become identified, I disagree with the oft-quoted 
statement that the opportunity for research in this 
field should be restricted only to seasoned clinical 
veterans. I feel the opportunity should be open to 
persons at all levels of sophistication and experience 
with proper attention to the safety of the patient 
or human subject. I don’t believe that one can 
enforce or command research interests. I believe 
that the university department must be able to 
create opportunities for those who wish to pursue 
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their interests under the guidance and assistance of 
more experienced persons. Currently there is a 
feeling that psychiatric research must necessarily be 
team work necessitating a constant intercommunica- 
tion between persons with different perceptions and 
experiences. I feel at times that this movement has 
become somewhat evangelistic. My own feeling is 
that some persons may wish to work alone for 
brief or extended periods. Others may feel more 
comfortable and may be able to be more creative 
when they share their experiences and ideas with 
others of similar beliefs or with very different be- 
liefs and experiences. I am sure that the success of 
any multidisciplinary group effort depends to a 
great degree on its spontaneity and natural growth 
rather than on a mandatory table of organization. 
I believe that research results from highly personal 
internal psychic pressures and is not necessarily 
altruistic. It has something to do with curiosity, 
with persistence, with tenacity, with imaginative- 
ness, with discipline; it is multi-motivated and 
variously manifested. I hope sincerely that it may 
be possible to persuade those who allocate money 
to do so not only for project or program research 
but to allow persons at various levels of experience 
to pursue their ideas as they wish. It is important, 
too, that those responsible for leadership be per- 
ceptive and alert to the unusual creative minds 
who come to their attention. Every opportunity 
should be taken to stimulate and interest them, to 
foster and to help them in their search for the 
solution of ideas and problems in their minds, 
Recently the National Institute of Mental Health 
has been established as a research institute. There 
has also been discussion as to the possibility of 
establishing special types of research institutes in 
psychiatry. The following statement made by me 
Previously relates specifically to consideration of 
an institute designed for research in the field of 
psychoanalytic psychology. However the statement 
also deals generally with the controversial prob- 
lem of the special institute as contrasted with the 
university, and I shall take the liberty of quoting 
from my statement in order to explain my position 
in this matter: I am in full agreement with the 
principles that psychoanalytic Psychology, both 
through method and substance, has introduced oper- 
ational hypotheses which have made possible a 
better understanding of human growth and develop- 
ment, of health and disease, and of personality 
function. I am also in agreement that I know of 
no alternative method or body of knowledge which 
is currently as useful and as promising in the 
study of human behavior, If we assume that the 
staff or faculty of such a special institute be re- 
cruited from those persons who have acquired ad- 
vanced scholarship in the method and knowledge 
of psychoanalytic psychology, will this restrict or 
marrow their perception of human behavior? Will 
such a group be concerned principally with logical 
extensions of existing knowledge? There is no 
question in my mind that this would be very profit- 
able and very useful. In other words, the group 
would share in common the acceptance of certain 
working hypotheses, would attempt to verify ob- 
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jectively, and in doing so would attempt to obj 
greater precision of knowledge and predictive vah 
Is it possible that such a staff with a common 
of concepts and limited clinical material will fy 
it more difficult to perceive human behavior di 
ently than in the way in which they have bet 
trained and with which they have experience? Ip 
appears to me that opportunity should be afforded 
junior persons particularly, to observe human be 
havior without necessarily having the same 
ceptual framework of their seniors. From suh 
observations, it may be possible to experience whl, 
has been called the inductive leap, to create net) 
concepts as yet unintelligible in terms of the cla 
sical theory of one or other existing science Jj 
thought disciplines. I am not convinced that th 
university department may necessarily provide 
an opportunity, but I believe that it may be bel 
able to do so in terms of the younger scientist a 
in terms of the broader clinical experience whichi 
afforded him. 

In my opinion, progress in psychiatric researd 
will result from the establishment of opportuni 
and adequate facilities for the creative minds among) 
us, now and in the future. We shouldn't become 
too impatient. In the past hundred years there hayi 
been only 5 persons, Charles Darwin, Louis Pas 
teur, James Clerk Maxwell, Albert Einstein, al 
Sigmund Freud who have been able to make th 
inductive leap. 


DISCUSSION 


Jacon E. FrwEsiNGER, M. D., Baltimore, Md= 
It has been a pleasure to read and to hear Dm 
Brosin's paper. This is a scholarly and thouelt 
provoking contribution in a current and vital até 
Dr. Brosin with his usual thoroughness has 0 
cussed the personal, sociological, and many OU 
factors which bear upon discovery and experime 
in psychiatry, In discussing this paper, I show! 
like to mention some impressions of the a 
residency program, comment briefly upon a few 0 
the psychological factors most likely at work lf 
the investigator. I shall describe briefly some of " 
teaching attempts in dealing with the problem f 
Brosin has presented. 1 

There is no lack of agreement that research 
needed in psychiatry and its allied fields. Ye 
ago we believed that our research effort coul 
pand adequately if the necessary funds and dá 
sonnel were available. In recent years fands £ 
research and for training have become aval’ 
and yet many of us close to the scene have 0 
disturbed. The number of young men and W 
going into psychiatry has greatly increased. * 
influence of psychiatric and dynamic concepts » 
felt in many departments in the medical pr 
allied professions, Yet, many of us, including ^7 
Brosin, I believe, feel disturbed at what appear 
be a lag in the rate of progress in researc? 
opening up new frontiers, in developing new Fi 
ries, or in establishing the validity of ext 
theories. I agree with Dr. Brosin that we see 
paratively little research interest on the part or b 
residents. There is great interest in learning 
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treat patients, and in fitting clinical phenomena into 
psychodynamic theory. I have been impressed dur- 


ing the last decade with the persistent need on the 


part of residents and young psychiatrists for fol- 
lowing closely to the well-defined theoretical line 
and a hesitation to consider alternate hypotheses 
to explain the complex behavior of patients. It 
seems that our training has misfired in some way. 
To be sure, we have been able to develop in our 
residents a sensitivity in recognizing the subtle 
cues given by patients and the subtleties of trans- 
ference and countertransference phenomena. Yet 
I fear that the zeal for conforming to theory leads 
to a lack of boldness in re-examining the raw data 
closely and critically in the hopes of achieving 
still more fruitful insights. I sense a reluctance to 
grapple with the nonverbal and verbal details of 
clinical material, except in strict conformity with 
current psychodynamic theory. It is as though our 
training has put too high a premium on the ac- 
ceptance of theory—as though it has libidinized 
theory at the cost of freedom of thinking. The 
libidinization of even a productive theory can strike 
right at the roots a process which must not be 
blocked if we are to do meaningful exploration and 
research in psychiatry. 

It is essential that our young psychiatrists have 
psychoanalytic training. This training they must 
acquire in institutes, usually outside of the uni- 
versity and differing from the university in his- 
tory, traditions and values. This difference may 
play a role in our current dilemma regarding re- 
search. The fact that the training analyst without 
academic support can afford little time for research 
tends, I believe, to allow the student to identify 
with a model whose work is largely teaching and 
practice. It is hardly necessary to point out the 
importance of identification in the subsequent 
career of the student. This problem may be 
largely resolved when training in psychoanalysis 
becomes a university function and when accredita- 
tion is entrusted to an independent organization. 

Our plight in psychiatry may be no worse than 
in medicine or surgery, or for that matter, in other 
technical schools. It may well be that the motiva- 
tion of those who go to medical school is pri- 
marily to practice and that the potential investigator 
becomes weary of the long arduous training of 
the physician topped by additional years of train- 
ing in psychiatry and psychoanalysis. Dr. Brosin 
has referred to the economic problems of the 
young psychiatrist and his involvement in other 
commitments, which direct his professional course 
in ways not conducive to productivity in research. 
But clear it is that if we are to play a part in 
resolving this dilemma, work needs to be done in 
studying these manifold problems and in evaluating 
our teaching and training in this respect. 

To understand how new knowledge comes about, 
we cannot limit our concern to any one segment 
of the investigator’s career. The motivation, the 
special gifts and talents necessary for a success- 
ful and productive career in research must have 
roots in earlier experiences. The work of Dr. Anne 
Roe and the interesting paper of Dr. Kubie are 


beginnings in understanding this area. If time 
permitted, I should like to tell you of a patient I 
had in analysis. This patient was a physical 
anthropologist who persisted in his interest even 
though his field was being supplanted by the more 
modern branches of anthropology. My work with 
him taught me much about at least one investi- 
gator. In trying to unscramble the many events 
in his past life which could be related to his 
motivation, I would have to give high priority to 
some early experiences which seemed meaning- 
ful. This patient's father was a sculptor, and he 
recalled being terrified of the torsos and unfinished 
sculptures in his father’s studio. There were recur- 
rent anxiety dreams of statues without heads and 
arms. As a child he would bury dead animals and 
after a time dig them up to see if the skeletal bones 
were still there. This activity was a dominant 
interest in his life at this time—and he recalls 
the feeling of relief and accomplishment in finally 
setting up the skeleton of a cat or a rabbit. I shall 
spare you the details of the free associations 
which related this material on the one hand to 
personal anxiety and conventional castration ma- 
terial, and on the other hand to his motivation 
and specific choice of research activity. Does 
the motivation of every researcher, successful or 
not, represent an attempt at dealing with repressed 
anxiety—as this clinical material seems to indi- 
cate? I would not know the answer. We do know 
that many of the activities of the researcher stir 
anxiety or at least tension. Waiting for the 
experimental results to come in, pushing for the 
data to disprove one’s own pet hypotheses; these 
require the capacity to take tension, I could cite 
numerous examples from our teaching experience 
to illustrate how forcing the student to broaden 
his horizon, to cut through the barriers which 
segregate one discipline from another, produced 
tension and anxiety which in some instances dis- 
rupted the learning process, Yet some degree 
of tension may be necessary, for as we all know, 
there exist social institutions whose function seems 
to be to effect closure, to offer certainty, and by so 
doing dampen the bold inquisitive spirit of man. 

It would seem that in the psychological devel- 
opment of the individual and his motivation there 
are many facets which influence the choice of 
special areas of investigation and the tools or 
processes used. I would believe it possible that 
the fixation in any or several of these experiences 
may account for the special meanings that research 
has for different investigators. Some are concerned 
with theoretical hair-splitting; tc others, it means 
belonging to a selected fraternity of dedicated indi- 
viduals; and to still others, it may offer another 
administrative opportunity of getting involved in 
the business of research. 

When some of these activities become the major 
goal, whether the researcher is aware of this or 
not, the probabilities are not great for contribu- 
tions to the field. Occasionally advances are made 
in spite of the confusion in goal—occasionally 
fortuitous circumstances come to the rescue, and 
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some ideas and material can be salvaged by the 
rescue squad. 

The fact that many of the traits and actions of 
the investigator show roots deeply buried in earlier 
experience does not necessarily imply that they 
cannot be modified. Perhaps certain traits such 
as persistence, the capacity to stand tension, can 
be kept from being disruptive only when the 
personal support of a teacher or a colleague is 
available. I have seen—and I am sure that many 
of you have had similar experiences—students 
and younger colleagues learn to cut through exist- 
ing barriers in thought and fashion, and make 
new and productive associations. Occasionally one 
sees younger colleagues learn to get closer to the 
more fundamental aspects of a problem and carry 
over the same shrewdness and sensitivity to other 
problems. It may well be that people like Freud 
and Einstein need little help from others. Yet 
as Dr. Brosin mentions, we don’t see many such 
and, hence, feel justified in pursuing teaching and 
training programs to develop and support gifted 
investigators. 

So the problem remains—what can we do as 
teachers and investigators to stimulate attitudes, 
interest, and skill in study and working which 
may result in further discovery and experiment 
in our field? Whatever we do must take into 
account the human dynamics and the best avail- 
able information in these areas. 

I would agree that the conventional didactic 
methods of training medical students have not 
stimulated a large scale production in research. 
Our point of attack can well be earlier than that 
of the residency in psychiatry. Ideally we would 
like to begin even before formal schooling to do 
everything possible to foster certain attitudes 
and an orientation to the world we live in. The 
first real opportunity is in the selection of medi- 
cal students. Here one feels the great need for 
research in screening devices to help select those 
students specially gifted in flexibility in thinking. 
Our selection devices, I believe, would be more 
effective if they could be more operational and 
rely on the actual performance of a candidate in 
solving problems closely akin to the work of the 
investigator. 

We are concerned with fostering certain atti- 
tudes—attitudes toward people and toward the 
subject matter. The medical student obviously needs 
information to be a doctor. Yet the acquisition 
of sound information is not the only goal. It might 
be preferable to put the emphasis primarily else- 
where, on trying to understand how science comes 
about and on the process of obtaining and validat- 
ing fact. Since the doctor works with human 
beings, human values—personal as well as social 
values—become vital. In order to deal with the 
multidimensional factors in disease, it is necessary 
for most students, trained as they are at present, to 
break down the interdisciplinary barriers even 
though they are man made. A goal in this area 
would be to help the student move back and forth 
from the biochemical and physiological to the 
psychological and sociological levels. We would 
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prefer to have the student navigate with em 
competence and security in all of the cont 
areas important in medicine. In considering 
one area of subject matter, one of the obj 
is to achieve flexibility in vertical locomoti 
that the student can move up and down 
observation to theory, to presupposition, to hun 
We need to create situations of high interest 
the medical school which would enable the stu 
to speculate beyond the fixed borders of km 
edge and allow him to use his imagination to 
plain what he knows and to speculate in the al 
which he, and for that matter no one else, kno 
We would allow the set to force the use of imagi 
tion—the important requirement being that 
student know at what level the material he 
dealing with happens to be. Such an approadi 
believe, would in some measure counteract 
trends in current scientific thought which Whit 
head decries. The role of teachers of variousd 
ciplines from philosophy to biochemistry becom 
apparent if we consider our job to be moret 
the teaching of “facts.” Perhaps we may 
consider ways and means for allowing the stud 
to acquire experience not only in the accu 
observation of the phenomena but in the gro 
rules of theory building, based on these obsen 
tions. This is indeed a tall order, and the prob 
is how to achieve this in the present social sif 
ture of the medical school, with its understand 
emphasis on information and practical skills: 
have often felt that a great deal of the time 
the medical student could well be spent in acd 
ing the attitudes and the operational skill net 
to struggle with problems in these broad att 
of speculation, E 

But is there not a danger in this emphasis 
theoretical areas, and would this not in 
with the more conventional goal of seeing 
that the medical student obtain sound informat? 
I do not believe that these are exclusive. 
medical school and the hospital offer ideal oP 
tunities in the study of patients; this subject 
ter is of importance and has high interest Y 
to the student. Clinical observations are empl 
and can be used as the raw material from W 
speculation flows. There is always the de 
that speculation for the sake of speculation 
comes an end in itself. This type of activity” 
some value, to be sure, in forcing adherent 
logic and developing verbal and intellectual fac? 
I believe that the student has a different OP” 
experience when speculation becomes a Mi 
toward solving the clinical problem presenta 
the patient. 

We are attempting as best we can to carn | 
this type of teaching and training in undergra? 
work with medical students and in graduate 
with residents. A patient or the recorded m 


Írom a patient is observed by a large 2 915 


to explain a particular phenomenon as comP^ 
as possible, and to recognize and explore the 
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resolved problems to the limit. The role of the 
teacher is that of a catalyst, rarely a resource 
person. He uses minimal activity and intervenes 
only when the process of inquiry is halted or 
bogs down. The nature of the problem and the 
nature of the responsibility change with the state 
of the student’s development. The resident is 
concerned with more complicated issues, and the 
young investigator may become involved in a 
research problem of his own choosing—but the 
method of operation and the role of the teacher 
are essentially the same. As the student progresses 
the teacher can withdraw more, and more and 
assume the role of a colleague. 

The suggestions that Dr. Brosin makes of 
reading the classics in psychiatry with full atten- 
tion to the biography of the author and the setting, 
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the use of the case history method, the develop- 
ment of laboratory courses, the use of courses in 
statistics and in research design and methods, and 
the broad reading all are worthy and should be 
explored and evaluated. To me, they do not sup- 
plant the type of learning experience I have tried 
to describe. The purpose is basically to enable the 
student to become involved and directly participate 
in an experience of high interest, to scrutinize the 
experience, draw inferences from the experience, to 
try to explain it, to use his imagination to the hilt 
in speculating about it, and then if possible to gen- 
eralize about it. I believe that the meaningful learn- 
ing which often occurs in these teaching situations 
offers one approach to discovery and experiment. 
I should like to thank Dr. Brosin for this oppor- 
tunity to discuss his clear and thoughtful paper. 
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NasHvILLE, TENN. * 


Many studies on the effect of treatment 
and the prognosis of mental disease in state 
hospitals have been published. In the older 
literature the argument as to whether or not 
mental disease was curable was widely dis- 
cussed in medical journals. Parsons(r) in 
1884 and others recognized that discharge of 
patients was no criterion of recovery. He 
pointed out that quite ill patients were at 
times discharged while many who seemed 
well were not. In 1938, Romano and Ebaugh 
and, in 1939, Malamud and Render surveyed 
the prognosis of patients diagnosed as having 
one disease, schizophrenia. In one of these 
studies the authors (2) ignore the problem of 
discharge vs. improvement, and all discharged 
patients are scored as improved and all re- 
maining in the hospital unimproved. In the 
other(3) the authors note the discrepancy 
between improvement and discharge but did 
not publish their tabulation. 

With the increased emphasis on active 
treatment in state hospitals and with the 
mounting statistics on the effectiveness of 
lobotomy in particular, it seems increasingly 
important to study the factors that influence 
the discharge of patients. Though discharge 
has relationship to recovery, obviously it is 
not equivalent to it. This paper will seek to 
determine which of a number of factors sur- 
veyed most influenced discharge, readmis- 
sion, and, to a lesser extent, improvement. 


METHOD 


As indicated in the title, only female pa- 
tients were used and, for practical reasons, 
only white patients. Two hundred and six 
of approximately 800 such patients available 
were selected primarily on the basis of their 
responsiveness, positively or negatively, to 
friendly greeting on the ward. If, after brief 
interview, it was felt that a patient possessed 


1Vanderbilt University Department of Psy- 
chiatry and Tennessee Central State Hospital. 
? USPHS Fellow in Psychiatry, 


576 


personality assets that could be sufficient for 
rehabilitation and discharge, Binet Vocabu- 
lary and cards I, III, and VIII of the Ror- 
schach were administered and recorded. 
These findings were collated and a score of 
the patient's “treatability’—which in the 
charts is called “ego”—was made on a six 
point scale, o—5. Zero indicates absence of 
defect and 5 maximally defective. The fol- 
lowing were also scored on a 6-point scale: 
age, length of stay (at the time of screening), 
skill, education, and family status ( Table I). 
Diagnosis as made by hospital staff was noted 
but was not used as a scoring criterion. 

Formal treatment of various types (to be 
described later) was given to certain patients, 
and at the end of 2 years discharges and re- 
admissions were noted, and most of the pa- 
tients in the study group remaining in the 
hospital were re-evaluated as to “ego” rating. 
The results were tabulated and subjected to 
statistical analysis. Since there was little so- 
cial work with patients’ families (10 to 15 
cases were served briefly), this study in a 
way represents a study of the "natural his- 
tory" of patients in a state hospital. 


RESULTS 


Of the 206 patients under study, 66 or 
32% were discharged at some period during 
the 2 years. Twenty-five or 3896 of those 
discharged were readmitted, and, of these, 
6 or 24% were redischarged. The number 
classed as discharged at the end of the study 
was 47 or 23% of the total group. Since our 
interest lay in what factors facilitated dis- 
charge, we shall focus our attention on the 
66 primary discharges and take up second- 
arily the readmissions. 

The relationship of the scored variables to 
discharge are found in Table 2 and to read- 
missions in Table 3. Since the numbers are 
small, it was found that the results were 
more meaningful if data were grouped to 
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TABLE 1 
CATEGORICAL EVALUATION OF PATIENTS 


LENGTH OF 


NO OBSERVED LESS THAN 
— bees | 20.29 e ee ee 
NEUROTIC 
DEFENSES SKILLED WORKER 
4 HIGH SCHOOL | DOMESTIC SKILLS 
E paid acs GRADUATE (COMPETENT) 
WITH DEFINITE 5-9 YEARS 
EGO DEFECT 
UNDER POOR 
EGO 60-69 | 10-19 YEARS 


NEVER 
DETERIORATED ELE AND ILLITERATE EMPLOYED 


MARRIED WITH 
LIVING CHILDREN 


HAVE BEEN 
MARRIED AND 
BORNE CHILDREN 


1-2 YEARS 


WIDOWED WITH 
LIVING CHILOREN 


IMPAIRMENT 
OBSERVABLE 


RESPONSIVE MARRIED 
NO 


CHILDREN 


SIXTH GRADE TO 
HIGH SCHOOL 


ARTISTIC SKILLS 
ONLY 


WIDOWED 
NO 


CHILDREN 


TABLE 2 
RELATION OF DIAGNOSIS AND RATING SCORES FOR SIX CRITERIA TO DISCHARGE ` 


DIAGNOSIS"! 


nota one ror 
"PE 
"TN 
Ppl a 
0 |208| 66 |140 |206 8 140 |206 


h O=SCHIZOPHRENIA S- OTHER 
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TABLE 3 


e OF DIAGNOSIS AND RATING SCORES FOR SIX CRITERIA TO READMISSION 
OF DISCHARGED PATIENTS 


PERCENT DISCHARGED 


(1) O= SCHIZOPHRENIA S + OTHER 


RELATION OF VARIOUS CHARACTERISTICS OF PATIENTS TO RATE 
OF DISCHARGE, TOGETHER WITH 95% CONFIDENCE INTERVALS. 


O 
0% 345 01,2345 0 5s 0% 345 201345045 C 5 € 5 T3 


EGO AGE LENGTH OF EDUCATION SKILL MARITAL IMMED, CHILDREN SCHIZO- 
STAY FAMILY PHRENIA 


Fic. 1. 
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form a dichotomy, and comparison made be- 
tween 2 contrasting categories for each vari- 
able. A chart of the relationship of these to 
discharge is presented showing probable lim- 
its of chance variation (Fig. 1). Only one 
variable (ego) was found to be probably sig- 
nificant in terms of readmission: (Fig. 2). 
Ego.—Though 38% of the better inte- 
grated patients (categories I, II) were pri- 
mary discharges as opposed to 3076 of the 
more deteriorated ones (categories III, IV, 
V), this difference is not statistically signifi- 
cant. This factor does play a part in readmis- 
sion rate since only 1696 of categories I and 
II were readmitted compared with 47% of 
categories III, IV, V. This is probably sig- 
nificant (P=.04). 
Influence 
Discharge: Not Significant 
Readmission: Probably Significant 
Age.—A greater percentage of patients un- 
der 50 were discharged (379) than those in 
older age groups (249%). However, the dif- 
ference is slight and is due mainly to an in- 
terrelationship between age and length of stay 
(see below). When data were tabulated ac- 
cording to both age and length of stay, age 
in itself had no apparent effect on discharge 
rate, 
Influence 
Discharge: Not Significant 
Readmission: Not Significant 


RELATION OF EGO SCORE TO PERCENT 
READMITTED AFTER DISCHARGE, TOGETHER 
WITH 95% CONFIDENCE INTERVALS. 


PERCENT READMITTED 
8 8 8 


Length of Stay. — The chance of discharge 
of a patient who has been in the hospital 
under 1 year is about 5 times as great as of 
those who have remained longer (707% to 
1395). The probability of discharge falls 
abruptly after 1 year, and rate changes but 
little after that time. It should be noted that 
this category does not take into account the 
duration of the illness prior to admission to 
the hospital or the type of onset, abrupt or 
gradual. 

Influence 
Discharge: Highly Significant 
Readmission: Not Significant 

Education—A smaller percentage of pa- 
tients with high school education or more 
were discharged than of those with less edu- 
cation. The less well-educated included 3 
illiterates, but the bulk of the group had more 
than sixth grade and less than high school 
education. 


Influence 
Discharge: Significant 
Readmission: Not Significant 
Shill.—Only 1 category, the largest, com- 
petent at domestic skills (category II), 
seemed to have any favorable influence on 
discharge. This effect was found to be ap- 
ent rather than real, however, and is re- 
lated to the more significant variables, educa- 
tion and family status. 
Influence 


Discharge: Not Significant In Itself 
Readmission: Not Significant 


Marital-Maternal.—For purposes of com- 
parison, the categorical selections in this 
group were put together in 3 combinations : 
(1) married as opposed to single patients; 
(2) those with and those without immediate 
families; and (3) those with and those with- 
out children. 

Of the following groupings: patients who 
were married, had immediate families, or had 
children, had a better chance of discharge 
than their opposed pair, the former two sig- 
nificantly so. The effect of having had chil- 
dren on patient discharge rate was less im- 
portant than the other 2 groupings. 

Influence 


Discharge: Significant 
Readmission: Not Significant 
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Schizophrenia.—Of the 206 patients 110 
or 53% carried a staff diagnosis of schizo- 
phrenia, and 52 or 25%, manic depressive 
psychosis. Twelve other diagnostic catego- 
ries were represented ; 23 of the patients were 
considered “organic,” and 9 psychoneurotic. 
The discharge rate for patients diagnosed 
schizophrenic was 26% ; for manic depres- 
sive, 37% ; for all others including “organic,” 
41%. The discharge rate for all patients 
other than schizophrenic was 39%. The re- 
admission rate after discharge for patients 
diagnosed schizophrenic was 38%, identical 
with the total group. 

Influence 
Discharge: Not Significant 
Readmission: Not Significant | 

Treatment.—The effect of treatment is 
found in Table 4. Patients for treatment 
were unselected as far as the study was con- 
cerned. They were chosen primarily by per- 
sonnel who were unaware of the patient's 
position on the rating scales. A patient was 
said to have received individual psychother- 
apy if she was seen more than 10 times in 
therapy sessions lasting from 30 to 60 min- 
utes. Psychotherapy groups met 1 to 3 times 
weekly for periods as long as 2 years. No 
group contained more than 10 patients. Rec- 
reation therapy was carried out by one 
worker with a group of about 15 patients. In 
this they were seen several hours 5 days a 
week in activities designed to stimulate inter- 
ests: painting, clay modeling, music apprecia- 
tion classes, dancing, croquet, putting on 
plays, group singing. This continued for 
about 2 years. Electroconvulsive therapy was 
administered to patients who showed mood 
disturbance only and was administered in the 
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usual manner I to 3 times a week. Though 
these therapies could not be considered inten- 
sive, they had no effect on the discharge rate. 


Influence 


Discharge: Not Significant 


Discussion 


When this work was originated, it was 
designed to study the effect of various treat- 
ments on recovery in state hospitals. Since 
it was the personality of the individual that 
was to be treated, we expected that the cate- 
gory, ego, would be the most important factor 
influencing discharge and that the younger 
age groups would be discharged more read- 
ily. Consequently, these categories were at 
first weighted by multiplying the former by 3 
and the latter by 2. A total score was then 
computed and the best 143 patients (by these 
criteria) were selected, 72 to be treated and 
71 as controls, and the remaining 63 patients 
who had been scored were excluded. This 
treatment-control separation proved imprac- 
ticable because of the constantly shifting 
ward population and was abandoned. Treat- 
ment was given to these and other patients 
not in the study group. At the end of the 
2-year study period, go of the patients in the 
original group who had remained in the hos- 
pital and who were available were rescored 
as to ego. Results are shown in Table 5. The 
fact that more patients improved than deteri- 
orated was unrelated to formal treatment. 

It was surprising to us when the data were 
collected to find that personality evaluation 
of patients treated and the type of therapy 
administered had no apparent effect on dis- 
charge or improvement. It was startling 


TABLE 4 


RELATION OF TREATMENT TO DISCHARGE 


EGT. 
GROUP PSYCH. 
RECREATION 

mom PSYCH. 


RECEIVED TWO OR 

MORE TYPES 0) 

TOTAL RECEIVING ANY THERAPY 
TOTAL RECEIVING NO THERAPY 


TOTAL GASES 66 


[^ m] 


on Coses receiving two or more types of theropy are also listed 


under each treatment. 


1955] 
TABLE 5 


RELATION OF TREATMENT TO CHANGE IN EGO RATING 


— 


IMPROVED | UNCHANGED | DETERIORATED | TOTAL 


CHANGE IN EGO RATING 


TREATMENT 


TREATED 
UNTREATED. 


TOTAL 


when we examined the 63 patients who, 
though scored, had been excluded from the 
study because of poor scores to find that they 

were discharged at rates identical with the 
"better" patients. At this point we had the 
sociological data subjected to statistical anal- 
ysis, and the foregoing results were ascer- 
tained. 

]t will be seen that there is one highly sig- 
nificant fact which relates to discharge, 
length of stay, and several others which, 
though of varying significance, play some 
part. Length of stay, family status, educa- 
tion and ego were each divided into 2 broad 


W. F. ORR, R. B. ANDERSON, M. P. MARTIN AND D. F. PHILPOT 


581 


categories one of which favors discharge, the 
other mitigates against it, thus: 


Favorable Unfavorable 

codes codes 
Length of stay... 0 1-5 
Family status. 0-3 45 
Education .. 3.45 0,1,2 
. 123 45 


Rates of discharge of patients according to 
the presence of o, I, 2 or more than 2 un- 
favorable factors were then determined (Ta- 
ble 6). In this, length of stay (major factor) 
was treated separately from the other 3 
(minor factors). Results are shown graphi- 
cally in Fig. 3. 

Inspection of this shows a gradatim in 
which probability of discharge varies from 
96+4.1% for patients with no unfavorable 
factor to 7+3.4% for those who have 3 or 
more factors, including length of stay, un- 
favorable. It should be emphasized that these 
relationships obtain in this study regardless 


TABLE 6 


ONE MINOR 
FACTOR 


UNFAVORABLE 


TWO MINOR 
FACTORS 
UNFAVORABLE 


LENGTH 
OF | FAMILY | EDUCATION 
stay | 45 0,1,2 


NO UNFAVORABLE FACTOR | 22 | 


[x | x | x | tree wwewmwomae | 1 | 3 [5 | | 
LL || mason Factor unravoraaue| e | te | ze | ait 9.1% | 


MAJOR AND ONE 

MINOR FACTOR 
UNFAVORABLE 
MAJOR AND TWO 


OR MORE MINOR 
ACTORS UNFAVORABLE 


DISCHARGE RATES ACCORDING TO PRESENCE OF UNFAVORABLE FACTORS, 
TOGETHER WITH 95% CONFIDENCE INTERVALS. 


0 
[2 UNE CD a 
UNFAVORABLE FACTORS Y 
Fic. 3. 


of diagnosis and treatment. If these data 
prove true in other hospitals, they may serve 
as a base line on which it will be possible to 
evaluate the effectiveness of therapy or thera- 
pies in an institution of this sort. 
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SUMMARY 


Factors that statistically significantly in- 
fluence a female patient’s discharge from 
Central State Hospital favorably are (in de- 
scending order of significance): (1) Length 
of stay, (2) Limited education, and (3) Pos- 
session of immediate family. 

Factors, among others, that do mot signifi- 
cantly influence discharge rate are: (1) Age, 
(2) Diagnosis, and (3) Treatment. 
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Insulin coma therapy was first employed 
at the Pennsylvania Hospital on December 8, 
1936, and has been in continuous use since 
that time. This follow-up study was under- 
taken in order to evaluate its use in schizo- 
phrenia, and includes all patients treated 
through December 31, 1951. In this period, 
781 persons were given 903 courses of treat- 


ment. This represents approximately 50,000 


individual treatments. There were 5 deaths 
during treatment, and 2 cases of morbidity 
due to central nervous system injury follow- 
ing prolonged coma. All patients referred by 
the staff to the insulin therapy unit were pri- 
vate. patients, and were accepted for treat- 
ment regardless of prognosis, provided there 
was no medical contraindication. The aim 
of treatment has been to produce as deep a 
coma for as long a period as is safe for the 
patient. Therapy was given 5 days a week, 
and the average course required 3 months of 
hospitalization. 

The treatment we consider ideal consists 
of 13 to 2 hours of coma, of which an hour 
is in second stage(1), a maximum of 1 hour 
in third stage, and a maximum of 25 minutes 
in fourth stage (extensor rigidity of arms 
and legs). Although our technique has been 
described elsewhere(2), it should be noted 
here that prior to 1945 Sakel's technique was 
followed, and since that time we have em- 
ployed a rapid increase method of insulin 
dosage developed by Shurley(2), which 
shortens the induction phase of the treat- 
ment. Electroconvulsive therapy is used in 
combination with insulin coma if by the 
thirtieth coma hour the patient has failed to 
show significant improvement. The ECT is 
administered when the patient is in second 
stage coma. The number of treatments is 
determined by the patient’s clinical course. 
Treatment is terminated 2 weeks after a 
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stable improvement or recovery has taken 
place, or after the sixtieth treatment day, by 
which time the patient will have received 60 
to 90 hours of coma, and a minimum of 18 
ECT, if combined therapy is given. Insulin 
treated patients are discharged home if at 
all possible within a week of the last treat- 
ment, and are followed by the referring psy- 
chiatrist. 

Variation in the diagnostic point of view 
has been minimal during the period of this 
study because the diagnoses were made by 
the same chief of services, Elmer V. Eyman, 
or the staff under his direction. The diag- 
nostic criteria have closely followed the 
A.P.A. Diagnostic and Statistical Manual, 
first edition. All but 42 of the 781 treated 
were diagnosed as schizophrenic. The eval- 
uation of immediate results was made by the 
hospital staff and insulin therapist at weekly 
conferences. 

Follow-up information was obtained by 
letter from patients’ families, referring phy- 
sicians, and other hospitals. Because of their 
generous cooperation, we received data from 
85.5% of all patients one year after treat- 
ment, from 65% after 5 years, and 60% 
after 14 years. The data were gathered over 
a period of 2 years, and were then assembled 
in groups according to the number of years 
the patients had been followed. Those 
treated in 1937 and 1938 form the basis of 
the 14-year follow-up group, with 54 of the 
90 patients heard from; the 12-year fol- 
low-up is based on 97 of the 172 patients 
treated between 1937 and 1940; the 5-year 
follow-up, on 320 reports out of the 491 
treated between 1937 and 1947; the 1-year 
follow-up, on 668 of the 781 treated between 
1937 and 1951. These data are presented in 
Table 1. 

We lost contact with 243 patients before 
the completion of their full follow-up pe- 
riod ; 185 of them were out of hospital, mak- 
ing satisfactory progress and 58 were in hos- 
pital at the time of their last report. Tf we 
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TABLE 1 
Cowrosrre REsuLTS Accorpinc To Perron or For Low- vr“ 


1 

i 1 
ge gs EH 
780 999 528 
710 909 353 
6890 882 296 
668 85.5 284 
526 71.9 219 
438 67.4 169 
389 689 141 
320 652 103 
267 637 83 
218 ÓLI 70 
204 64.5 60 
177 666 56 
97 569 26 

54 600 11 


* All percent are based 
to treatment and 14 suicides) reported 


during 14-year 
had complete reports from this group, it is 
likely that they would have shown a follow-up 
course similar to the group we did follow. 
The effect of these missing data on our sta- 
tistics would have been to increase the num- 
ber of patients who were improved or well 
in the first follow-up years. The number of 
first relapses and the number receiving sub- 
sequent inpatient treatment would also have 
been considerably larger than reported below. 
In order to simplify the data for statistical 
purposes, the status of each patient was 
graded in I of 3 categories, either +, +, 
or —. Under (+) we included patients who 
at the end of treatment had recovered (free 
of symptoms, with awareness of having been 
psychotic), or were much improved (free of 
symptoms, without awareness of psychosis), 
or improved (loss of most symptoms, with 
lessened morbidity, able to adjust outside of 
hospital); and those during the follow-up 
period who were out of hospital, either well, 
improved, working, or at their pre-psychotic 
adjustment. Under (+) we included pa- 
tients considered at the end of treatment to 
have made only slight improvement (such as 
improvement in behavior in hospital, suc- 
cessful adjustment to convalescent ward but 
unable to leave hospital because of residual 
symptoms) ; and those during the follow-up 
period who were at home with symptoms, or 
in borderline psychotic adjustment not re- 


25 3 T 
F shee TI DELIA aL c cq 
T PH o: i 
$$ 855 = ES 
i EEEH HT: Hi i ELI $ 
67.7 — — 61 7.9 187 23.9 
49.7 — — 128 180 228 321 
429 131 19.0 123 17.8 268 389 
42.5 128 19.0 100 14.9 272 407 
41.6 85 16.1 75 142 2 43.3 
38.5 67 153 59 13.5 208 475 
36.2 57 146 49 12.6 197 50.6 
322 40 12.5 39 12.2 174 54.4 
31.1 30 11.2 31 11.6 151 56.5 
32.1 23 10.5 26 11.9 120 550 
338 20 98 23 11.2 112 549 
31.6 18 10.1 27. 25.2 92 51.9 
26.8 8 8.2 15 15.5 56 57.7 
20.4 Gu ILI 8 14.8 33 61.1 


on number of patients Ula given period. There were 39 deaths (including 5 due 
period. 


quiring hospitalization. Under (—) we in- 
cluded patients who were unimproved at end 
of treatment, and those during the follow-up 
period who remained hospitalized, or had 
recurrences of psychosis requiring hospitali- 
zation. Whenever we lacked an actual re- 
port of a patient for a given follow-up inter- 
val, his status was interpolated, based on 
data received in later reports. 

The immediate result in our series of 781 
patients was 67.7% improved or recovered; 
7.9% slightly improved; and 23.9% unim- 
proved. Table 1 shows the progress of these 
persons during the follow-up period. We 
must emphasize that at least 451 patients, oF 
58% of all those treated, received some kind 
of inpatient psychiatric treatment (psycho- 
therapy, ECT, insulin coma therapy, or lo- 
botomy) subsequent to insulin coma therapy 
at the Pennsylvania Hospital. As noted in 
Table 1, the number of patients in the im- 
proved and recovered group who did not re- 
ceive subsequent treatment is less than 20% 
of the total followed at each given follow-up 
period. The relapse data are presented in 
Table 2. 

Table 1 reveals that the percentage of per- 
sons having a favorable follow-up course 
drops steadily to 32.2% at 5 years after 
treatment. At 12 years, the percentage falls 
to 26.8%, and at 14 years only 20.4% of 
those followed were considered to be well or 
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TABLE 2 


Patients WHO Dw Nor ReLArse; Tuose WHO Dm Nor IMPROVE; AND THOSE Wo 
RrLAPsED Durine FOLLOW-UP. 


8 PT PRA 2 

Ha PE T F * és 2 E P A 

A IA Eo HD sE dab 

„ 32 EE 52 f gee Ps 25 193i 

follow-up ee 844 T 48 EE gaa | Ba 88 2 2 

Vears No. % No, % No. % 

* 139 19.5 90 12.6 473 666 148 313 443 
T 131 19.0 89 12.9 317 46.0 68 21.4 64.6 
Tied 128 19.0 86 12.8 246 36.8 44 18.7 77.7 
a 85 16.1 71 13.5 159 30.2 16“ 10.1 82.6 
dia 67 15.3 61 13.9 125 28.5 29 23.2 91.2 
4. 57 14.6 55 14.1 86 22.1 4* 46 92.4 
5. 40 12.5 50 15.6 65 20.3 17 26.1 97.5 
6 30 11.2 45 16.8 38 14.2 —* — 97.5 
7 23 10.5 38 174 31 14.2 4 12.9 98.7 
8. 20 98 36 17.6 24 117 — — 98.7 
10. 18 10.1 30 16.8 22 124 3 13.6 99.6 
1273 8 82 18 18.5 9 9.3 — — 99.6 
14 6 11.1 13 24.1 12.9 1 14.3 99.9 


improved. Bond(3), in a study of 156 schizo- 
phrenic patients admitted to the Pennsyl- 
vania Hospital in years prior to the use of 
the shock therapies, found that 16% of the 
patients had improved or recovered within 
5 years of admission. In a larger study (10), 
Bond found an 18% rate of improvement or 
recovery in 5 years, with an additional 8% 
having improved and relapsed by the fifth 
year from admission. Using this as a con- 
trol group, with an improvement or recovery 
rate of 26%, we note that insulin coma ther- 
apy, with a rate of 67.6% immediately im- 
proved or recovered patients, appears to be 
2j times as effective in schizophrenia as 
hospitalization alone without shock therapy. 
Twelve years after treatment (and in most 
cases, after various other treatments sub- 
sequent to insulin coma therapy), the per- 
centage making satisfactory progress in the 
treated group is no greater than in the con- 
trol group. 

We did not tabulate our patients' total time 
in hospital. From a group of insulin treated 
patients who improved or recovered between 
1940 and 1945, Bond found an average hos- 
pitalization of 73 months, with the majority 
having spent less than 5 months as inpa- 
tients. In the control group (1925-34), the 
average hospitalization time was 9 months 
for those who improved or recovered without 
Shock therapy. The immediate effect of in- 


one 5 
x The low relapse rate every second year is an artifact due to manner of assembling relapse data. 


sulin coma therapy on hospitalization is two- 
fold: it shortens the average hospitalization 
time, and enables 23 times as many patients 
to leave the hospital as would have been ex- 
pected to leave in the preshock years. 

Table 2 shows the posttreatment course of 
individual patients in certain groups, and 
may be regarded as a longitudinal sample in 
contrast with the cross-sectional sample of 
Table 1. It also shows those who had con- 
tinuously favorable courses after insulin 
with no relapses or subsequent treatment; 
those who remained continuously psychotic 
throughout the follow-up period regardless 
of type of subsequent therapy; and those 
who relapsed following insulin coma therapy. 
The relapse rate is based on the number of 
patients who were making satisfactory prog- 
ress up to the beginning of each given period 
(Table 2, col. 6 and 7) and therefore were 
capable of having a relapse. 

After 5 years, there were only 40 persons, 
or 12.5% of those followed, who had re- 
mained well without relapse or further treat- 
ment. After 5 years, there were 50 patients, 
or 15.6% of those followed, who had re- 
mained sick without improvement regardless 
of subsequent treatment. It is noteworthy 
that such a small proportion of those fol- 
lowed failed to reveal any potential for im- 
provement in the first 5 years following in- 
sulin coma therapy. That the percentage 
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continuously ill increases with the length of 
follow-up reflects the decreasing number of 
follow-ups received from nonhospitalized pa- 
tients. 

Of the group with a favorable response to 
treatment, 334 or 63.3% had at least one 
recurrence of psychosis following insulin 
coma therapy. Forty-four per cent of all 
these first relapses occurred within 30 days, 
and 78% within the first year following 
treatment (Table 2, col. 10). The rate of 
first relapse does not appear to follow any 
definite pattern, but varies between 13% and 
30% of those remaining well. The high re- 
lapse rate suggests that insulin coma therapy 
does little to protect the patient from recur- 
rences. 

We have correlated the immediate results 
of treatment with various factors in the pa- 
tient that may be of prognostic significance, 
and tested the significance of the data by the 
chi square method. Our findings closely 
agree (with the exception of Table 4) with 
Cohen(4) who reported on 639 patients 
treated with insulin coma therapy. 

The probability of the distribution of 
numbers in Table 3 occurring by chance is 
30% ; we conclude therefore that the differ- 
ence in results between the males and fe- 
males is not statistically significant. 

Table 4 shows a significant association 
between age of patient and outcome of treat- 
ment. The percentages indicate that patients 
16 and under have a poorer prognosis than 
those who are over 16 at time of treatment. 
The majority of our patients were ill less 


TABLE 3 
IMMEDIATE RESULTS AND SEX OF PATIENT 


Sex Tox — Total % 95x *:— 


Male ..... 212 28 89 329 644 85 271 
Female ... 316 33 103 452 69.9 7.3 221 


co Sp o ret 
TABLE 4 


IMMEDIATE RESULTS AND AGE OF PATIENT 
AT TREATMENT 


+ 
Age + r Total 964 * S vi 

16 or under.. 12 14 26 46.1 538 

17-34 387 185 572 67.6 32.3 

35 or over... 125 53 1:8 70 298 
X= 6011. 


P = between 2 and 5%. 
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than 2 years (Table 5). Had we been treat- 
ing chronically ill patients, the factor of dur- 
ation of illness may have cancelled out the 
significant association between age and re- 
covery. This was apparently the case in 
Cohen's study. 

Table 5 shows a highly significant asso- 
ciation between results and duration of ill- 
ness, The psychotic process is less easily in- 
terrupted the longer it continues. In terms 
of prognosis, 9o days after starting insulin 
coma therapy 16 out of 20 patients ill less 
than 6 months can be expected to be able to 
leave the hospital improved or recovered; 
after 2 years of illness, only 11 of 20 patients 
can be expected to benefit significantly. 

The results (Table 6) are not significantly 
associated with the number of coma hours. 
Since the length of treatment and therefore 
the number of coma hours is dependent on 
the clinical response, we believe it is of sig- 
nificance that the optimum results are ob- 
tained in that group which received from 30 
to 60 hours of coma. In practice, we con- 
sider 60 hours of coma a minimum course 
for those who do not show a favorable re- 
sponse, and we much prefer to give such pa- 
tients 60 to 100 coma hours before termi- 
nating therapy. 

There is no statistical association between 
results and the administering of ECT. Asin 
Table 6, the factor of selection has to be 
taken into account. The group given ECT 
had not made good progress on insulin alone 


TABLE 5 
IMMEDIATE RESULTS AND DURATION OF ILLNESS 
Duration of illness 
(months) + + — Total % 9x %— 
Under 6 . . 252 18 40 310 813 58 129 
612 67 9 26 102 657 88 255 
12-24 ..... 55 6 31 92 508 65 337 
24+ ...... 144 28 90 262 549 107 343 
S 50.972. 
PS ess than 1%. 
TABLE 6 


IwwEDrATE ResuLTS AND Hours or CoMA 
(Stace 2 AND DEEPER) 


Hours of 
coma + + — Total % . %t %— 
Under 30. 77 13 38 125 616 104 280 
30-60 .... 240 22 69 331 725 6.6 208 
60+ ..... 204 25 86 315 647 79 273 


X3— 7.293. 
Pedes 10 and 20%. 
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TABLE 7 
Imueprate RrsULTS AND Use or ECT COMBINED WITH INSULIN 
z SE — Total h+ 96 K %— 

Combined with ECT....... 17-0220; 26 86 351 68.1 74 24.5 
Not combined with ECT.. 289 35 101 425 68.0 8.2 23. 

X?=.2110. ‘ 

P = 90%. 


and might have been expected to make a 
poorer over-all showing. On this hypothesis 
it seems that ECT increases the number of 
positive responses to treatment to the level 
of the group who made good progress on 
insulin alone. 

Table 8 shows a high degree of statistical 
correlation between diagnosis and response to 
treatment. The outcome in the hebephrenic 
group was much poorer than the expected 
improvement rate of 67.7%, and the results 
in the unclassified schizophrenic group were 
somewhat better than the expected rate. The 
nonschizophrenics also showed a relatively 
poor response to treatment. 

The likelihood of the results in Table 9 
occurring by chance is so great that we con- 
clude that the outcome is not associated sig- 
nificantly with the presence or absence of 
prior treatment. 

Patients receiving a second course of in- 
sulin treatment do significantly less well than 
on the first course (Table 10). We believe 


this poorer outcome is associated with the 
longer duration of illness, since the results of 
second course correspond closely to those 
obtained in the group sick 2 years or more. 
Of the 86 who were (+) on first course, 
there were 56 (+), 16 (+), and 15 (—) 
at the end of second course; of the 5 who 
were (+) on first course, 2 were (+) and 
3 (—) on second course; of the 31 who 
were (—) on first course, 8 were (+), 6 
(+), and 17 (—) at the end of second 
course. 

There is a significant association between 
the weight gained during treatment and the 
clinical response (Table 11). The more 
weight gained, the better the outcome. The 
weight gain probably reflects the weight lost 
by the patient at the onset of psychosis. We 
believe that a marked weight loss at onset of 
psychosis is related to a strong combat 
against the illness, and is a favorable prog- 
nostic sign. 

The data in Table 12 are close to statistical 


TABLE 8 
IwMEDrATE RESULTS AND DIAGNOSIS 
Diagnosis * € — Total f + 9⸗⁰ K Q — 
Paranoid schizophreni a 243 33 76 352 69.0 9.3 21.6 
Catatonic schizophrenia .. A 4 20 75 68.0 5.3 26.6 
Hebephrenic schizophrenia 7 31 74 48.6 9.4 41.9 
All other schizophrenia..... 13 44 218 738 6.0 20.2 
Other psychoses ess 4 14 42 57.1 9.5 33.3 
S 22.498. 
P= less than 176. 
TABLE 9 
TMMEDIATE RESULTS AND OTHER TREATMENT PRIOR TO INSULIN THERAPY 
e + — Total % + Yr %o— 
Previous treatment 171 16 66 253 67.6 6.3 26.1 
No previous treatment... 357 45 122 524 68.1 8.6 23.2 
X?= 1.676. 
P= 40%. 
TABLE 10 
Tue Errect or A SECOND COURSE OF INSULIN TREATMENT 
: 7 ES E Total % + ht %— 
First insulin course .. 86 5 31 122 70.5 4.1 25.4 
Second insulin course. . 64 22 36 122 524 18.0 28.7 


X? = 14.304. 
P = less 5 1%. 


TABLE 11 


IMMEDIATE RESULTS AND WEIGHT GAINED 
DURING TREATMENT (1945-51) 


(uen AES Rie INA bal 

O-10 wees 56 35 91 61.5 38.4 
10-20 ..... 141 44 185 76.2 23.7 
20-3400 58 21 79 734 26.6 
BO+ ..... 43 7 50 86.0 14.0 

X?= 11.418, 

P= less than 1%, 
TABLE 12 


IMMEDIATE RESULTS AND TOTAL TIME IN 
Srace IV Coma (1949-51) 


„ Nin 

0-I .. 62 23 85 72.9 27.0 

1-2 + 49 8 57 85.9 14.0 

2-3 . 28 14 42 66.6 33.3 

3+ 5 5 33 84.8 15.1 
nc diua s and 10%, 


significance: they suggest a possible relation- 
ship between total hours of deep coma and 
outcome of treatment. When we have more 
data, we shall report it in further detail, since 
it has been a matter of some controversy 
whether deep coma therapy produces better 
results than light coma therapy. 


Discussion 


Our findings reveal a potential for recov- 
ery from schizophrenia ; 85% of the patients 
followed showed a capacity for improvement 
or remission within the first 5 follow-up 
years, 67% having responded to insulin and 
18% to additional inpatient treatment fol- 
lowing failure of insulin coma therapy. Only 
15% remained continuously psychotic during 
the first 5 follow-up years (Table 2). It is 
clear that insulin coma treatment is an effec- 
tive agent in altering the immediate outlook 
in schizophrenia. 

The long-term picture is not so bright. On 
the basis of the high relapse rate, it is evi- 
dent that insulin coma therapy does not pro- 
duce a permanent resistance to schizophrenia, 
even though in a few of our cases it appears 
to have done so. At best, insulin treatment 
gets the patients back to their prepsychotic 
level ; it is a separate task to help these peo- 
ple maintain this adjustment through sup- 
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portive psychotherapy, environmental ma- 
nipulation, or further shock treatments. Even 
this is not enough. Long-term, intensive 
psychotherapeutic efforts must be made to 
bring about a correction of the internal fac- 
tors that predispose these persons to regress . 
to psychosis. One advantage of insulin coma 
treatment is that it does not interfere with 
psychotherapy. The majority of patients are 
more accessible and emotionally responsive 
to the therapist during the waking up from 
coma than at any other time. Whenever the 
resident or referring psychiatrist is prepared 
to give the time for intensive psychotherapy, 
we defer the use of ECT because of its in- 
terference with concomitant deep psycho- 
therapy. 

Although it has been our primary purpose 
to review follow-up data, we wish to state 
briefly our concept of the mode of action of 
insulin coma therapy. Physiologically, the 
repeated attacks upon integrated somatic 
functioning are associated with a marked im- 
provement in autonomic responsivity(5), 
endocrine function, and body weight. Psy- 
chologically, the treatment is almost always 
experienced by our patients as death fol- 
lowed by return to life(6). The significance 
of deep coma may be that it produces the 
feeling of having died; light coma rarely 
does. The therapy imposes a situation of 
dependency and helplessness upon the pa- 
tient, in which the need for feeding and 
being mothered becomes a matter of life or 
death. We believe the repeated gratification 
of these needs does something to lessen the 
need for regression to psychosis. Also of im- 
portant psychologic value in the recovery 
process are the gain in weight, and the group 
interrelationships that develop among the 
patients, and between patients and staff. 
Translated into the practical terms of ouf 
daily insulin unit practice, we strive to pro- 
duce deep coma in the patient, and a warm, 
mothering attitude in the nurse. 


SuMMARY 


1, Insulin coma therapy at the Pennsyl- 
vania Hospital produced an immediate 1m- 
provement or remission in 67.7% of 780 
patients treated between 1936 and 1951. 
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2. At least 334 patients, or 63.3% of all 
patients who originally improved, had a re- 
lapse; 44% of all these relapses occurred 
within 30 days, and 78% within 1 year of 
treatment. A second insulin course brought 
about an improvement or remission in 5276 
‘of 122 patients who had relapsed. 

3. Factors associated with the most favor- 


able prognosis include: age over 16, psy- 


chosis of less than 6 months’ duration, with 
a clinical picture of paranoid, catatonic, or 
undifferentiated schizophrenia ; and if during 
treatment the patient receives at least 30 to 
60 coma hours and gains more than 30 
pounds in weight. 

4. We conclude that insulin coma therapy 
is effective in restoring the schizophrenic 
patient to his prepsychotic adjustment. This 
restoration to health is not accompanied. by 
a permanent correction of the factors that 


predispose the patient to regress to schizo- 
phrenia. 
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THE EEG CHANGES IN UNILATERAL AND BILATERAL 
FRONTAL LOBOTOMY * 
RICHARD D. WALTER, M.D., CHARLES L. YEAGER, M.D., 


LESTER H. MARGOLIS, M. D., ano ALEXANDER SIMON, M. D.? 
San Francisco, Cauir. 


Though the early postoperative changes in 
the electroencephalogram following surgical 
lobotomy have been well described in the 
literature(1, 2, 3), little study appears to 
have been made concerning the duration or 
reversibility of these changes. In addition, 
the possibility that the postoperative tracings 
may in some way be correlated with the de- 
gree of clinical improvement also appears in 
need of investigation. With these considera- 
tions in mind, an attempt has been made in 
this study to construct a composite picture of 
the electroencephalographic changes occur- 
ring as a result of unilateral and bilateral 
surgical lobotomy. 


CASE MATERIAL 


Tracings from 150 patients were utilized 
in this review. The majority of cases were 
psychotic. They had been institutionalized 
for relatively long periods and had not re- 
sponded to other forms of somatic treatment. 
Of these cases, 125 were diagnosed schizo- 
phrenia (43 paranoid, 30 catatonic, 18 hebe- 
phrenic, and 34 of mixed type). In addition 
there were 14 cases of involutional melan- 
cholia, 5 with manic-depressive psychosis, 4 
with obsessive compulsive psychoneurosis, 
and 2 cases of psychosis with epilepsy. The 
duration of illness was as follows: 11 patients 
had been ill from 1 to 2 years, 52 from 3 to 
5 years, 44 from 6 to 10 years, 29 from 11 
to 15 years, 7 from 16 to 20 years, and 7 
from 21 to 35 years. One hundred forty- 
three were females and 7 were males. This 
disproportion resulted from the character 
and physical limitations of the wards in that 
only a limited number of male patients could 


1From the University of California School of 
Medicine and the State of California Department of 
Mental Hygiene, the Langley Porter Clinic. 
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be accommodated. Age distribution was as 
follows: 5 patients were in the second decade 
of life, 32 in the third, 53 in the fourth, 34 in 
the fifth, 21 in the sixth, and 3 in the seventh. 


OPERATIVE PROCEDURES 


One hundred seventy-one surgical proce- 
dures were performed on the 150 patients; 
117 were bilateral, Poppen type operations 
in which the white matter was sectioned 
through burr holes in the plane of the coronal 
suture and the sphenoidal ridge; 54 opera- 
tions were unilateral, 27 on the left and 27 
on the right. Many of the patients had 2 
separate unilateral operations, the last being 
on the opposite side and separated by a period 
of from 4 to 7 months; 9 patients had left- 
sided operations only and 5 had right-sided 
operations only. Two other cases are in- 
cluded, 1, a cingulate topectomy on the left, 
and the other a severance of the fibers from 
the cingulate areas bilaterally. All cases were 
operated upon between 1949 and 1952. They 
were selected for this study solely on the 
basis that an adequate pre- and post-operative 
EEG tracing had been secured. This would 
then exclude those cases who died shortly 
after surgery; hence no adequate statement 
can be made regarding operative mortality 
in this series, 


EEG TECHNIQUE 


The 458 records in this study were all 
obtained using a 6- or 8-channel Grass ma- 
chine. Needle electrodes with both ear-to- 
scalp and scalp-to-scalp technique were used 
routinely. All major areas of the head were 
covered, including the frontal, temporal, pa- 
rietal, and occipital regions. Tracings in all 
cases were secured preoperatively and 9 days 
postoperatively, with continued serial trac- 
ings in many patients as long as they could 
be followed, in some cases for a I- to 3- 
year period. In interpretation, particular 
attention was given to focal activity, the 
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amount and frequency of the slowing of 
a nonparoxysmal type, and areas exhibit- 
ing asymmetry and asynchrony. All records 
which demonstrated the slow activity were 
further divided into 3 groups as follows: 
tracings that revealed only mild degrees of 
slowing, usually in the 4-7 cps frequency 
range, tracings showing moderate degrees 
of slowing with 2-4 cps activity, and tracings 
containing a great deal of 1-4 cps activity 
of wide distribution. In addition, records 
showing paroxysmal cerebral dysrhythmia 
were classified into 3 groups: mild, moder- 
ate, and severe, based on the quantitative 
amount of paroxysmal activity, as revealed 
by inspection. 


FINDINGS IN THE PREOPERATIVE RECORDS 


Seventy tracings, of the 150, taken pre- 
operatively from each patient were consid- 
ered to be normal, and 18 of the records ex- 
hibited low voltage fast activity; thus, mak- 
ing a total of 88 records considered within 
normal limits and 62 abnormal tracings. 
Forty-four records of the abnormal group 
contained varying amounts of paroxysmal 
dysrhythmia; 10 of the records contained 
both paroxysmal and nonparoxysmal slow 
activity, and 5 were considered to contain 
mild degrees of slow activity. Three of 
the 150 records displayed focal abnormality, 
without any clinical neurological findings. 
Twenty-nine of the 62 abnormal records 
were interpreted as containing abnormalities 
most probably related to electroconvulsive 
therapy administered within the preceding 
3 weeks of the preoperative tracing. For 
the most part, this consisted of slow non- 
paroxysmal activity of a nonfocal nature. 


RESULTS AFTER BILATERAL LOBOTOMY 


One hundred of the 117 records taken 9 
days after a bilateral operation contained 
the greatest degree of slowing in the frontal 
areas, However, in only 21 of these records 
the slow activity was found to be limited to 
the frontal leads, and a rather wide variation 
was encountered, in that slow activity ap- 
peared in many nonfrontal positions. In 33 
of the 117 records, the slowing, as charac- 
terized by 1-4 cps waves, appeared in de- 
scending prominence both in frequency and 


R. D. WALTER, C. L. YEAGER, L. H. MARGOLIS AND A. SIMON 591 


amplitude in the frontal, temporal, and pa- 
rietal areas, and to a lesser extent in the 
temporal leads. Nineteen of the records 
contained fronto-temporal slowing, and 5 
records demonstrated fronto-parietal slowing. 
Other variations were found in 8 records 
with the greatest degree of slowing in the 
temporal rather than the frontal leads, and 
one record with the greatest degree of slow- 
ing in the parietal lead. Also, in those with 
bilateral operations, 5 of the records con- 
tained unilateral slow foci in the frontal areas, 
perhaps indicating the difficulties encoun- 
tered in the placement of symmetrical surgi- 
cal lesions. Three records taken during this 
postoperative period were within normal 
limits. Twenty of the 117 records contained 
prominent asymmetry and asynchrony in 
the temporal areas. 


RESULTS AFTER UNILATERAL LOBOTOMY 


In the postoperative tracings taken 9 days 
after the initial unilateral procedure, focal 
slowing on the side of surgery was apparent 
in 26 of the 34 cases. In 4 cases the slowing 
was equal on the two sides, and in 4 cases 
the slow foci appeared on the side opposite 
the surgical procedure. Following a second 
unilateral operation, the EEG picture be- 
comes more complex, but in general it ap- 
peared that the record from the most recently 
operated side was characterized by higher 
potential and greater slowing extending over 
the frontal, temporal, and parietal areas. 
After a period of 2 to 3 months, the records 
were indistinguishable from those obtained 
from patients with bilateral operations. 


DURATION OF EEG ABNORMALITY 


Bilateral Lobotomy.—Serial tracings con- 
ducted on bilateral lobotomized patients in the 
postoperative period demonstrated a gradual 
reduction in potential of the slow activity 
and an increase in its frequency. In a group 
of 42 patients followed for one year, only 
5 had normal records. The remaining 37 
records demonstrated predominantly mild to 
moderate degrees of slow activity limited to 
the frontal areas. In another group which 
was followed for 2 years, 2 of 29 cases had 
normal records, with the records of the re- 
maining 27 cases again showing slow frontal 
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activity. Another group followed for 3 years 
had abnormal records in 17 out of 19 cases, 
again demonstrating slow activity of mild 
to moderate degree in the frontal area. The 
remaining 2 cases had normal records. 

Unilateral Lobotomy.—1n the 14 patients 
undergoing a single unilateral operation, 3 
had tracings taken more than one year after 
surgery. One of these was normal, and the 
other 2 contained moderate degrees of slow 
activity, limited to the frontal area of the 
operated side. In the group of patients 
having 2 separate unilateral operations per- 
formed, 8 had tracings taken from 2 to 3 
years after their last surgery. Only one rec- 
ord in this group was normal, the other 7 
showed mild to moderate slowing in the 
frontal leads of about equal prominence on 
the two sides. 

Postoperative Seizures.—Aside from the 
immediate postoperative period of ro days, 
17 of the 150 cases had clinical seizures fol- 
lowing surgery, while only 2 patients had 
preoperative seizures. The convulsions in 
I5 cases may then be considered as being re- 
lated to surgery, giving an incidence of 10%. 
Though seizures occurred in the group under- 
going single unilateral lobotomies, the group 
is not sufficiently large (14) to make a valid 
comparison with the bilateral group (117) 
in regard to the incidence of postoperative 
seizures. The preoperative records in the 
group of patients eventually developing con- 
vulsions demonstrated paroxysmal activity 
in only 2 of the 17 cases. However, the post- 
operative tracings taken 9 days to 6 months 
after surgery, in 10 of the 17 patients with 
convulsions, exhibited definite paroxysmal 
activity. 


RELATIONSHIP BETWEEN THE EEG AND CLINI- 
CAL IMPROVEMENT 


One hundred and ten patients in this series 
have been followed clinically for 6 months or 
longer. These included patients with both 
unilateral and bilateral operations. Accord- 
ing to their clinical status, these patients 
were divided into 4 groups as follows: those 
showing no improvement after surgery, 
those showing slight improvement, and those 
showing moderate or marked improvement. 
The criteria used for the selection of these 
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TABLE 1 
Extent or CLINICAL IMPROVEMENT 
None Slight Moderate Marked 
No. of patients 9 20 49 27 
No. % No. % No. % No. % 
Normal records. 0 0 210 1 2 0 0 
Slightly slowed 
records 1 11 420 3 6 2 8 
Moderately slowed 
records ........ 5 55 945 41 83 22& 
Markedly slowed 
records ........ 3 33 525 4 8 31 


groups have been described in a previous 
paper(7). The postoperative EEG's taken 
9 days after surgery on these cases were then 
classified into 3 groups depending upon the 
degree of slowing, whether slight, moderate, 
or marked. Table 1 and Fig. 1 indicate that 
the percentage of records containing degrees 
of slowing is different in the. 4 clinical 
groups. Slowing of a moderate degree is 
most prominent in those patients who had 
moderate to marked clinical improvement, in 
contrast to the high percentage of markedly 
slowed records in those who exhibited only 
slight or no symptomatic improvement. The 
percentage of mildly slowed records is also 
higher in this latter group. 


a 
a 
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ARTE CLDUCAL DRESS MARKED CLDUCAL DWUROYBENT 


Fic. 1—Graph demonstrating the percentage of 
records showing different degrees of slowing in 
relation to the patient's postoperative clinical status. 
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Discussion 


A composite picture of the changes occur- 
ring after bilateral lobotomy in the EEG 
would appear to be as follows: In the first 
2 weeks, the records are characterized by 
high potential, random, 1-4 cps activity most 
prominent in the frontal leads. This study is 
in agreement with the work of Davis, Cohn, 
Levin, and Freeman and needs no further 
elaboration. However, during this period, 
slowing, usually of less prominence, also ap- 
pears in the temporal tracings, and to a still 
lesser degree, in the parietal leads. Asym- 
metry and asynchrony may be quite promi- 
nent in.the temporal tracings. By 6 weeks, 
the records have become more focal in the 
frontal leads, and the slowing in the temporal 
and parietal areas has disappeared. 


In this study, in all but 2 of 19 cases fol- 


lowed for a period of 3 years in the bilateral 
group, slowing of a mild to moderate degree 
persisted in the frontal leads, In the group 
receiving 2 separate unilateral operations and 
followed for a 2- to 3-year period, 7 out of 8 
records demonstrated persistent slowing of a 
mild to moderate degree, again limited to the 
frontal leads. This finding is somewhat at 
variance with the duration of abnormality 
discussed by Cohn (1945), who states that 
the return of the electroencephalographic 
pattern to a relative normal rhythm usually 
requires 1 to 3 months. The one case studied 
over a 2-to-4-year period described by Free- 
man (1950) had an essentially normal rec- 
ord at that time. Levin (1950) states that 
baseline frontal oscillations often continued 
for months or years after the operation, but 
does not discuss the percentage of cases in 
which the persistent slowing occurs. In our 
group, the percentage would appear to be 
89.5% (17 of 19 cases) showing a persistent 
change after 3 years in the bilateral group, 
87.5% (7 of 8 cases) of the unilateral group 
receiving 2 operations also demonstrated 
persistent change over this period. The 
group undergoing single unilateral opera- 
tions was not sufficiently large to draw con- 
clusions on the basis of percentage; however, 
the same trend appeared evident. 

. From this study it would also appear that 
in spite of the attempt to perform a specifi- 
cally localized surgical procedure, surprising 
Variations occurred in the degree and posi- 
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tion of slow wave activity, though it was 
usually transitory in the nonfrontal locations. 
A possible explanation for the slowing in 


. the temporal areas in particular is the pres- 


ence of cerebral edema and hippocampal 
herniation resulting from operative manipu- 
lation(6). 

In this study, there is no definite sugges- 
tion that an abno preoperative tracing, 
as characterized by paroxysmal dysrhythmia, 
is correlated with the appearance of postop- 
erative convulsions, 

However, a correlation between the degree 
and extent of slow wave activity found in 
the early postoperative period and improve- 
ment of the patients’ mental condition as ob- 
served clinically is suggested. This finding 
is not in agreement with the work of Stevens 
and Mosovich(8), who found no correlation 
between EEG pattern and postlobotomy im- 
provement. It was noted in our study that 
patients showing moderate slowing in the 
EEG showed greater clinical improvement 
than those with either slight or severe EEG 
slowing. Since the degree and extent of 
slowing in the EEG seems to be related 
quantitatively to the extensiveness of the 
surgical lesion in the frontal lobotomy opera- 
tion, it would appear from this study that an 
optimal extent of the surgical lesion, as re- 
flected by the amount of slow activity in the 
EEG, is an important factor in bringing 
about a clinical improvement. Thus it may 
be reasoned that a mild slowing in the EEG 
is an indication that the surgical lesion is not 
sufficiently extensive to bring about an appre- 
ciable change clinically ; whereas, with severe 
slowing, the surgical lesion may be considered 
as too extensive for clinical improvement. 

The question arises as to the correlation 
of the EEG changes in known surgical 
lesions, such as the type described in this 
paper, with the type of changes arising from 
incidental lesions resulting from trauma, 
This question was not investigated at this 
time, but rather the study was directed to- 
ward the correlation between EEG changes 
and clinical alterations brought about by a 
specific type of cerebral lesion. 


SuMMARY 


1. In cases of unilateral and bilateral 
frontal lobotomy, temporal slow wave activ- 
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ity was found to be a prominent feature, 
though more transient than the dominant 
frontal slowing. This nonfrontal slowing 
may be interpreted as the result of cerebral 
edema and hippocampal herniation from op- 
erative manipulation. 

2. There is an apparent correlation be- 

tween the degree of slow activity in the post- 
operative EEG and clinical improvement, in 
that slight or severe degrees of slowing was 
found to be more conspicuous in those cases 
that exhibited little clinical improvement. In 
contrast, moderate slowing was associated 
with moderate to marked clinical improve- 
ment. 
3. The frontal slow wave activity, though 
decreasing in prominence, persists in the ma- 
jority of cases for at least 3 years and pos- 
sibly longer. 


EEG CHANGES IN LOBOTOMY 
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ON THE PSYCHODIAGNOSTIC VALUE OF 
HANDWRITING ANALYSIS 


WILLIAM R. PERL, Carr, M.S.C.,1 Fort LEAVENWORTH, KAN. 


Tue PsycHOLOGICAL RATIONALE OF 
HANDWRITING ANALYSIS 


The value of handwriting analysis as a 
psychodiagnostic tool is based not only on 
the theoretical assumption that an individual 
is essentially self-consistent and that such 
self-consistency is reflected in one way or 
the other by all his behavior and actions, it 
is more specifically based on two facts which 
are almost self-evident, but which were in- 
vestigated and proven correct experimen- 
tally: (1) Handwriting is at the same time 
a product and a permanent record of a per- 
son’s highly individualized motions. (2) 
There is an intricate and interpretable rela- 
tionship between an individual’s motions and 
his emotions. 

The existence of a correlation between 
motions and emotions is the premise for 
much of what we call “clinical observation,” 
whether we diagnose a patient as euphoric or 
depressed, manic or catatonic, is certainly in- 
fluenced by the motions we observe. 

The question of the individuality of hand- 
writing was experimentally investigated and 
statistically confirmed, but for a long time 
prior to these statistical studies, its existence 
was common knowledge and one of those 
facts which just work. We see it daily when 
we look at the mail we receive, when we pre- 
sent a check to the teller at the bank, who 
knows exactly that there is only one person 
who could have produced the motions that 
resulted in the signature of his customer. The 
smooth working of our whole economic sys- 
tem, as well as our civilian and criminal legal 
procedure, depends largely on the correct- 
ness of the assumption of the strict individu- 
ality of handwriting. 

The psychological reason for this gener- 
ally accepted and utilized individuality of 
handwriting is rooted in the fact that hand- 
writing is self-recorded behavior in a struc- 
tured situation. 

— 


Chief Clinical Psychologist, United States Dis- 
ciplinary Barracks, Fort Leavenworth, Kan. 


The structure within which the individual 
behaves while writing is provided by the re- 
quirement for a minimum legibility within 
the framework of the national alphabet. It 
is furthermore influenced by the style which 
the specific cultural era, in line with its psy- 
chological characteristics, employs in the use 
of this alphabet. Why certain cultures de- 
velop their specific alphabet, what the forma- 
tions thus produced express, as well as the 
investigation of historical changes of alpha- 
bets, makes a fascinating study, but it is 
mentioned here only to stress the value of ex- 
pressive movement as recorded in hand- 
writing. 

Within these limits, provided by the re- 
quirement for a minimum legibility and by 
the national alphabet, influenced by its con- 
temporary styling, it is left to the writer to 
form and connect his strokes and to distrib- 
ute the available writing space in the course 
of his actions. 

Next to language, movement of our body 
or its parts—gestures—is our most common 
means of expression. In the development of 
the human race expression by movement 
preceded the use of organized language, and 
the same is true of the development of the 
individual. In times of emotional shock one 
might lose his ability to express himself by 
language, his “tongue freezes” temporarily, 
and he regresses to the earlier, as it seems, 
more deeply rooted, state of expression by 
gesture. It is not a premise for the validity 
of the expressive and projective values 
treated herewith, but it is quite possible that, 
because our earliest reactions were freely ex- 
pressed by movements, the expression by 
movement continues to be more free, less 
inhibited than verbalization. 

Even after the use of language has been 
well established, the individual—as did man- 
kind in its development—continues the use 
of movements as means of expression. Ges- 
tures may be conscious, intended to support 
the word, or they may be unconsciously pro- 
duced, sometimes even against our will, be- 
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traying the untruthfulness of the spoken 
word. 

When man learned to preserve the mean- 
ing of language, first by using drawings as 
his notes, later by using the symbols of let- 
ters, language had gained its decisive prepon- 
derance over expression by gesture. The 
gesture remained spoken into the wind—and 
gone with the wind. Now, in the decades of 
widening use of projective and expressive 
techniques, it is well to remember that hand- 
writing does not only convey the content of 
the written word; it is, at the same time, a 
product and a permanent record of our 
movements. It is, to use Allport’s and Ver- 
non’s expression, “crystallized gesture.” 

That our mental processes influence our 
movements was demonstrated first, as it 
seems, by M. E. Chevreul in his famous ex- 
periments with a pendulum. These simple 
experiments can be easily repeated by any- 
one. A subject is handed a ring which is sus- 
pended from a hair and he is requested to 
hold the other end of the hair motionless be- 
tween his fingers. He is then asked to think, 
without looking at the ring, that it is moving, 
prescribing a circular movement. The ring 
will, as an effect of the subject's thought- 
produced motions, start moving in a rotary 
fashion: clockwise when the subject thinks 
of that direction, counterclockwise when he 
imagines the opposite direction. Chevreul 
reported that the perception of such effect 
increases the movement. This principle 
should increase the expressive value of hand- 
writing, as we observe our movements and 
their record while we write. Later studies 
went into numerous other details in investi- 
gating the connection between mental proc- 
esses and movements. The most important 
experimental investigations are the studies 
by Allport and Vernon, Lewinson, and Zu- 
bin, Saudek, and the various publications by 
Wolff. 

The word “handwriting” is thus a misno- 
mer. Our hand does not write; it is a tool 
used for the double purpose of consciously 
communicating thought content and uncon- 
sciously expressing personality. Instead of 
this tool, other tools, other parts of the body, 
can be used and are used, and because they 
are expressive of the same personality they 
are bound to produce the same graphic rec- 
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ord. Those patients who become unable ty 
further use the hand with which once they | 
wrote or who lose the use of both hands 
will, after a relatively short training, produce 
essentially the same letter formations as he. 
fore, now with their other hand or by holding | 
the pencil between their toes, or in their] 


Fic. 1.—Specimen of Lord Nelson's handwriting 
showing similarity between left and right hand 
(Original size.) 


The writings in Fig. 1 originate from the 
same person, and exactly because on His 
glance they do not appear similar they wet 
chosen to demonstrate the principle of € 
sential consistency of handwriting. » 
were produced by Horatio Nelson. 
upper writing is a product of his right handi 
the lower was written 10 years later with hi 
left, after Nelson had lost his right bend 
Saudek, in a quantitative study of numero, 
handwritings, established that the eleme 
most consistent and, therefore, most diet 
to falsify is the exact individual relation ? 
tween the upper length and the lower leng 


length extending above and the length ki 
tending below the line does not change at 2 
A quantitative consistency in the organizi 
tion of the available field of action —spaelt? 
of letters and words—too, was found. 121 
ever, these two Nelson writings show, in 
dition, identities that can be seen Wit od 
microscopic measurements, by pure 
tion. Comparison is made easy as the 2 $P ul 
mens contain one almost equal word: | 77. 
tle,” with 6 letters in the right hand wr!» 
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and “battles,” with 7 in the specimen pro- 
duced by the left hand. In both specimens: 

1. The “B” is written like a “13.” 

2. The “1” in the “13” is larger than the subse- 
quent “3.” 

3. The writer interrupted completely after the 
“B,” while the rest of the writing is completed with- 
out further interruption. 

4. The distance between the "a" and the follow- 
ing “t” is longer than any of the following inter- 
word distances. 

5. The first “t” is larger than the second. 

6. The second "t" has no “t” bar of its own. 

7. The "t" bar of the first "t" forms a tangent, 
which exactly totiches the top of the second "t." 


Numerous other absolutely equal move- 
ments were produced, but those described 
should suffice to impress the fact of individu- 
ality of movement pattern, the more so as 
10 years elapsed between the writing of the 
2 specimens, years filled with adventure and 
battle, and the 2 specimens are produced with 
different hands. 

Such identities of movement pattern, pro- 
duced by different groups of muscles and 
separated by many years prove more con- 
clusively than anything else that deeply 
rooted central dispositions in personality play 
an important part in the formation of hand- 
writing. 

In the past decade the theory and develop- 
ment of situational tests have received con- 
siderable attention. Handwriting analysis is 
not only, but it is also, a situation test, The 
test material is most easy to procure and the 
test itself is, quite paradoxically, self-admin- 
istered, without the testee’s knowledge. 
Every single letter we write contains numer- 
ous individual situational problem solutions. 
Whenever we have to draw a line we are 
faced with the problem of connecting two 
imagined points. To mention just some of 
the interpretable behavior: whether we 
solve this problem by drawing a straight and 
firm line, clearly shooting toward the aim ; or 
whether we connect these points with a hesi- 
tating and wavy stroke; whether we seek the 
shortest solution; or, for the purpose of ap- 
pearance, lose ourselves in detours and de- 
light in intricate embellishments and flour- 
ishes; whether we put letters firmly and 
largely into the available space; or produce 
small letters with weakish pressure, is a re- 
corded outcome of our behavior in this con- 
tinually fluid and changing situation. 


Thus, handwriting analysis as a situation 
test has the advantage over other such tests 
in that the behavior is not only self-recorded 
but, in addition, is a test of behavior in nu- 
merous situations which, like the ribbon of a 
film, flow by the writer’s eyes as his pen 
moves across the paper. There are numerous 


ways of forming and shaping a stroke, many 


ways of connecting strokes with each other. 
Also, the subject might write with large let- 
ters or with small ones, with rising lines and 
soon his letters might become small and the 
lines show a declining trend. If one combines 
all these possibilities of individual behavior 
within the framework of the school copy, one 
arrives, because of the combination of nu- 
merous possibilities, at astronomical figures. 

This individualization and deviation from 
the stereotype school copy starts with the 
very first writing lesson in grade school and 
it never ends. In this very first lesson we 
can see the teacher instructing all the children 
by the same method; they all use the same 
writing material. Yet, one child will use up 
the whole writing space with a few bold 
strokes, while another, expressing his per- 
sonality, will hide his weakish and wavy lines 
in one corner of the space. One writes with 
meticulous care, thus displaying compulsive 
elements; while the other one will not care 
for the details, solve the problems carelessly 
with untidy result. Increased facility in writ- 
ing and the differentiation of personality in- 
crease the potential for individual expression. 
Therefore the more intelligent, mature, and 
original the writer, the less strict will be 
the adherence to the school copy. 


Somer PsvCHODIAGNOSTIC ASPECTS OF 
HANDWRITING 


THE INDIVIDUAL AND HIS LIFESPACE: PRES- 
SURE AND COUNTERPRESSURE 


Pressure in handwriting is, psychologically 
seen, the graphic record of our reaction to 
the resistance created by the friction between 
paper and pen. In his effort to overcome 
this resistance, the individual's pressure may 
be applied in a consistent manner, or it may 
increase towards the end of strokes or words. 
Tt may diminish or fluctuate, resulting in ir- 
regular pressure. The endeavor to go ahead 
may block when facing certain tasks. The 


598 


resulting blocked pressure may show when 
the writer is confronted with the need for a 
complete turn of direction, or for a dive into 
a deep form valley, or when the pen climbs 
to a peak. 

Graphic pressure in drawing and painting, 
as well as in handwriting, is often interpreted 
as a sign of "energy." Psychoanalytical 
handwriting analysts in particular describe 
pressure as the graphic expression of libido. 
In the widest sense, pressure is indicative of 
application of "energy" in some way, but it 
cannot be said that it is an expression of en- 
ergy in the sense of strength. Whether it in- 
dicates organized application of strength, or 
is a product of the frustration and tenseness 
of a neurotic, has to be understood by look- 
ing at pressure as one kind of solution in the 
test of writing. Particularly Klages and Pul- 
ver probed this aspect of writing. The way a 
person deals with the problem of the obstacle 
of friction is considered one indication of his 
method of dealing with obstacles. He may 
react by increasing his pressure, by using 
increased force to move his pen, and such in- 
crease might reach the point of brutal dam- 
age to the paper. On the other hand, he 
might try to avoid the difficulty, by reducing 
the pressure, to experience less friction and 
to move the pen with more ease. The extreme 
case of such test reaction, or test solution, is 
the pen which easily “dances” across the pa- 
per, producing lines so thin and lacking in 
distinctness that they are almost invisible. 
Such a writer in this situational test has 
exhibited and himself graphically recorded 
—full subordination of his own desires 
for expression to the requirements of the 
surroundings. 

Yet, it would be erroneous to assume that 
the writer who treated the paper so force- 
fully—and brutally—is a forceful person- 
ality. Such performance might very well be 
the result of confused and disorganized be- 
havior in the face of a problem and, there- 
fore, actually indicate weakness instead of 
strength. On the other hand, weak pressure 
might be the record of the expressive move- 
ments of a subject who will not waste his 
energy in blind attacks but adapts himself to 
the opportunities, marshals his strength, and 
employs it in organized attack, where the aim 
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cannot be reached without it. The general 
rule of expressive and projective techniques, 
that one response derives its meaning only in 
connection with the general constellation in 
which it is found, is particularly true in the ` 
analysis of handwriting because of its ex- 
treme complexity of possibilities of expres- 
sion. Especially we cannot assess energy 
from the pressure in handwriting without 
studying the subject’s ability to employ his 
strength in an organized way. 


THE SELF CONCEPT IN HANDWRITING 


It is an accepted assumption that, for ex- 
ample, in children’s drawings the size of the 
figure the child draws of himself, its relative 
position to the surrounding figures, and other 
characteristics of the drawing are quite in- 
dicative of his self-concept. The drawing of 
the letter “I” invites the same identification 
procedure. Subjects who view themselves 
as weak and insecure unconsciously reveal 
this when they write. They do not dare to 
put down a forceful, heavy-pressured, 0 
rythmically easily produced “I.” Their “I 
will lose in relative size when compared with | 
the surrounding letters; it will not reach as 
proudly up as the “I,” the self-portrait, of a 
subject who views himself with self-confi- 
dence and invites inspection—and maybe 
even admiration—of himself. An "I," sym- 
bolized self-portrait of a subject of low Selk 
esteem, might lose not only in height but 
also in pressure or seek the protecting neat- 
ness of neighboring letters. 

Signature, however, has an additional psy- 
chological meaning, exceeding the one of 
letter “I.” While writing the context a st! 
ject feels relatively unobserved (if he does 
not write knowingly for analysis purposes). 
When, however, he comes to draw his signa- 
ture, he feels that he is putting himself into 
the limelight. The signature is on public dis- 
play. In the document he will write more cr 
less in his natural way, while in the signa 
ture he will feel inclined to present himself in 
the way he wants to appear. Differences 
tween writing characteristics in the signatuft 
(larger or smaller size, showy embellish- q 
ments versus functionally simple formation? 
firm versus wavering strokes, etc.) ares 
therefore, particularly revealing. 


Fic. 2.—Developmental change in Mussolini's 
signature. (Original size.) 


Fig. 2 shows developmental changes in 
Mussolini’s signature. The top signature 
was written when he was a fairly unknown 
journalist. The middle one, just after he 
came to power. (Notice, besides the in- 
creased size, the omission of the first name. 
Dictators and gods have one name only. 
Napoleon, Hitler, and most persons who 
gained dictatorial power dropped their first 
names after they achieved such status.) The 
last signature was written after Mussolini, 
in an attempt to assure himself a large slice 
of this world's surface, joined the Germans 
in the war against the Allies. 

Even more specific unconscious projec- 
tions of the self-concept are found in hand- 
writings. When a child will draw himself as 
a roaring tiger or as a frightened rabbit, most 
psychologists will not hestitate to adjudge 
considerable projective meaning to it, par- 
ticularly if the subject continuously produces 
the same identification. In our daily life we 
are meeting with hundreds of such graphic 
identifications ; yet, in spite of their projective 
value, we do neglect their interpretative 
possibilities. 

Fig. 3 shows the signature of the Dutch 
naval hero, Marten H. Tromp, who in the 
days of Oliver Cromwell destroyed both the 
Spanish and the Portuguese fleets and came 
close to dealing the same fate to the British 
navy. He was known “to live on sea only.” 
His flagship, of whose performance he was 
exceedingly proud, was his home. The iden- 
tification is quite obvious. 

But one does not have to go back to his- 
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Fic, 3—Signature of Dutch naval hero, Mar- 
ten H. Tromp, showing identification with his flag- 
ship. (Original size.) 


torical personalities to see extensions of the 
ego projected clearly into handwriting. Our 
magazines and newspapers often publish, to- 
gether with pictures, the handwriting of the 
photographed person, and by pure inspection 
one will find confirmed the same possibility of 
interpretation. 

When Walt Disney's pen moves across 
the paper it performs the same angular and 
discrete movements which characterize the 
motions of his animated cartoons (Fig. 4). 
In addition, the “i” dot over his second name 
is not a dot at all; it is more similar to Dis- 
ney's famous creation, Mickey Mouse. 
Equally, the initial letter of his second name 
has less similarity with this letter than with 
the rear part of Disney’s famous dog, Pluto. 

Equally, Mr. I. J. Fox, nationally known 
American furrier, appears to be quite 
strongly extending his self to his occupation. 
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Fic. 4—Signatures portraying identification with 
occupation. (Original size.) 
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He is quite Fox conscious,” as shown by the 
fox tail in his signature. Yet, he was sur- 
prised when made aware of it by the writer. 

Many such unconscious projections in 
handwriting are quite amusing, exactly as 
amusing—but not less revealing—as it is to 
observe a child again and again draw a pic- 
ture of his family and, for example, putting 
a heart into his father’s but not into his 
mother’s chest. 


A DIFFERENTIAL DIAGNOSTIC INDICATION IN 
PSYCHOPATHOLOGY 


The understanding of the dynamics of a 
patient can, as outlined above, be greatly fa- 
cilitated by the analysis of his unconscious 
graphic expression and projection. Hand- 
writing analysis is often called a projective 
technique; however, it by far exceeds the 
Possibilities of both a situation test and a pro- 
jective technique. It has, in addition, an as- 
pect which it shares only with such objective 
devices as the electroencephalogram or elec- 
trocardiogram. Handwriting is the result of 
a brain wave; it is the transformation of a 
symbol into motion recorded on paper. 

Physiologically seen, writing is produced 
by the binding and releasing tendencies of the 
muscles. The relation between binding and 
release constitutes the rhythm of handwrit- 
ing. All the other specific handwriting char- 
acteristics, like size, pressure, slant, etc., are 
interwoven into this rhythm. It interrelates 
them all. Disturbances of this rhythm, which 
is essentially the balance between muscle re- 
lease and tension, are recorded on writing 
paper, much like the electroencephalogram or 
electrocardiogram. The study of minute dis- 
turbances of rhythm has yet hardly started, 
but somewhat grosser irregularities are by 
now interpretable, with a good systematic 
presentation of the problem provided by 
Sonneman. 

If we combine the study of handwriting as 
a behavior pattern with its study as a 
rhythmic change of tension and release, we 
can take the catatonic schizophrenic as an 
extreme case of binding, the actually manic 
patient as an extreme case of release. 

The affective disorders, mania, hypomania, 
and the various kinds of depression, to the 
degree to which they can be at all differen- 
tiated from schizophrenic disorders, show 
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Fic. 5.—Handwriting of Beethoven indicating 
manic-depressive characteristics. (Approximately 
one-half original size.) 
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whatever difference exists in the quality of 
rhythmic disturbance. In line with the dif” 
ferent dynamics, the writing of the manic 
does not record—as that of the schizo-- 
phrenic does—disintegration. It does mot. 
show the turmoil of disorganizing conflict” 
between the impulses of flexion and release 
The manic’s writing is characterized by the 
exaggeration of its dimensions and its direc: 
tions, but not by a disturbance of rhythm 4 
Rhythm, to the contrary, appears easy flow: 
ing and even accentuated. The manic's writ 
ing is often aesthetically pleasing. M 
As we know, genius is sometimes mani 
His writing (Fig. 5) confirms that Beetho: 
ven, the man with the wild-flowing hair, who 
in the last century was so often seen running 
through the streets of Vienna laughing and , 
singing, whistling and wildly gesticulating 1 
bumping into people, that this genius WàS 
what professional biographers diagnosed him 
—a manic-depressive. Equally, the motions: 
recorded in Charles Dickens’ handwriting 
(Fig. 6) support the biographers who diag: 
nosed him as a manic-depressive. d 
In the manic-depressive psychosis, depres- 
sive type, we observe the increase of binding, 
with falling lines and toppling-over of lettef 
formations, without disturbance of rhythm. 
The script flows slowly but rhythmically. 


Fic. 6.—Charles Dickens’ signature showing mai | 
depressive traits. (Original size.) 
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. ebene, 


Fic, 7.—Handwriting of a depressed schizophrenic. 
(Two-thirds of original size.) 


»The depressed schizophrenic (Fig. 7) will 
not show just an exaggeration of binding 
tendencies, but also conflict between binding 
and releasing, with the binding predominant 
in a dissonantly deteriorated rhythm. 

Depending on the form of schizophrenia, 
the schizophrenic’s writing might also show 
—but not necessarily—exaggerated dimen- 
sions. Altogether, congruent with the dy- 
namics involved, the schizophrenic’s writing 
has an essentially disintegrating centrifugal 
quality, the cyclical one is essentially centri- 
petal. The schizophrenic’s handwriting, be- 
cause of the deteriorated rhythm, gives it 
the.distinct feeling of being brittle, the cy- 
clical of being more pliable. 


SUMMARY 


The basic psychological rationale of hand- 
writing analysis is rooted in the essential 
self-consistency of human behavior and more 
specifically in the fact that handwriting is a 
product and, at the same time, a record of 
highly individualized motions. The rationale 
is furthermore based on the existence of a 
correlation between our motions and emo- 
tions. The individual’s intrapersonal consist- 
ency in hand writing is discussed and 3 
methodological approaches to the analysis of 
handwriting are, proceding at different levels, 
distinguished, with their findings merging 
into one final analysis. 

1. Handwriting analysis as a situation 
test: the individual’s behavior and its dy- 
namics in the structured situation of hand- 
writing are analyzed, the structure being pro- 
vided by the contemporary national alphabet 
and the requirement for a minimum legibil- 
ity. As an example of the numerous possi- 
bilities of interpretation, the dynamic signifi- 
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cance of the application and distribution of 
pressure is discussed. 

2. The graphic character of the activity 
provides numerous possibilities for symbolic 
expression. As an example of this, the sym- 
bolic expression of the self-concept is dis- 
cussed and demonstrated by samples. 

3. Physiologically, handwriting is the re- 
sult of muscular contraction and release. 
Disturbances in the quantity, direction, and 
balance between contraction and release, and 
the resulting ‘rigidity and deterioration of 
thythm in psychopathology are discussed 
and a diagnostic indication between cyclical 
and schizophrenic disorders is pointed out. 

It should be stressed that many of the po- 
tentialities of handwriting analysis are still 
in their early development, though some of 
them have been more fully investigated than 
can be discussed within the limits of this 
paper. : 

Two specific results of the uniquely easy 
availability of the test material should at 
least be mentioned. One is the preventive 
value. Often a casual inspection of a hand- 
writing might cause justified suspicion and 
result in further psychiatric and psychologi- 
cal investigation. i 

The other, and even more singular, po- 
tential was purposely hinted at by introduc- 
ing the writing of historical personalities. 
Those who lived long before other psycho- 
logical tests could be administered left be- 
hind them in their handwriting a record 
which provides the possibility of a test-based 
psychological evaluation. The clinician can, 
therefore, be helped to a more objective un- 
derstanding of such figures in a patient's 
life who have long been deceased. Hand- 
writing analysis opens new vistas to the un- 
derstanding of men and women in history. 
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THE EFFECT OF ADRENOCHROME AND NIACIN ON 
THE ELECTROENCEPHALOGRAM OF EPILEPTICS?* 


A. SZATMARI, M. D. A. HOFFER, Pu. D., M.D,’ AN» R. SCHNEIDER 
REGINA, Sask. 


In a recent paper Osmond and Smythies 
(1) again emphasized that there is a clinical 
similarity between schizophrenia and the mes- 
caline experience. Mescaline is structurally 
similar to adrenalin. They suggested that it 
would be worthwhile to search for a hypo- 
thetical M substance somehow related to 
both, One year later Hoffer, Osmond, and 
Smythies(2) reported that 4 hallucinogens 
had indole nuclei and that adrenochrome, a 
natural derivative of adrenalin with an indole 
nucleus, had properties that one would expect 
of a schizophrenic toxin: (1) Psychologi- 
cally adrenochrome in normal volunteers in- 
duced changes analogous to those induced 
by lysergic acid. (2) Biochemically, adreno- 
chrome markedly inhibited in vitro brain 
respiration. It causes a marked inhibition of 
respiration by blocking the Kreb’s cycle and 
the hydrogen carrier diphosphopyridine nu- 
cleotide system(3). (3) Neurophysiologi- 
cally, adrenochrome induced EEG abnor- 
malities, 

In this paper we report the neurophysio- 
logical studies to which Hoffer, Osmond, 
and Smythies(2) referred. 

As it is a well-known fact that the brain 
represents an open energy system which 
produces energy mainly by carbohydrate oxi- 
dation, it was felt that it would be desirable 
to investigate the neurophysiological aspects 
of adrenochrome to determine the possible 
changes in EEG caused by this drug. As the 
epileptic brain is susceptible to any change 
in the external environment and internal 
milieu(4, 5), we carried out our investiga- 
tions on epileptics. 


1 Saskatchewan Committee on Schizophrenia Re- 
Search, supported by the Department of National 
Health and Welfare, Canada, 

. > Research neuropsychiatrist, Psychiatric Serv- 
peii) Department of Public Health, Regina, 
ask. 


Director of psychiatric research, Psychiatric 
Services Branch, Department of Public Health, 
ES Sask. 

EEG Technician Regina General Hospi 
Regina, Sask id 


Nicotinic acid recently has become an im- 
portant drug for treating psychiatric con- 
ditions. Washburne(6) used it in cases of 
depression; Hoffer(7) found it useful in cer- 
tain types of schizophrenia; Gould(8) re- 
ported favorable results in alcohol and bar- 
biturate intoxications. [Recently workers have 
reported(9) beneficial effects in preventing 
neuritis, an epileptic discharge or side effect 
of isoniazide treatment. Taking into con- 
sideration these facts, we felt that it would 
be interesting to include the effect of nico- 
tinic acid on the EEG after adrenochrome. 


MATERIAL AND METHOD 


EEG investigations were carried out on a 
few normal subjects and on a series of epi- 
leptics. EEG recordings were taken with an 
8-channel Grass apparatus, but no automatic 
analyzer was used. In every experiment, 
recordings were made for 60 continuous min- 
utes, Adrenochrome was given intravenously 
in dosage from 10-50 mgms. 

As adrenochrome rapidly loses its prop- 
erties by auto-oxidation, it must be freshly 
prepared before each experiment (it is made 
up in 2 cc.'s of distilled water and the solu- 
tion mixed with the subject’s blood in the 
syringe before injection to prevent severe 
pain). 

Normal Material—A few volunteers re- 
ceived adrenochrome intravenously in 10-25 
mgm. dosage. Subjective changes were ob- 
served in only a few cases; these took the 
form of apprehension or foreboding expecta- 
tions. The heart rate, respiration, and blood 
pressure remained unchanged and no specific 
change in the EEG pattern was observed 
(except for muscle artifacts and a slight 
increase of fast activity due to apprehension). 

Epileptic Material.—In our description of 
epileptics we used the Montreal classification 
(10), and in the description of the EEG we 
used Jasper's terminology. Our material 
consisted of 21 cases of epilepsy (adreno- 
chrome was not given to those below the 
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age of 10). The dosage was s 10, 25, and 50 
mgms, Subjective changes were reported 
only after 50 mgms. of the drug (8 cases). 
All felt slightly sleepy or drowsy and 2 ex- 
perienced a feeling “as if a seizure were de- 
veloping.” In 2 other subjects, feelings of 
strangeness : and unreality were reported with 
a focus in a temporal lobe. 

No change was noted in heart rate, respira- 
tion, or blood pressure. Generally about 
10-15 minutes after adrenochrome was in- 
jected the following changes were noted in 
the EEG: (1) a decrease in the basic fre- 
quency (2/second), and approximately a 
30% decrease in voltage; (2) an increase 
of the dysrhythmic pattern and hypersyn- 
chrony ; (3) an increase in the activity of the 
focus. 

Our material consisted of 3 cases of cen- 
trencephalic epileptics (Group 1), charac- 
terized by short lapses of consciousness and 
typical 3/second spike and wave activity in 
their EEG. Our adrenochrome study, on 
subjects with this type of epilepsy, was not 
extended as they were below the age of 10. 
There were 5 cases with grand mal (Group 
2) without clinical and EEG focus and 21 
cases of focal-cortical seizures (Group 3) 
(Table 1). 

In Group 2, adrenochrome produced a 
marked increase of dysrhythmia as well as 


in 2 cases there was a lowering of the pl 
convulsive threshold. In Group. 3 the fol- 
lowing was observed: (1) an increase of 
voltage and decrease of frequency as de. 
scribed above; (2) an increase of the dys- 1 
rhythmic pattern; (3) in 4 cases a spon- 
taneous increase in irritability of the focus; 
(4) in all cases a marked increase of th 
focal activity of hyperventilation along with q 
a spread of pathological activity in the oppo-” 
site homologous cortical area. H 
Nicotinic acid was again given to normal | 
volunteers and to all epileptics tested. In) 
the normal volunteers the drug produced wi 
slight increase in frequency and a decrease it 3 
voltage. When given intravenously the elec- 
trical change appeared somewhat later that 1 
the flush on the face. Our experiments 
showed the same results as described by | 
Darrow(12). We are unable to state def | 
nitely the minimum dosage of the drugi 
required to produce electrical changes, but 
it seems evident that a fairly high blood level 
of niacin is necessary to elicit the effects de. 
scribed above. (Investigations are in prog 
ress to determine the required blood » 
of the drug). From our epileptic material the 
drug seemed to reverse the effect due o 
adrenochrome: (1) in every case there was) 
a shift in frequency to the fast side Will 


TABLE 1 
No. of 
2 Routine EEG findi 8 EEG Changes sin EEG 
Group 1 
Group 2 


per- sec. activity 


5 |High voltage, diffuse and Increases of diffuse and Decrease of diffuse and pat- | 
abnormali 


oxysmal abnormality, J 
crease in frequency 
decrease in ampli 


Group 3 |15 |a. Focal activity showing |a. Spontaneous increase of |a. Sige 


tensity of focal acti 


f 1 


die | 
b. Marked decrease of 
diffuse bilateral abr | 


mality in all 
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lowering of voltage; (2) the paroxysmal 
pathological discharge was of lesser intensity 
but the activity of the focus itself showed 
no definite change. On grouping our ma- 
terial (Table 1), Group 1 showed only a 
slight change in the EEG and the 3/second 
spike and wave discharge on hyperventilation 
was unaltered; in Group 2 the paroxysmal 
activity was much less intense and the basic 
pattern became more regular; in Group 3 
the generalized dysrhythmia was much less 
intense, but the spontaneous focal-cortical 
activity remained unchanged and was much 
less sensitive to hyperventilation, 

, Subjectively most of the patients felt more 
alert and fresh after receiving the drug. 
This phenomenon was clearly observed in 
patients who had been institutionalized for 
years because of their epileptic deterioration. 

We gave 300 mgs. nicotinic acid intra- 
venously to a case of narcolepsy with the 
result that no spontaneous sleep activity 
occurred while recording. Before the drug, 
the patient showed sleep activity every 2-3 
minutes (Figure 1, a and b). 


CASE PRESENTATION 


M. F. M., 16-year-old female, her history marked 
by mixed petit mal and grand mal seizures, in the 
past few years has had no seizures, but showed a 
change in her behavior, became depressed, irritable, 
and had periodic feelings of estrangement. Lately 
she has developed "spells" in her stomach—a sudden 
discomfort which moves upwards and leads to inten- 
sive itching of her nose. This is accompanied by 
anxiety and a feeling of estrangement. At times 
microptic, macroptic, and metamorphoptic hallu- 
cinations and illusions appear. Sometimes she has 
dreamlike states. On neurological examination no 
pathological disturbance was found. Her EEG 
showed a very marked left anterior temporal focus, 
characterized by high voltage slow waves with an 
Occasional “saw-tooth” appearance and single 
spikes (Fig. aa). Her left temporal focus was 
Sensitive to hyperventilation with a spread over 
the homologous area. Fifty mgms. adrenochrome 
were given intravenously. After ro minutes the 
patient experienced a sudden feeling of estrange- 
ment and fear, with itching of her nose. There 
Was an increase of pathological activity in her 
focus as well as an appearance of generalized 
dysthythmia (Fig. 2b). After 400 mgms. of nico- 

c acid given intravenously (1 cc./30 seconds) 
the dysrhythmia disappeared, and her focus became 
less intensive although still actively firing (Fig. 
ac). Her subjective estrangement disappeared. 

M. a 40-year-old, male Indian, in the past 15 
years has had grand mal seizures without any 
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focality. His neurological examination revealed no 
pathological disturbance. Mentally he was dull. 
The EEG showed a well-circumscribed focus in 
his left anterior temporal area, characterized by 
bursts of single spikes and slow sharp wave activity 
(Fig. 3a). On hyperventilation there was an in- 
crease of the above-mentioned abnormality. Fifty 
mgms. of adrenochrome given intravenously re- 
sulted in increased activity (Fig. 3b); 1 gram of 
nicotinic acid given orally and 200 mgms. given 
intravenously restored the normal pattern of the 
right side with a decrease of pathological activity 
on the left. Hyperventilation produced little in- 
crease in his pathological focal activity (Fig. 3c). 

S. D.—This 16-year-old girl was referred to our 
outpatient department because of her “spells.” 
These were partly of grand mal type preceded by 
(1) a feeling of impending disaster or joy, (2) 
déjà vu experience, (3) a feeling of unreality. 
She has a history of asthma. Neurological and air 
studies were essentially negative. Her EEG showed 
right-sided anterior temporal focus with generalized 
dysrhythmia (Fig. 4a). After receiving 50 mgms, 
of adrenochrome her focal activity increased mark- 
edly with an increase of the generalized dysrythmia 
(Fig. 4b). After nicotinic acid, the basic rhythm 
became more regular, and her focal activity be- 
came less intense (Fig. 4c). 

J.B.—This 16-year-old female was admitted for 
investigation of her seizures. Her history revealed 
a prolonged and dry birth, whooping cough, and 
measles. At age 11 she fell from a hay loft (15 ft.) 
and lost consciousness for a few seconds. A few 
months later she experienced her first seizure. Her 
aura is characterized by a sudden feeling of 
strangeness and change in her environment with 
pain and numbness in her right arm. Her seizures 
began with flexion and abduction in the right wrist 
and elbow followed by loss of consciousness and 
tonic-clonic movements. Her neurological and air 
studies were essentially negative. Her EEG 
showed symmetrical slow activity bifrontally (Fig. 
5a) which markedly increased after 25 mgms, of 
adrenochrome (Fig. 5b). After 200 mgms. of nico- 
tinic acid intravenously there was a generalized 
decrease in voltage, the basic rhythm became 
regular, and hypersynchrony could not be seen. 

D.J.W.—This 18-year-old female had her first 
epileptic seizure at the age of 17 and since then 
has them at regular intervals—2 or 3 per month. 
They begin with a buzzing noise on the left side; 
everything then seems far away ; "things are smaller 
than they are.” This is followed by loss of con- 
sciousness and tonic-clonic movements. According 
to her sister her head turns to the right side. Neu- 
rological and air studies were negative, Her EEG 
showed a left-sided anterior temporal focus with 
generalized abnormalities (Fig. 6a). After 50 
mgms. of adrenochrome there was a very marked 
increase of hypersynchrony (Fig. 6b). After 300 
mgms. of nicotinic acid intravenously her basic 
rhythm became regular and no hypersynchrony 
could be seen. The only pathological feature evi- 
dent was a continuous slow activity of medium 
voltage in the left frontal area (Fig. 6c). 
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: Figure |I dud 
Fic. 1.—A case of narcolepsy: (a) before injection with 300 mgs. nicotinic acid; (b) after injection 
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Fic. 3—Subject M.M. (a) Control EEG recording; (b) 10 min. after receiving 50 mg. adren 
(c) 15 min. after receiving 1 gram of nicotinic acid orally and 200 mg. LV. 
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ect S.D. (a) Control EEG recording; (b) 10 i 
(c) 15 min. after receiving 200 mg. nicotinic acid I. V. 


3 Fi 5c 
Fic. 5.—Subject J.B. (a) Control EEG recording; (b) ro min. after receiving 10 mg. adren 
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A. Th.—This patient, hospitalized for the past 20 
years, has grand mal seizures without aura. Neuro- 
logical examination revealed no abnormality and 
psychiatric examination revealed very marked in- 
tellectual deterioration and slowing down. His 
EEG showed a poorly developed basic activity in 
the 8/second range with bursts of hypersynchrony 
(Fig. 7a). Ten mgms. of adrenochrome produced 
a very marked build-up with huge slow waves in 
the 3/second range (Fig. 7b). Four hundred mgms. 
of nicotinic acid given intravenously produced a 
marked improvement in the basic activity, and, in 
comparison with the previous recordings, a long 
run of normal activity could be seen (Fig. 7c). 
Clinically, it was apparent that the patient became 
much more alert after the nicotinic acid. 


COMMENTS 


Table 1 indicates that adrenochrome and 
nicotinic acid have a somewhat reverse effect 
on the EEG. As the EEG is one of the 
aspects of the neurophysiological-biochemical 
activity within the central nervous system, 
we may assume that these drugs have a 
reverse effect on the biological processes. 
According to Gibbs and Gibbs(5), there is 
a disturbance in the energy release within 
the brain which is reflected in disturbance 
of the biochemical process. Adrenochrome 
inhibits the carbohydrate metabolism and 
nicotinic acid seemingly restores the dis- 
turbed biochemical process. Although there 
were no changes in the EEG of the normal 
volunteers after 10 mgms. of adrenochrome, 
it is possible that a larger dosage of the drug 
might produce irregularities, 

Because of the limited number of patients, 
we did not attempt to prevent adrenochrome 
after-effects with nicotinic acid. It is reported 
(9) that epileptic and neuropathic complica- 
tions of isoniazide treatment can be pre- 
vented by Pyridoxine. With nicotinic acid 
Agnew and Hoffer (44) were able to prevent 
certain features of the lysergic acid model 

$ psychosis and therefore we may assume that 
nicotinic acid may prevent the enzymatic 
disturbance caused by adrenochrome. On 
analyzing the effect of adrenochrome and 
nicotinic acid on the EEG, it is evident that 
adrenochrome increases mainly the diffuse, 
bilateral abnormalities, but has very little 
effect on the focus itself, Nicotinic acid de- 
creases the diffuse abnormalities, but the 
activity of the focus itself decreases only 
ly. 
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On examining the literature, we find ty 
the effect of adrenochrome on the EEG 
not yet been investigated. Adrenalin has 


to the fast side(13, 14). Jasper and Eriks 
(15) have also found that adrenalin increz ses 
the fast frequencies of the EEG by slightly 
increasing the cerebral blood flow. Concerns 
ing the relationship between nicotinic acid 
and EEG we have little information. Darrow, 
(12) reported an increase in low vol 
fast activity after the drug. In children, 
voltage alpha-like activity with 5o mgms, 0 
nicotinic acid orally produced “a dramae 
reduction toward more normal behavior.” J 
It seems evident from the literature(8, 16 
17) that nicotinic acid has a beneficial effect 
in those clinical conditions (toxic, metab olle, 
nutritional psychoses) which are character 
ized in the EEG by bilateral diffuse 
paroxysmal slow activity. In cases of seizure 
activations we gave nicotinic acid in 2-300 
mgm. dosage intravenously in postictal coma, 
and found very fast improvement in the 
clinical and electrical patterns. 1 


Discussion 


Although the EEG plays the most im. 
portant part in the study of epilepsy, it must 
be remembered that the interseizure patte n 
is not a specifie disturbance of epilepsy, but: 
can be caused by various toxic and metabolic 
factors, by postencephalic conditions or deep 
seated organic brain lesions. It may also 0€ 
cur during sleep, fever, or anesthesia. f 

Several investigators(18, 19) found tha 
different electrical patterns are more or les 
associated with the main types of seizures, 
but the relation between the clinical formi 
and EEG features is not always cleat-cit 
Grand mal and petit mal are not always easilj 


begun with bilateral 3/second activity, and 
end in a typical tonic-clonic seizure(10).. - 
The EEG has emphasized the distinctio? 
between symptomatic-focal and idiopathi¢ 
epilepsy, but one must keep in mind that 4 É 
focal-cortical disturbance may later develop 
a non-focal diffuse or paroxysmal bilate 
activity (20). It is well known that even E 
well-localized cortical focus, we may fnd 
spontaneous or activated bilateral abnormal 
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ties, suggesting that an increased diencephalic 
activity is present(21, 10, 11, 22). Bilateral, 
symmetrical paroxysmal EEG activity can 
be produced by speading of the stimulus to 
the opposite homologous cortical area, via the 
corpus callosum(10, 23), but the different 
responses of pathological activity to arousal 
show that they are caused by different neu- 
rophysical mechanisms (24), 

As discussed above, bilateral symmetrical, 
paroxysmal activity are of mid-brain origin, 
and can be caused by a disturbance in the 
functional relation of the cortex and dien- 
cephalon. Factors which decrease cortical 
activity release the mid-brain from cortical 
control resulting in increased mid-brain ac- 
tivity(25, 26). The cortex being much more 
sensitive to any metabolic disturbance than 
the mid-brain, a slight decrease in the normal 
metabolic rate within the brain will decrease 
cortical activity and release the activity of the 
mid-brain. 

It is not within the bounds of this paper to 
discuss the mechanism of evoked seizures, as 
diffuse bilateral paroxysmal abnormalities are 
not specific to epilepsy and can be seen in sev- 
eral other conditions. The fact that epileptic 
discharge can be produced in any one pro- 
vided the stimulus is strong enough shows 
that epilepsy is not a disease in itself, but 
rather a uniform reaction of the central nerv- 
ous system to certain stress situations, phys- 
ical, clinical, or psychological. Conditions 
which favor slow activity are predisposed to 
epileptic discharge. If an activated seizure 
develops slowly, there is first an appearance 
of bilateral, high voltage paroxysmal activity 
suggesting an increased activity of the dien- 
cephalic structures. Himwich points out that 
in all so-called shock therapy, there is a rela- 
tive anoxemia caused either by metabolic de- 
pression or increased oxygen requirements 
(on electrical stimulation even brain in vitro 
Showed increased oxygen intake) (27). 

We have few data about the biochemical 
changes preceeding seizures. Gibbs, et al. 
(28) were able to demonstrate the steady 
change in the carbon dioxide content meas- 
ured in the jugular vein before seizure, Daw- 
son and Richter(29) found that in electrical 
stimulation before seizure occurred there was 
a rise in hexose phosphate, a liberation of 
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ammonia and marked decrease of acetylcho- 
line. On the other hand, Torda (30) demon. 
strated that the ammonium ion in the brain 
is the result of increased cerebral activity and 
is not necessarily the factor initiating con. 
vulsions. i 
If there is a disturbance in the carbohy: 
drate metabolism of the adult brain, we may 
assume, although we have no data, that this 
disturbance may result in a decrease of the 
intrinsic carbon dioxide content with a rise 
of lactic acid (the latter has been proved by 
Dawson and Richter(29). As the carbon di- 
oxide is the most powerful regulator of the 
cerebral bood flow, a decrease in carbon di- 
oxide may lead to increased vaso-constriction 
and possibly cause slight anoxemia and so 
decrease cortical activity [in hyperventilation 
there are clinical signs of decreased cortical 
functioning (26) ] resulting in increased mid: 
brain activity. If we assume that adreno- 
chrome is an inhibitor of the Kreb’s cycle, the 
increase of bilateral paroxysmal activity fol 
lowing this drug can be explained in this 
way. t 
At present, we can only speculate as to how 
nicotinic acid acts on the electrical pattern of 
epilepties. Lehman, Reitman, et al. (33) fet 
that nicotinic acid acted as a cerebral vaso- 
dilator, but recent investigations(34, 35) 
demonstrated clearly that this drug causes. 
neither cerebral vaso-dilatation nor increase, 
in cerebral blood flow, so that in normal in- 
dividuals the A.V. oxygen difference remains 
unchanged. In view of this we may assume 
that nicotinic acid acts as a coenzyme in the 
Kreb's cycle and, as such, restores the dis- 
turbed pattern of the carbohydrate metabo- 
lism. . 
Considering this theoretical assumption, it 
is clear that nicotinic acid does not influence 
the electrical pattern of the idiopathic epilep- 
tic. Apparently the diencephalic structures 
are oversensitive in the latter condition (low 
synaptic threshold, Gastaut): a minute 1m- 
balance of the delicate biochemical metabo- 
lism is able to induce seizure discharge. 
One more point may be relevant. The hig" 
incidence of paroxysmal bilateral abnormal- 
ity in the EEG of schizophrenics(36, 37; 38 
and the low photo myoclonic threshold in 
schizophrenia and epilepsy(39, 40, 41) maß 
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be explained in two ways: (1) the parox- 
ysmal bilateral activity may represent an 
increased diencephalic reaction as a homeo- 
static principle(42, 43), and (2) as men- 
tioned above, Osmond, Symthies, and Hoffer 
suggest that adrenochrome or a similar sub- 
stance plays a part in the genesis of schizo- 
phrenia. If there is an adrenochrome-like 
substance present in the body of schizo- 
phrenics, the above-mentioned EEG disturb- 
ances may result. 


B 


SUMMARY 


1. Adrenochrome in dosages of 10 mgms. 
does not change the EEG of normal volun- 
teers, but in I0, 25, and 5o mgm. doses in- 
creases the bilateral paroxysmal abnormali- 
ties in the EEG of epileptics, but has very 
little effect on the cortical focus itself. 

2. Nicotinic acid given orally or intrave- 
nously in normal volunteers showed a slight 
shift in EEG frequency to the fast side; in 
epileptics the drug considerably decreases the 
bilateral diffuse paroxysmal abnormalities 
(except in true idiopathic epilepsy), but has 
very little influence on the focus itself. 

3. The mode of action of the above-named 
drugs is discussed. 

4. A tentative explanation is offered as to 
the genesis of the paroxysmal EEG disturb- 
ance in schizophrenia. 
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CHANGES IN BLOOD PRESSURE WITH ELECTROSHOCK THERAPY 
IN A PATIENT RECEIVING CHLORPROMAZINE 
HYDROCHLORIDE (THORAZINE): 


DANIEL M. WEISS, M. D., 2 Boston, Mass. 


Chlorpromazine hydrochloride (Thorazine, 
SKF 2601-A) was first clinically investi- 
gated in France by Delay and Deniker 
(1, 2, 3), where it was known as Largactil, 
4500RP, Megaphen, or Ampliactil. It has 
been advocated as a sympathetic depressant 
(4) and as a strong sedative for the sympto- 
matic control of severe agitation and acute 
anxiety in the psychoses and in psycho- 
neurosis(5). The current literature indicates 
it has acquired widespread use in psychiatric 
disorders, In spite of this use however, we 
have found in the literature no report of 
combined electroshock-thorazine therapy. 

Since we have recently had a patient who 
suffered a disturbing vasomotor collapse 
when electroshock had to be superimposed 
on chlorpromazine hydrochloride treatment 
as a life-saving measure it seems desirable 
to report the case for the information of 
others and as a warning. 

GEK, a 47-year-old white married male, 
was admitted for the fourth time to the Bos- 
ton V.A. Hospital because of a recurrent 
attack of manic-depressive psychosis, manic 
phase, The first 2 episodes ended in remis- 
sions with the aid of psychotherapy, and the 
third episode was terminated with psycho- 
therapy, aided by 7 electroshock treatments, 
Because of an acute exacerbation he was re- 
admitted to the hospital July 13, 1954. On 
admission he was confused, partially oriented 
as to time and place, well oriented as to per- 
son. Attention span was very limited, and 
insight and judgment were considered to be 
very poor. The patient was very demanding 
and belligerent, paced the ward restlessly, 
was hyperirritable, showed increasing con- 
fusion and marked flight of ideas, and be- 
came insomniac. Seclusion was necessary 
because of the overactivity and acute regres- 
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sion in the form of soiling and stripping 
himself. He began to show signs of physical 
exhaustion, and it was decided to use chlor- 
promazine hydrochloride, since this appeared 
to be the sort of case in which the drug has 
been claimed to be most valuable. 

Dosage was given as recommended: On 
July 21, 1954, he was given a total of 75 
mgm of chlorpromazine hydrochloride, intra- 
muscularly, in divided doses. The patient re- 
fused oral medication the next day, so the 
drug was again given intramuscularly in the 
amount of 100 mgm. Thereafter medication 
was given orally, with gradual daily in- 
creases up to a maximum of 450 mgm daily 
by mouth. In addition, the patient was seen 
in daily interviews for psychotherapy. How- 
ever he continued to show signs of regressed 
behavior and it was necessary to keep him 
in seclusion for the greater part of each day. 
Speech was almost constant, though almost 
unintelligible at times, and sleep came only 
in short naps. Food intake was minimal, 
flight of ideas was increased, as was the 
combativeness. The patient appeared very 
exhausted physically, and we decided that he 
had had an adequate trial of the drug and 
that it was not controlling the patient. Since 
exhaustion was apparent and we were con- 
cerned that the patient might die, it was felt 
that electroshock had to be instituted as a 
life-saving measure. We thought the drug 
should be decreased as quickly as possible. 
The literature was searched in order to de- 
termine the effect of electroshock therapy on 
a patient who was receiving thorazine, and 
no similar case was found. Since statements 
in the literature were construed to mean that 
the drug should not be discontinued precipi- 
tously, even though no reason for this was 
given, we reduced the drug by 50 mgm and 
the first treatment was given with the patient 
having had 400 mgm orally. 

Treatment was given with the Reiter ma- 
chine, model CW46J. Blood pressures were 
carefully followed throughout (Fig. 1), and 
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Fig, 1. 


after an initial post-treatment rise, the pres- 
sure fell very quickly, with the diastolic pres- 
sure reaching the zero level. As the pressure 
fell the patient became cyanotic, pale, and 
perspired profusely. The pulse was rapid 
and thready, but returned to normal coinci- 
dent with the blood pressure. Respirations 
were shallow but similarly returned to nor- 
mal. Within 30 minutes the pressure had 
stabilized to the patient’s baseline level. 
While the acute drop in blood pressure was 
disturbing, nevertheless the patient recov- 
ered without other incident, so we decided 
to continue treatment while paying careful 
attention to the pressures. The drug was 
decreased to 350 mgm, and vital signs were 
observed after the second treatment. 

(Fig. 2) the diastolic pressure fell to the 
zero level, but recovered more quickly than 
after the first treatment. On the third day 
only 250 mgm of the drug were given, and 
the next treatment was followed by a drop 
in pressure of lesser degree. During the 
next few days the drug was discontinued, 
and succeeding electroshock treatments were 
followed by average or normal blood pres- 
sure changes. The patient had a total of 15 
electroshock treatments, and there was a nor- 
mal blood pressure curve after the last one 
(Fig. 3). Following the treatment the pa- 
tient showed marked improvement, and was 
in good contact with his surroundings, He 
was less irritable, was no longer confused or 
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denudative, was well oriented in all spheres, 
and the flight of ideas was not evident. He 
took part in all ward activities, and seclusion 
was unnecessary. 


SUMMARY 


A case is presented which did not respond 
to the administration of chlorpromazine hy- 
drochloride in the level of 450 mgm daily, 
but instead seemed to become more regr 
and hyperactive. P 

Electroshock therapy was given as a life- 
saving measure while the patient was stel 
receiving chlorpromazine hydrochloride in 
large doses. 
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A marked fall in blood pressure occurred 
immediately following the treatment, and a 
return to the baseline level was seen within 
30 minutes, The degree of drop in blood 
pressure was greater when larger doses of 


the drug had been received by the patient. 


This fall in pressure was not present in sub- 
sequent treatments, when the patient was 
not receiving chlorpromazine hydrochloride. 

It is felt therefore that the hypotensive 
action of chlorpromazine hydrochloride is 
intensified by electroshock therapy. Careful 
search of the literature has not disclosed a 
similar case. 


CONCLUSION 


Electroshock therapy should be given with 
great care to a patient who is receiving chlor- 
promazine hydrochloride, and then only when 
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adequate means are available for combatting 
vascular shock. 
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CLINICAL NOTES 


THORAZINE 


Hun ocx Cregg, Pa, 


Thorazine (Chlorpromazine hydrochloride, 
S. K. F.), because it has a unique depressive 
action on the central nervous system, has 
been found to be of unusual value in the 
symptomatic control of certain neuropsy- 
chiatric disturbances. 

At Retreat State Hospital, Hunlock Creek, 
Pa., 24 patients were given Thorazine, the 
average dose being 400 mgm. per day given 
orally or intramuscularly. Of these 24 cases, 
2 developed clinical jaundice which rapidly 
disappeared after discontinuance of the drug. 
On one of these patients liver function tests 
and gall bladder studies were normal. Three 
patients developed an itchy, erythematous, 
papular eruption on their trunks and upper 
and lower extremities. The face was spared 
in both cases and the drug was stopped as 


ELECTROSTIMULATION IN APNEA AFTER ECT 
RUSSELL MEADOWS, IR., M. D., Warren, Pa. 


This technique was first used by the writer 
in a case of apnea of dangerous duration fol- 
lowing ECT. The result was quite dramatic. 
Uniformly favorable results have been ob- 
tained by this method in some 45 instances. 

It is necessary to distinguish apnea from 
Tespiratory obstruction following ECT. In 
such cases simple measures such as traction 
on the jaw are usually adequate. In respira- 
tory depression or apnea, the common prac- 
tice has been to use either artificial respira- 
tion or cerebral electrostimulation. 

The writer has used the Reiter electro- 
stimulator Model CW-47. For phrenic elec- 
trostimulation treatment position number 1 
with a current of 2.5 M.A. has been found 

satisfactory. No appreciable difference was 
observed in varying the modulation control. 
Electrodes are placed bilaterally over the 
motor points of the phrenic nerves about 1 
inch above the clavicle and slightly lateral to 
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soon as the eruption developed in order to 
prevent its further extension. Itching was 
pronounced and urticarial wheals developed’ 
after scratching (dermographism). One pa 
tient, whose skin was ordinarily more sei 
tive to the sun, developed marked redness” 
of the face, neck, and dorsal surfaces of 
hands and edema developed under her eye 
after exposure to the sun and after she had 
been on Thorazine for about 2 weeks. One 
patient developed some slight edema of 
after exposure to the sun and after she had 
been on Thorazine for about 2 weeks (photo- 
sensitization effect?). j 
This short clinical note was made just 10) 
report some of the clinical manifestations 
of this new drug and to stimulate further 
studies along this line. É 


the tendons of the sternocleidomastoid mus- - 


few seconds only since there is an almost 
immediate inspiration of the abdominal type 
Twitching of the cervical muscles occurs but - 
appears to be of no consequence. E 

This technique was used in one case that 
was a bad risk for ECT (severe mitral steno- 
sis requiring digitalization and frequent 
mercurial diuretics). The severe apnea fol a 
lowing each ECT was relieved by phrenit 4 
stimulation which was also successful in 
preventing cardiac complication such as pul- f 
monary edema. . 

It is believed that more than phrenic stim 
ulation alone occurs in this treatment. “7 
the same general area of the phrenic nerve 
there is also the vagus nerve whi | 
sensory fibers from the pulmonary struc” 
tures that are undoubtedly in close relation 
with respiratory centers. It is felt that the 
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first breath the patient takes after stimula- 
tion is due to the phrenic components since 
abdominal breathing from diaphragmatic 
contraction occurs. Bombardment of the re- 
spiratory centers appears to be a result of 
vagus stimulation for the continued breathing. 

Phrenic stimulation has been used in vari- 
ous complications of bulbar poliomyelitis.* 
However, special electronic equipment is 
used for this since intermittent electrical cur- 
rent is applied. In comparison, stimulation 
by the Reiter machine is not as precise and 
involves a large area of stimulation. 

In contrast with cerebral stimulation, va- 


. 1Macaulay, John C. Phrenic Stimulation in the 
Treatment of Acute Bulbar Poliomyelitis. J.A.M.A. 
155:541, June 5, 1954. 


gus stimulation appears to be a more direct 
method of alleviating apnea following ECT. 
It is postulated that cerebral stimulation af- 
fects the respiratory centers more indirectly 
via the hypothalamus. Although effective, 
cerebral stimulation appears to act much 
more slowly. Perhaps one feature of the 
apnea following ECT is that the respiratory 
center becomes less sensitive to carbon di- 
oxide levels. Higher levels of carbon dioxide 
appear to act as a toxic agent causing nar- 
cosis of the respiratory center. The applica- 
tion of electrical current by either cerebral 
or phrenic-vagus stimulation restores the 
sensitivity of the respiratory center. 

This brief note is to call attention to an 
adjunct in respiratory emergencies following 
ECT that has been found useful. 


CASE REPORTS 


HEMIPLEGIA FOLLOWING ELECTROSHOCK THERAPY 
ROBERT E. THOMAS, M. D., Bur, Mp. 


Hemiplegia following electroshock therapy 
has been only rarely reported in literature. 
Olsen(1) described a 73-year-old man with 
cardiac complaints who was treated with 
electroshock because of recurrent depressive 
episodes. After being given the first of a 
second series of shock treatments, he devel- 
oped an immediate unilateral convulsion fol- 
lowed by a transient hemiplegia on the same 
side. Attributing the atypical convulsion to 
an epileptogenic lesion, Olsen indicated that 
in his experience a transient paralysis, corre- 
sponding to an epileptogenic focus, following 
a seizure ( Todd's paralysis) was not uncom- 
mon. Kaldek(2) subsequently reported on 
a young woman who suffered a complete 
spastic hemiplegia immediately after electro- 
shock, the symptoms persisting for several 
days. This was explained by the author on 
the basis of the vascular spasm leading to a 
reversible damage to the motor pathways of 
the brain, Riese and Fultz(3) recently 
presented the case of a 44-year-old woman 
who developed complete flaccid paralysis in 
all 4 extremities together with areflexia a 
few hours after her second electroconvulsive 
treatment. Hallucinations and sudden death 
followed shortly thereafter. The postparox- 
ysmic paralysis was explained by the authors, 
on the basis of Jacksonian theory, as “ex- 


haustion” of nerve structures after excessive 
discharge. 


CASE REPORT 


A 43-year-old, left-handed man with several pre- 
vious psychiatric hospitalizations for a chronic 
anxiety state was admitted to the Perry Point V. A. 
Hospital because of an acute exacerbation of symp- 
toms. After 3 weeks electroconvulsive shock 
therapy was instituted. Physically he was healthy. 
No chronic or familial diseases were reported. 
Blood pressure was 130/85 mm. of mercury. Neu- 
- rological examination done in conjunction with the 
routine physical examination showed no pathologi- 
cal signs. Routine serological and other laboratory 
examinations, chest x-rays, and the electrocardio- 
gram were within normal limits. Skull x-rays 
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taken during a recent previous admission 
negative. 

Preceding his first and only electroconyu 
treatment the patient was quiet and outwardly 
particularly apprehensive. No preshock medic: 
was given. He was treated with a standard a 
nating current machine set at 120V for 0.5 sé) 
duration. An immediate bilateral convulsion dé 
veloped but it was conspicuously shorter than tht 
average. In the early recovery phase he was ex 
cessively active and disturbed for about 10 minutes 
Turning in bed, he raised himself on his hands and 
knees and lunged about as though seeking to slip 
off a restraining sheet placed across his chest. M 
motor impairment was noted. Subsequently he e 
came quieter and then lethargic. About an howi 
after treatment he still had not awakened. Whe 
partially aroused for examination, he lay quietly on 
his back, answered simple questions, and stated that) 
he had no headache, 

Neurological examination revealed | 
right hemiplegia with flaccid paralysis, facial wen 
ness on the same side, and a corresponding loss % 
sensation to touch and pain over the right o 
the body. No nuchal rigidity was noted and a 
bar puncture was not attempted. There was a Pc 
sistent deviation of the tongue to the right, 
the head and eyes to the left, of the midline. 
development of hemianopsia was not appa 
Speech was thick and swallowing difficult. 


the right, and the abdominal reflexes were 3077 
A positive Babinski sign appeared on the 
the third day after the injury. On s 
therapy the patient's critical condition gra à 
improved to the point where he was able to swa 
and talk more satisfactorily. ssi 
An electroencephalogram obtained on the SHu 
day following the hemiplegia was influenced by 
semicomatose condition. It showed a basic acht m 
of o-per-second waves. However, numerous 5 
bursts of 7-8-per-second waves occurred and We 
attributed to the stuporous state. No seizure 5. 
charge, focal slowness, or amplitude asymmetry 1. 
noted. He did not appear unduly depressed or pg 
'occupied beyond a natural concern regar 


After 3 weeks, intensive physiotherapy | EI 
started which consisted chiefly of passive e 
and manipulation of the extremities. S 
paralysis of the right cheek improved ant 
developed a slight return of sensation 
power to the right leg, arm, and fingers 
right hand. About 8 months after the on: 
paralysis he was able to walk with the al 
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cane and brace and was subsequently discharged to 
home care. 

A follow-up communication 16 months after the 
injury reveals his mind “is as clear as before his 
illness.” The facial muscles are normal and he is 


ambulatory without aid or support but his right 


arm and hand remain virtually useless. Some mus- 
cular movement of the right arm is possible al- 
though he eannot move his hand or fingers sepa- 
rately. A slow return of tactile sensation on the 
right side is reported. He remains. physically 
healthy and free from bowel or bladder complaints. 


SUMMARY 


1. A case is reported of complete right 
hemiplegia following the first electroconvul- 


sive treatment in a physically healthy 43- 
year-old man with a psychotic depression. 

2. A brief review of 3 somewhat similar 
cases is reported from the literature. 

3. A 16-month follow-up reveals the con- 
tinued remission of the initial depression and 
partial recovery from the hemiplegia. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL oF PSYCHIATRY : 


Sir: During October 1953 I wrote a letter 
to the members of our Connecticut Society 
for Psychiatry and Neurology in which I 
Suggested that the various state hospitals 
should have their names changed eliminating 
the word “State.” It was my opinion that 
this descriptive word serves no useful pur- 
pose and is antiquated, 

Almost 100% of the replies were in favor 
of this suggestion. The issue was then pre- 
sented to the Society and will be considered 
in the future. In the meantime I observed 
in a news item in the Mail Pouch a proposal 
from West Virginia similar to mine. I am 
sure that many others have thought about 
correcting the appellation of state institutions 
in the manner described above and it is with 
this in mind that my letter is directed to the 
Journat. 

Louis H. Gorn, M. D., 
Hartford, Conn. 


Editor, Amertcan JounNAL OF PSYCHIATRY: 


Sm: The readers of this magazine will 
be interested in a publication recently an- 
nounced by the Group for the Advancement 
of Psychiatry entitled, Integration and Con- 
flict in Family Behavior, GAP Report No. 27, 

This report is the first of a series being 
prepared by the Committee on the F. amily on 
the relation between the family and the men- 
tal health or illness of the individual. The 
general question being asked in all the re- 
ports is whether one can distinguish various 
States or conditions in the family which are 


either hostile to or promote the healthy ad- 
justment of the individual. This first report 
proposes a method for dealing with this ques- 
tion. The method consists of defining the 
social roles of the members of the family in 
accordance with the values arising from the 
cultural background of the family. So de- 
fined, the roles are then matched and ana- 
lyzed for the degree of integration or con- 
flict which inheres in them. In this way, 
family problems can be related rather pre- 
cisely to cultural conflicts, on the one hand, 
and to the emotional problems of the indi- 
vidual on the other. 

The Group for the Advancement of Psy- 
chiatry has a membership of approximately 
150 psychiatrists, organized in the form of a 
number of working committees of about 10 
members each, which direct their efforts to- 
ward the study of various aspects of psychi- 
atry and toward the application of this 
knowledge to the fields of mental health and 
human relations. GAP is an independent 
group and its reports represent the com- 
posite findings and opinions of its members 
only, guided by its many consultants. Col- 
laboration with specialists in other disciplines 
has been and is one of GAP's working prin- 
ciples. 

Copies of GAP Report No. 27 may be 
obtained by writing to the Group for the 
Advancement of Psychiatry, 3617 West 6th 
Avenue, Topeka, Kansas, and enclosing 50 
cents. 

WALTER E. Barton, President, 
Group for the Advancement 
of Psychiatry. 


ENGLISH 
I would make boys all learn English; and then I would let the clever ones learn Latin 


as an honour and Greek as a treat, But th 


knowing English. I would whip them hard 


e only thing I would whip them for is not 
for that. 


—Sm Winston CHURCHILL 


Every editor knows the trials of reading manuscripts written by persons who had de- 


served Sir Winston's whip. 
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OFFICIAL REPORTS 


1 REPORT OF THE BOARD OF TELLERS 


The Board of Tellers met in the office of 
the Association in New York City, Decem- 
ber 3, 1934, at 9:30 a.m., and tallied the 
ballots for the Proposals to Amend the Con- 
stitution, with the following results: 

Total Ballots Mailed.............. 6918 


Total Ballots Returned. 
Illegal Ballots .. 


8 


ARCHIE CRAN DELL, M. D., 
Chairman. 

Epcar C. VER BURY, M. D. 

RokERT S. GaR BER, M. D. 


Austin M. Davies, Custodian of Ballots. 


MAD, adj.: Affected with a high degree of intellectual independence; not conforming 
to standards of thought, speech and action derived by the conformants from study of them- 
selves; at odds with the majority; in short, unusual. It is noteworthy that persons are 
pronounced mad by officials destitute of evidence that themselves are sane. For illustra- 
tion, this present (and illustrious) lexicographer is no firmer in the faith of his own sanity 
í than is any inmate of any madhouse in the land; yet for aught he knows to the contrary, 
instead of the lofty occupation that seems to him to be engaging his powers he may really 
be beating his hands against the window bars of any asylum and declaring himself Noah 
Webster, to the innocent delight of many thoughtless spectators. 

—AmsrosE BIERCE, 


The Devil's Dictionary 
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A WORD OF CAUTION 


This brief comment, following the one on 
the History of Child Psychiatry (Nov. 
1953), may not be amiss at this time for it 
points out some current dangers attending 
training centers in this field. Third year 
residents in general psychiatry are now ap- 
plying for staff positions for next year in 
child psychiatry. 

We feel sure there is hardly a week goes 
by that a letter does not come over the desks 
of those of us with administrative responsi- 
bilities asking if we know of any psychiatrist, 
young or old, who has had training in child 
psychiatry. The general trend is in the direc- 
tion of filling an opening for which money 
has been appropriated, and very good money, 
but inability to find applicants. It is of real 
concern to the authors of these letters that 
they have not been able to fill these positions 
which have been open from one to five years 
and which in some instances has meant for- 
feiting an appropriation. 

The type of positions referred to ranges 
from directors of community child guidance 
clincs and other outpatient facilities for chil- 
dren to heads of inpatient children’s services, 
both public and private. 

Most of these requests come from respon- 
sible medical people who want a psychiatrist 
with the full two years of specialized training 
in child psychiatry in a training center ac- 
credited by the American Board of Psychi- 
atry and Neurology. This, of course, must 
be preceded by at least two years of formal 
residency training in general psychiatry. 

However, while the number of trainees in 
child psychiatry is slowly increasing they are 
far too few to begin to meet the demand for 
their services, Consequently, we hear of in- 
stances where young psychiatrists right out 
of regular residency training with as little as 
five months’ rotation in child psychiatry have 
applied for some of these openings and have 
been accepted. 

Take, for instance, the responsibility of 
setting up and directing a residential treat- 
ment home for disturbed children (and a 
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number are in the planning stage today). To 
be able to assume such responsibility the 
candidate ought to have at least standard 
training in child psychiatry if progress is to 
be made in this difficult field. Unfortunately, 
psychiatrists have allowed themselves to be 
drafted into heading up such units with only; 
several months' rotation in the specialty. 

Training centers in child psychiatry today 
are for the most part understaffed with psy- 
chiatrists and overburdened with teaching 
loads to the point where their time with pa- 
tients oftentimes suffers, Much of this load 
is often due to hospital residents in psychiatry ' 
seeking a glimpse of child psychiatry before 
taking their Board examinations. While this, 
training need must be and should be met, 
sometimes this glimpse carries with it an in- 
itial rainbow that may take longer study and 
work in the field to dispel. 

It is not uncommon for residents to become 
a little expansive and euphoric upon going 
from the heavier pressures of a hospital at- 
mosphere to the relatively permissive low- 
pressure milieu of the child guidance clinic, 
This in itself often releases problems in the 
resident that need to be worked through if 
he is to receive the most out of his supervised | 
training. Since there is apparently no gen- 
eral agreement or disagreement as to the 
optimum time a general resident should ro- 
tate through a child psychiatry service, more 
experimental teaching needs to be done in 
this field. At the present time a rotation of 
at least six months full time might be sug- 
gested as probably satisfying most of those 
concerned, 

However, since there is still some question 
in the minds of those supervising these rotat- 
ing trainees concerning the value of short 
training periods, would it not seem wise for 
residents on the one hand to have a good 
understanding of these limitations, and on 
the other hand if they are going to accept 
positions in child psychiatry to insist on a 
longer period of training? It must not be 
overlooked, of course, that short periods of 
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training in children's clinics can be a fertile 
source of recruiting residents into the field 
of child psychiatry proper. We do not know 
the facts here, but it might well be that for 
every resident who accepts a position in the 
children’s field prematurely, another has been 
stimulated to take the standard two years of 


training in child psychiatry that is necessary 
for a clinic director to have if his clinic is to 
be approved as a training clinic by the Ameri- 
can Association of Psychiatric Clinics for 
Children and if the psychiatrist is looking 
forward to becoming eligible for membership 
in the Academy of Child Psychiatry. 
S.S. A 


LAND REQUIREMENTS FOR MENTAL INSTITUTIONS 


The recent discussion in the public press 
between the state authority and local au- 
thority over the need for large amounts of 
land for the new hospital for mental patients 
to be established in southeastern Pennsyl- 
vania brings to the fore several problems in 
which both the medical profession and the 
local communities are interested. In this 
particular discussion the question revolves 
around the need for a small vs. a relatively 
large acreage of cultivated land in a poten- 
tially suburban community for an institution 
of 2,000 to 3,000 patients. 

We are concerned here primarily with two 
factors—the problem of occupational therapy 
and the economic factor of an adequate re- 
turn in food products from the invested 
capital in valuable land. Such land will prob- 
ably cost the state about $2,000 per acre. 
Those favoring the large landed institutions 
maintain that by the use of patient labor the 
cost of maintenance can be reduced and that 
cultivation of 500 or 600 acres of land will 
also give extensive opportunities for occupa- 
tional therapy. Wernersville State Hospi- 
tal was established a half century ago for 
just this purpose—that patient labor should 
help support and maintain the institution. 
The results were not only unsatisfactory but 
practically negligible from the standpoint 
of farming and efficient results. 

All through the practice of medicine we 
can lay down the principle that the use of 
the patient for industrial purposes gives rela- 
tively negligible results. The cost of super- 
vision and control of these patients, espe- 
cially if the therapy is to have any value, is 
much greater than if normal persons were 
employed. It is true that in a farm commu- 
nity where land is inexpensive there are many 
Opportunities for beneficial occupational 
therapy, partly productive in nature. How- 
ever, a relatively small tract of 150 to 200 


acres would supply ample ground for the 
production of garden products, fruits, and 
other delicacies which would be too expen- 
sive to purchase in large quantities on the 
open market. Large deep-freeze units make 
this type of patient food supply much su- 
perior to the former methods of canning for 
preserving these products throughout the 
winter. Bulk staple foods such as grains, 
milk and dairy products, meat, potatoes and 
the like may be purchased by contract much 
more cheaply than they can be produced on 
valuable land by inefficient patient help. The 
fact that these active treatment hospitals 
should be in or near metropolitan centers 
both for convenience of visiting relatives and 
the medical staff, as well as to correlate them 
with general medicine and modern hospital 
facilities, precludes location in an isolated 
area as formerly, with related cheap farm 
land as is found only in such remote areas. 

Another fact to consider is that most of 
the patients admitted to these hospitals come 
from metropolitan centers, not farming com- 
munities, and are unfit for such occupation. 
All of us who have had experience with this 
problem have come to the conclusion that the 
material returns from patient labor is prac- 
tically nil. The number of able-bodied pa- 
tients that could be employed is limited, and 
because of lack of experience and training, 
and the time and personnel necessary for 
organization and supervision, the project 
eventually becomes costly. 

In the book now in press, by McCarthy 
and Corrin, the authors have taken an en- 
tirely new point of view in reference to this 
problem. 'They contend that the state au- 
thority should take into consideration the 
curability of the acute mental cases, espe- 
cially the large adolescent group, and stress 
the need for small hospitals for curable cases 
in contrast to the present policy of a large 
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institution for 3,000 or more patients, pri- 
marily custodial in care as is now the case 
in most large state institutions. In the for- 
mer institution the matter of active and in- 
tensive therapy is the main purpose of the 
institution. These hospitals should be lo- 
cated in the metropolitan centers convenient 
for both relatives and the medical staff. They 
should be modern hospitals of approximately 
500 beds divided into units of 25 or 30 beds 
each with a well-trained and properly-com- 
pensated psychiatrist in charge. Expert con- 
sultants would be available and would be 
utilized in the study of every case. Modern 
general hospital and laboratory facilities and 
personnel would be available for all cases. 
Here the diagnostic and the therapeutic ap- 
proach would be essentially medical com- 
bined with logical, detailed and unhurried, 
psychotherapy. Special attention would be 
given to rest, massage, and all forms of 
practical occupational therapy. The person- 
ality of the patient, the occupational and the 
home setting would receive special attention. 
Every case would be treated as a medical 
case, just as any other sick person—not as 
a mental case, All would be correlated with 
follow-up therapy by capable social service 
workers carried out in the home after dis- 
charge. Many cases, under such active and 
scientific therapy, would be sufficiently re- 
covered to return to their homes in a rela- 
tively short period, and when necessary con- 
tinue treatment on an outpatient basis. All 
of this would be on a sound medical ground 


in a modern hospital and atmosphere with- 
out any stigmata of abnormality or aura of 
the insane asylum. Such a centrally located 
hospital would also afford excellent facilities 
for the teaching staffs of the medical schools 
and advance scientific psychiatry in all of its 
aspects more than by any other means. 

The authors concur with the collaborators 
of the above-mentioned book, some of whom 
were members of a committee organized sev- 
eral years ago to study this entire subject, 
that the need today, in the field of psychiatry, 
is for small therapeutic units, located in or 
near metropolitan centers, for active, vigor- 
ous treatment of the acute mental cases, 
especially the adolescent psychotic, with spe- 
cial facilities for outpatient care and treat- 
ment, rather than for the construction of 
more large custodial institutions as in the 
past. It is generally considered today (see: 
Bloom, M. T. Where Mental Patients Rule 
Themselves. Today's Health, p. 36, Jan. 
1954) that over 80% of acute mental illness 
is amenable to modern methods of treat- 
ment with recovery or satisfactory readjust- 
ment in the community. When such is the 
case it would only seem logical that we con- 
centrate all of our attention upon prompt 
and energetic treatment of the early case 
and utilize our present institutions for cus- 
todial care of cases requiring prolonged 
treatment, and the chronic and terminal 
cases. In neither instances are large land 
areas practicable or necessary. 

D. J. McCartuy, M. D. 


HABIT OF ILLNESS 


+ + + The state of those, who, after being released from a long and serious illness, are 
sometimes touched with fits of fever and slight disorders, and, though they have escaped 
the grave, are nevertheless disquieted with mistrust, and, though now quite well, stretch 
out their wrist to a physician and complain unjustly. . . It is not that these are not quite 
well in body, but that they are not quite used to being well. 


—SENECA 


NEWS AND NOTES 


Dr. Coss Visttinc Proressor AT NEw 
York UNIVERSITY COLLEGE OF MEDICINE. 
—Dr. Stanley Cobb, Bullard Professor of 
Neuropathology, Emeritus, Harvard Medical 
School, gave the fifth annual Leopold Stieg- 
litz Lecture at N.Y.U. College of Medicine, 
December 15, 1954. The subject of the lec- 
ture was “Multiple Etiology in Psychiatry 
and Medicine." The lecture was given in 
conjunction with Dr. Cobb's r-month stay at 
N.Y.U. College of Medicine in the Leopold 
Stieglitz visiting professorship. 

This visiting professorship was established 
by friends and patients of Dr. Stieglitz, who 
now at 86 holds medical license number 1 
from the State Board of Regents, dated 
1891. It is worth noting that in this first 
examination held by the Board Dr. Stieglitz 
received a combined mark (in 5 subjects) of 
499 out of a possible 500. Dr. Stieglitz is a 
graduate in medicine from Heidelberg Uni- 
versity. 


EMERGENCY COMMISSIONED RESERVE, 
U. S. DEPARTMENT oF HEALTH, EDUCA- 
TION, AND WELFARE.—A major expansion 
of the Commissioned Reserve of the Public 
Health Service, Department of Health, Edu- 
cation, and Welfare, as a national defense 
measure has been announced by Surgeon 
General Leonard A. Scheele. The Service 
expects to commission an additional 2,000 re- 
serve officers by June 30, 1955, and present 
plans call for the commissioning of another 
3,000 officers during the 1955-56 fiscal year. 

The Service has been assigned extensive 
new defense responsibilities by the Federal 
Civil Defense Administration. In addition 
to building up the Commissioned Reserve to 
emergency strength, the Service is stepping 
up research in disaster health problems and 
is developing a program to reinforce state 
and local health departments in time of na- 
tional crisis, 

Officers in the emergency reserve may 
request active duty at any time and will be 
considered for available assignments. The 
emphasis initially will be on the commission- 
ing of physicians, dentists, sanitary engi- 
neers, nurses, particularly physicians. In 
the near future, the Public Health Service 
will train officers of the emergency reserve 


in the health problems associated with 
atomic, biological, and chemical warfare and 
other national emergencies. 


Tue Lester N. HOFHEIMER AWAnD.— 
The estate of Lester Hofheimer in May 
1947 contributed the sum of $25,000 to The 
American Psychiatric Association to provide 
an annual award for an outstanding research 
contribution in the field of psychiatry or 
mental hygiene. 

Entries for consideration of this award 
should be in the hands of the Hofheimer 
Prize Board no later than March 1, 1955. 
The Hofheimer Prize Board consists of 8 
Fellows and Members of The American 
Psychiatric Association. Therefore, 8 copies 
of the work to be considered should be sub- 
mitted to Dr. Harold G. Wolff, chairman of 
the Board, at The New York Hospital, 525 
East 68th Street, New York 21, N. Y. 

The Hofheimer Prize is awarded each 
year at the annual meeting of The American 
Psychiatric Association, in the amount of 
$1,500, to a citizen of the United States or 
Canada, not over 40 years old at the time of 
publication, or submission for publication, 
of his contribution. The award shall apply 
only to work published within 3 years prior 
to the date of the award. The Board may, 
at its discretion, omit the prize for any one 
year, but the making of the award shall not 
be omitted for any two successive years. 


TRAINING IN Group DEVELOPMENT.— 
Based upon 9 years of pioneering research 
and experience in the relatively new field of 
training leaders in group organization, the 
National Training Laboratory in Group De- 
velopment will hold two 3-week laboratory 
sessions at Gould Academy, Bethel, Maine, 
June 19 to July 8, and July 17 to August 5, 
1955. Approximately 125 applicants will be 
accepted for each session. Persons interested 
in a training, consultant, or leadership capac- 
ity in any field are invited to apply. 

The NTLGD is sponsored by the Division 
of Adult Education Service of the NEA and 
by the Research Center for Group Dynamics 
of the University of Michigan, with the co- 
operation of faculty members from Boston 
University, the universities of California, 
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Chicago, and Colorado, Cornell University, 
the University of Illinois, The Ohio State 
University, the University of Texas, Wayne 
University, Grinnell College, Michigan State 
College, Teachers College at Columbia Uni- 
versity, and other educational institutions. 
For information address National Train- 
ing Laboratory in Group Development, 1201 
Sixteenth St., N. W., Washington 6, D. C. 


RETIREMENT oF Dr. Ferraro.—Dr. Ar- 
mando Ferraro, principal research scientist 
in neuropathology at the New York State 
Psychiatric Institute, retired from his posi- 
tion as of November 30, 1954. Dr. Ferraro 
served the New York State Department of 
Mental Hygiene without interruption in this 
position since October 18, 1926. 

A farewell party was given in his honor 
on November 24 by the employees and his 
colleagues on the staff of the Psychiatric 
Institute who presented him with a gift of 
airplane luggage as a token of appreciation 
and remembrance. 


PSYCHOANALYTIC TRAINING AT MCGILL. 
—Dr. D. Ewen Cameron, chairman of the 
department of psychiatry, McGill Univer- 
sity, announces the establishment of a train- 
ing course in psychoanalysis as a service in 
his department. This course will be under 
the direction of Dr. W. C. M. Scott who has 
been appointed associate professor of psy- 
chiatry, assisted by Drs. Johann and Gott- 
friede Aufreiter, formerly of Vienna. Dr. 
Scott, a graduate of the University of 
Toronto, has lived for many years in Lon- 
don, England, where he trained at the Na- 
tional Hospital and the Institute of Psycho- 
analysis. He was lately chairman of the 
board of directors of that Institute, 

Applicants for psychoanalytic training 
address Dr. W. Clifford M. Scott, Allan Me- 
morial Institute, McGill University, Mont- 
real, Que. 


RonscHACH Courses, WESTERN RE- 
SERVE UNIVERSITY.— Three separate groups, 
all under the direction of Marguerite R. 
Hertz, Ph. D., Associate Clinical Professor 
of Psychology, will be enrolled for Ror- 
schach courses during June 1955, as follows : 

Workshop I: Introduction to the Ror- 
schach Method. Lectures, demonstrations, 
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supervised training periods, June 13-17, 
inclusive. 

Workshop II: Intermediate Course in the 
Interpretation and Clinical Application of 
the Rorschach Method—Lectures, demon- 
strations, supervised training periods, June 
20-24, inclusive; for applicants who have 
had introductory courses in the Rorschach 
method or its equivalent. Students in Work- 
shop I may continue with Workshop II. 

Workshop III: Advanced Course in the 
Interpretation of Rorschach Records of 
Various Personality and Clinical Groups— 
Participants may submit records for study 
June 27 to July 1, inclusive. Admission 
limited to professionally trained persons in 
psychology, psychiatry, and psychiatric social 
work who have at least one full year’s ex- 
perience with the Rorschach method. 

The fee for each Workshop is 40 dollars. 
One semester hour is credited for each 
Workshop in the cases of those who present 
a transcript of previous college record upon 
registration. For application forms or fur- 
ther information, address: The Director of 
Admission, Western Reserve University, 
2040 Adelbert Road, Cleveland 6, Ohio. 


SOUTHERN CALIFORNIA PSYCHIATRIC So- 
ciety.—The second annual meeting of the 
Society was held at the Hotel Statler, Los 
Angeles, November 6, 1954. Papers were 
read by Dr. C. H. H. Branch, professor of 
psychiatry, University of Utah, and Dr. 
Norman Reider, chief of psychiatry, Mount 
Zion Hospital, San Francisco. 

The following officers for 1955 were 
elected: Dr. Leo Rangell, Beverly Hills, 
president; Dr. George Tarjan, superintend- 
ent, Pacific Colony, president-elect; Dr. 
Eugene Pampian Mindlin, director Mental 
Hygiene Clinic, secretary; Dr. Jack Vatz, 
Beverly Hills, treasurer. New Council mem- 
bers are Dr. Norman Q. Brill, Dr. Roberta 
Crutcher, Dr. Lincoln Rahmann, Dr. Charles 
Tidd. 


ASSOCIATION FOR RESEARCH IN NERVOUS 
AND MENTAL Disease.—At its thirty-fourth 
annual meeting, held in New York City, 
December 10 and 11, 1954, this Association 
elected the following officers for 1955: 
president, Dr. J. E. Moore; first vice-presi- 
dent, Dr. John Romano; second vice-presi- 
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dent, Dr. David Seegal; secretary-treasurer, 
Dr. Clarence C. Hare; assistant secretary, 
Dr, Rollo J. Masselink. 

The subject of the 1955 meeting, to be 
held December 9 and 10, 1955, in New York 
City, will be “The Neurological and Psychi- 
atric Aspects of the Disorders of Aging.” 


CARDIOVASCULAR HAZARDS IN ELECTRO- 
SHOCK THERAPY.—L. H. Gahagan (Cyclo- 
pedia of Med. Surg. & Specialties, Rev. 
Service, 1954) emphasizes the risks in treat- 
ing older patients with electroshock. Maclay 
reported 62 EST deaths in England and 
Wales from 1947 to 1952. Thirty-five of 
these were in persons 55 and over, 6 in per- 
sons under 35. Thirty-four of the 62 deaths 
were directly attributed to the cardiovascular 
system. 

Leo Alexander also reported that circu- 
latory disturbances were the greatest hazards 
of EST. 

At least 3 EST deaths due to heart lesions 
in patients over 50 were reported in the 
American psychiatric literature during 1953. 

Gahagan suggests that in cases of recent 

myocardial infarction, severe congestive 
failure, aortic aneurism, complete heart 
block, and paroxymal ventricular tachy- 
cardia, one should proceed with caution or 
perhaps delay EST until the CV status is 
improved. However, considering the risk 
of suicide in depressive cases, he believes 
that doubt in such cases "should as a rule 
be resolved in favor on EST." The use of 
drugs inducing myoneural blockade (suc- 
cincholine and gallamine) is of course 
recommended. 
PATIENTS IN MENTAL INSTITUTIONS, 
1950 anp 1951.—Compiled from the 25th 
and 26th Annual Censuses of Patients of 
Mental Institutions, this 429-page report 
contains data on patients with mental dis- 
eases in state, county, private, Veterans 
Administration, and general hospitals, and 
on institutionalized patients with mental de- 
fects and epilepsy in public and private in- 
stitutions during 1950 and 1951. 

_ More complete and greatly expanded than 
similar previous studies, this report contains 
178 statistical tables showing certain charac- 
teristics of first admissions, resident patients, 
discharges, personnel, and expenditures. 
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Copies of the report may be obtained at 
2 dollars a copy from the Superintendent of 
Documents, Government Printing Office, 
Washington 25, D. C. 


New Construction at MANHATTAN 
State HosPITAL.—A new 1,324-bed medi- 
cal-surgical building is under construction 
at an estimated cost of $10,000,000 on 
Ward’s Island as part of Manhattan State 
Hospital. It will rise 21 stories. 

The corner stone was laid October 21, 
1954, in the presence of Governor Dewey. 
President Eisenhower who was paying a 
visit to New York City on that day was also 
present at the ceremony. 

Scheduled for construction on the same 
site are a 960-bed reception building and a 
1,000-bed continued treatment building. The 
total cost of all new construction will be 
$43,000,000. 


RocuHester State HosPrraL.—On Octo- 
ber 22, 1950, ground was broken on the site 
of the Rochester (N. Y.) State Hospital 
for the construction of a 16-story, 1,100-bed 
medical-surgical building which will cost 
$9,000,000. 


Tue Cuicaco Councit or Cui Psy- 
CHIATRY.—This Council, a group of child 
psychiatrists from the midwest, installed 
new officers recently. They are Dr, Eugene 
Falstein, president; Dr. Irene Josselyn, 
president-elect; Dr. George Perkins, secre- 
tary-treasurer; and the following as coun- 
cillors: Dr. Harry Segenreich, Dr. Adrian 
Vander Veer, and Dr. Robert Koff. 

The retiring president, Dr. George Mohr, 
has gone to Israel to serve as head of child 
psychiatry in the Lasker Clinic for 1 year. 


Dr. BIGELOW RETIRES AS COMMISSIONER. 
—On December 30, 1954, Dr. Newton Bige- 
low resigned from his post at Albany as 
Commissioner of the New York State De- 
partment of Mental Hygiene. Governor 
Dewey gave Dr. Bigelow high commendation 
for his efficiency in directing the New York 
State Hospital Services. Before going to 
Albany, Dr. Bigelow was director of Marcy 
State Hospital. He now resumes the head- 
ship of that institution. 


BOOK REVIEWS 


PSY AN Dictionary. Second Edition. By Hin- 
sie and Shatsky. (New York: Oxford Medical 
Publications, 1953. Price: $15.00.) 


Prior to the time of Dr, Samuel Johnson, dic- 
tionaries (other than bilingual dictionaries) were 
usually limited to listing and defining the words 
of the learned. In 1775, Dr. Johnson made his 
own effort to define the entire accepted language 
of the day. Standard dictionaries have since devel- 
oped along this line. In addition, special diction- 
aries have arisen to cover the unusual languages 
of special fields, especially in scientific areas. The 
Psychiatric Dictionary pretends to be one of the 
latter, and, in its first edition, actually was; in its 
second “edition” it most surely is not. 

If one accepts the standard definitions of the 
words, this is neither a second “edition” nor a 
"dictionary." Edit“ means to revise and prepare 
for publication. There has been no revision of the 
first edition, simply its republication in one binding 
with a supplement, apparently prepared in 1953. 
Consequently, it is not a dictionary as defined by 
Webster, ^A work of reference in which the words 
of any province of knowledge are entered alpha- 
betically and defined.” True, the words are even- 
tually found in alphabetical arrangement, but in 
two completely separate and unconnected sections 
(except for the binding), so that the searcher finds 
himself jumping from back to front, and back 
again, wildly seeking the elusive definition. It 
would have been at least cheaper for the consumer, 
if not easier on his temper, had the publisher con- 
tinued to offer the supplement as a separate publi- 
cation, rather than concealing it in its new binding 
under the misnomer of a second "edition"; in fact, 
the two books would have been easier to use than 
the one, 

Failure to edit the first edition, however, has 
resulted in a much more serious fault in this work, 
a fault which will render it practically useless for 
many psychiatrists; except in two areas, many 
definitions are obsolete, or inaccurate, or both. 
The first area which seems to be reasonably ac- 
curate includes those branches of psychiatry, such 
as psychobiology, which have added few, if any, 
new terms to their language since 1940. The second 
area, as one who has dealt with students and 
residents since 1945 might suspect, is that of psy- 
choanalysis. The teacher expects students and 
residents to become preoccupied with psycho- 
analysis and its words to the exclusion of basic 
and clinical psychiatry; one expects a less narrow 
approach from the lexicographer, 

Since the first edition was published, this world 
has indulged in a war of unprecedented scope. 
Psychiatry was stimulated by this event; psychia- 
trists participated in the activity on all sides. New 
ideas were born, old ideas were brushed up and 
presented as new, and old ideas were presented 
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simply as old ideas. Many new terms were coined, — 
some good, some bad, some indifferent, but all 
needing definition and clarification in relation to 
our previous nosology. However, when one looks 
(in the Supplement, of course) for “combat ex. 
haustion,” “combat fatigue,” or “combat neurosis,” 
one finds a single definition common to all: “See 
shell-shock.” This word turns out to be in the 
first section (non-supplement), and the definition 
given is taken from a 1936 publication based on the 
experience of World War I. Thousands of psy. 
chiatrists may just as well have stayed at home: 
their clinical experience is here discarded. ^ 

In the Preface to the Second Edition (and to 
the Supplement), the authors state, “Since the 
original publication of this Dictionary in 1949, à 
considerable number of new terms and concepts 
have appeared in psychiatric literature." They 
might well have added, A new psychiatric nomen: 
clature has been written, approved by The Ameri- 
can Psychiatric Association, and adopted by the 
American Medical Association for inclusion in the 
Standard Nomenclature." A perusal of the “Second ‘ 
Edition” suggests that they did not add this be 
cause they were totally unaware of the fact. Not 
a single one of the new terms introduced in the new 
nomenclature, such as “acute brain syndrome” and 
"chronic brain syndrome,” is here defined. Per 
haps they are bad terms; they nonetheless are 
deserving of definition if for no other reason than 
that they are now a part of the official language of 
psychiatry. No medical records librarian, strug- ] 
gling to understand a half-finished diagnosis and 
its meaning, will get any comfort from this “dice 
tionary”; the present-day language of clinical psy 
chiatry is not here. Here nosology suffers with 
libido stasis (see below), and in many psychiatrists 
anxiety will be provoked, 2 

This nonchalant treatment of combat psychiatry 
and of the new nomenclature does not extend to 
treatment of psychoanalytic terms. Here 
authors have done a painstaking, conscientious, 
extraordinarily thorough job, almost to the point 
of a masked nosologic obsession. For example 
“stasis, libido” occupies almost a full page of the 
dictionary, with a bibliographical reference. Most 
of these words are in the Supplement, where ' 
long definition is the rule rather than the exceptio. 
These are not truly definitions, but, rather, discus- 
sions of certain terms and phrases used in the 
literature, usually as they are related to psych 
analysis. There is no objection to this; the resil 
is an excellent reference work on psychoanalysis 
and its current terminology. The work should have 
been entitled “Psychoanalytic Dictionary,” a mucn 
more appropriate index to its contents. | 

This, then, is a pre-Johnsonian dictionary, de- 
fining for us the words of the learned. Gratis, 
to its detriment, it includes a moderately accurate 
dictionary of terms static since 1940, and an obso- 
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lete, frequently inaccurate reference work on clini- 
cal psychiatry. à 
Georce N. Rares, M. D., 
U. S. Naval Hospital, 
Portsmouth, Va. 


Psycuotic AND Neurotic ILLNESSES IN Twins. 
Medical Research Council, Special Report 
Series, No. 278. By Eliot Slater, with the 
assistance of James Shields. (London. Her 
Majestys Stationery Office, 1953. Price: 
£r 1s. New York: British Information Serv- 
ices. Price: $475.) 


This recent report comprises some 385 pages, 
the larger part dealing with the schizophrenic 
group of mental illnesses, though the affective, 
organic, psychopathic, and neurotic groups are also 
considered. The study is an outstanding attempt to 
apply the Twin Method in a genetical analysis of 
mental illness. The material for statistical analysis 
consists of 297 twin pairs of which 67 are classified 
as uniovular. The concordance rate for the schizo- 
phrenic group was found to be 76% in uniovular 
twins and 14% in binovular twins, a considerable 
difference. This seems, as the authors say, to con- 
firm “previous views on the importance of genetical 
factors in the psychoses.” Being such an extensive 
study it is one that will receive much praise from 
many quarters. 

However, since the study of human heredity pre- 
sents such great difficulties, it is not surprising that 
these reviewers find some of the statements and 
interpretations controversial. For example, in the 
introductory discussion of the rationale of the Twin 
Method, the authors imply that uniovular twins 
may arise from an early separation at the 2-celled 
stage, though it is generally accepted that this is 
unlikely, In the majority of cases the division is 
certainly delayed until after the chorion has been 
formed, since the large majority of uniovular twins 
are monochorionic. Also outmoded is a discussion 
of the theoretical Third Type Twin, which is sup- 
posed to result from the fertilization of a single 
ovum and its polar body by 2 separate spermatozoa. 

More important criticisms can be made of the 
accuracy of the diagnosis of twinning, which is 
fundamental to all that follows. The differentiation 
between uniovular and binovular twins was based, 
in part, on similarity or history of similarity, and, 
in part, on anthropometric measurements such as 
digital patterns, height, hair color, eye color, and 
skull measurements. Unless the report is exam- 
ined critically, the reader may fail to notice the 
large proportion of instances where the diagnosis 
of zygosity was based only on the first criterion— 
Sometimes on photographs or hearsay, both of 
which can be misleading. This is illustrated by the 
fact that of the true total of 6r uniovular twins 
there were 26 pairs for whom no fingerprints were 
available; these are all designated “?Uniovular.” 
In any case, to base a diagnosis of zygosity on 
the dermatoglyphics of finger prints alone (disre- 
garding palmar and plantar configurations) is 
open to question, 


In a number of instances, too, the authors seem 
to have ignored, for reasons the reviewers find 
unsatisfactory, the verdict of an objective criterion 
such as fingerprints. The twin pair, No, 4, are 
described as “never so alike as to be mistaken for 
each other.” The difference in the total digital 
ridge counts between the co-twins has a value of 
0.27, which is greater than the mean value of 
binovular twins (0.245) and far greater than the 
mean value of uniovular pairs (0.068), indicating 
that the pair under discussion are binovular. A 
similar conclusion is drawn from the value of the 
discriminant function used by the authors. It seems 
to the reviewers that a misclassification has there- 
fore been made, these binovular twins being listed 
as uniovular. They were concordant for schizo- 
phrenia. 

Issue also may be taken with the uniovular 
classification of pair No. 107/108, whose "mother 
denies that they were ever mistaken for each 
other" and whose father was a binovular twin. 
The latter fact makes it more probable that these 
twins were also binovular. By the method em- 
ployed in this study a double count is given to 
whorl patterns with the result that this particular 
pair of twins shows a low value (of 0.02) for the 
difference between the total ridge counts. By a 
more standard method of using only one count for 
a whorl pattern, these reviewers found the dif- 
ference to be indicative of binovular twinning. The 
pair has been classified as uniovular and concordant 
for schizophrenia. Moreover having 2 propositi 
the pair is counted twice. 

The procedure of counting a twin pair twice is 
followed wherever a pair contains 2 propositi. The 
authors have applied in effect Weinberg's proband 
method, to estimate the frequency with which a 


- characteristic exhibits itself in co-twins of the 


propositi. The resulting rate is described as the 
“concordance rate," though some other description 
would seem more satisfactory; for example, Luxen- 
burger's “probability of manifestation.” The com- 
mon term “degree of penetrance” would be suitable 
if the trait were genetically determined. 

The following is a specific example of this pro- 
cedure. Of the uniovular schizophrenic twins 
there are 13 discordant pairs and 24 concordant 
pairs. Since 4 concordant pairs have 2 index cases, 
a total of 28 concordant pairs were counted. The 
“concordance rate" is then given as 68.3% (28/41 
X100). This estimate of the frequency with which 
the characteristic exhibits itself in co-twins was 
adjusted for differences in the age of onset of the 
condition to a value of 76%. 

It is unfortunate that the procedure is not more 
fully discussed in the report, since many investi- 
gators do not seem aware of its possible application 
to this type of problem. In most presentations the 
“crude” concordance rate is given, which is equal 
to the “probability of manifestation” only if no 
pair contains more than one index case. This 
would tend to occur if the probability of detection 
of an abnormal individual were very small. When, 
for some pairs, both concordant twins are index 
cases, the procedure followed here should then be 
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used, provided the abnormal individuals have been 
detected independently of one another. It would 
be difficult in many investigations to decide if this 
were strictly so. 

The authors deserve praise for the use they 
have made of the twin method in this study. They 
rightly conclude: “Though it has certain limita- 
tions, twin research, especially when combined with 
family investigation and case study, is a valid 
method for investigating the effects of heredity 
and environment.” The limitations of the method 
at the present time need, however, to be strongly 
emphasized. The authors are also to be commended 
for the way in which they have presented the re- 
sults of their investigation. It was only because 
of this detailed and honest presentation that the 
criticisms given above were possible. 

Norma Forp WALKER, 
D. B. W. Reid, 
University of Toronto. 


Das AUTOGENE TRAINING (KONZENTRATIVE SELBST- 
ENTSPANNUNG). 8th Enlarged Edition. By 
Prof. J. H. Schultz. (Stuttgart: Georg Thieme 
Verlag, 1953.) 


“Das Autogene Training” means a concentrative 
self-relaxation. Since 1932 (first edition), Schultz, 
a well-known German psychiatrist, has been using 
this type of psychotherapy. In this discipline, the 
patient has to learn by self-discipline to influence 
the condition of his body through the mind. The 
concentrative self-relaxation or meditation of the 
autogenic training has the purpose to create changes 
in the body by certain well-described exercises, de- 
signed to “make the patient healthier and to 
diminish unhealthiness.” We see that this type of 
psychotherapy makes use of the theories of self- 
suggestion, hypnosis, and yoga. In this eighth edi- 
tion, new philosophic religious studies, especially 
in the field of Pali Buddhism (Dr. med Helmut 
Palmie), are inserted into the text of the book. A 
great part of the literature about hypnotism, self- 
suggestion, body image, phantom limb, and body- 
mind relations in general, is discussed. 

It is not easy to summarize this book because of 
the description of the exercises, the literature, and 
the protocol about the numerous cases treated by 
the author and his followers. 

Ina small booklet published in 1952 (6th edition) 
the exercises are described in a popular manner. 

Ernst Kretschmer, a leading German psychiatrist, 
called the Autogene Training a great achievement 
and a new way of psychotherapy which we can call 
the yoga line. I mention this because, in spite of the 
tremendous success which the autogenic training has 
had in Germany in the last 20 years, it is not well 
known in this country. It might be a good sugges- 
tion to have this book translated into English so 
that some psychotherapists could have their own 
experience with this form of treatment. 

Max WzissMAN, M. D., 
State University of New York. 
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L'AsrTINENZA SESSUALE. (THE SEXUAL ABSTINENCE.) 
By Stefano Fajrajsen. Preface by M. Levi 
Bianchini. (Milano: Fratelli Bocca, 1952.) 


In this comparatively small volume (333 pages) 
the author makes a well-rounded presentation of 
the problem of "sexual abstinence" from its nu- 
merous viewpoints. Each of its 22 chapters is 
amply supplied with references to various literary 
sources including those published in English and 
German, a marked departure from the former | 
Italian "tradition" to limit their bibliographies to 
Italian and French works. y 

The complicity of this problem becomes apparent 
when one follows the author’s efforts to arrive at 
a clear definition of this term. What type of 
sexual activity do we have in mind when we discuss 
the abstinence from it? May we include in it 
libidinal cravings that obtain satisfaction through 
masturbation, pollutions, spermatorrhea, homosex- 
uality, coitus interruptus, coitus inter femora, and 
other “deviated” forms? 

Must abstinence be voluntary to be considered as 
such or would it comprise an abstinence resulting 
from the force of circumstances as found in 
prisons, seafaring ships, and isolated combat areas? 
Are there chronological limits of the period of 
sexual interest in human life, from its first appear- 
ance to its final termination, in the light of Freud's 
teachings? Even the old terms of sexual maturity 


‘ 
| 


and climacteric differ in various climates and it 


various stages of civilization. 

The scarcity of males as compared with females 
in various countries must be considered an impor 
tant factor in diminished sexual activity. According | 
to the figures for 1945, one of 5 women in great 
Britain and one of 4 in Ireland will remain out of | 
wedlock. In Australia 68% of males between the 
ages of 25-29 were unmarried and in Switzerland, 

Jo. " 
Is total sexual abstinence injurious to one’s physi- 
cal or mental health? The author quotes numerous 
investigators. Some deny any such sequelae (M 
bing, Acton, Gowers, Beale, Pagets, Fournier, 
Eulenburg, Mengazzini, Bumke, Von Monakow, 
Forel, ef al.). Others assume that only neurotic | 
individuals may be affected unfavorably by it | 
(Bloch, Lowenfeld, Moll, Kraft-Ebing, et ). 
Some advise containment only till a certain 
(Erb, Beard) while a smaller group of researchers 
(Gyurkovecky, Jastrowitz, Nystrom, Mar) 
Hirschfeld, Stekel, Gattel, and Freud) claim thal 
it may cause anxiety and other emotional distur?” ' 
ances even in the average individual. m. i 

The author suggests an outline for the investi l 

mental and moral factors E | 
sexual abstinence. He elaborates particularly, a 
the emotional attachment to parents and sibling’ 

“slaves of the family”) resulting in attraction 
the same sex. Retention of urine or its reque 
may also be used for sexual satisfaction. He quote 
Freud's unusual theory of "upward displaceme? ‘al 
by which inhibited libidinal urges leave the bs 
area and rise to the head where the vasomot' 
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symptoms like vertigo, congestions, and pulsations 
are symbolical surrogates of orgasms. 

Reich suggests that even epilepsy is a vicarious 
orgasm, while to Stekel migraine expresses masked 
sexual phantasies. Some interpret in the same 
spirit the manifestations of kleptomania, the zeal 
of the fanatic and of the reformer, the animosity 
towards close relatives and the aggressiveness that 
turns one against himself in the form of guilt feel- 
ings and suicide. 

In his final chapter the author, who opposes 
sexual abstinence, suggests various means for com- 
batting it: early marriages, large families, divorce 
among the incompatibly mated, university profes- 
sorships on sexology, sex education in schools, and 
measures against celibacy. The author sees on the 
horizon the sad possibility of a return to the free 
primitive sexual relationships as practiced among 
the savages of Melanesia, in order to reestablish 
the biological equilibrium of the instinctive forces 
which civilization has disturbed. 

Hirscu L. Gornon, M. D., 
Department of Psychiatry, 
New York Medical College. 


NURSE-PATIENT RELATIONSHIPS IN PsycHIATRY. By 
Helena W. Render, R.N. (New York: Mc- 
Graw-Hill, 1947.) 


Embarrassingly enough recovered patients leav- 
ing the hospital will often name one of the non- 
medical personnel, perhaps most often a nurse, as 
the person most responsible for their recovery. 
Hence as long as the ward charge holds such a 
crucial position in the therapeutic team, there will 
be a great and continuous need for good psychiatric 
nursing books. Unfortunately much of the litera- 
ture in this area gives every indication of belonging 
to the warmed-over-lecture-notes, diploma-mill 
school of writing. 

Not so this book. It reveals an intimate acquaint- 
ance with the realities of ward life and is the fruit 
of long experience. There are defects, to be sure, 
and minor lapses. Chapter IT, for instance, con- 
tains a monstrous screen to be used by nurses for 
the observation of patients (119 items from "active, 
afraid“ to “... vulgar, voluble”), which many 
readers will feel is unrealistic. In order to become 
expert in interpreting facial expression, the curious 
suggestion is made (Chap. IX) that student nurses 
be taken to the great art galleries to peruse certain 
canvases of Millet, El Greco, and other masters 
of whom a list is given. This is a delightful whimsy 
although the clinical application may be debatable. 

The core of psychiatric nursing is defined as 
"modifying moods and changing attitudes" and 
the bulk of the book is written around this. Par- 
ticularly impressive is Chap. III which deals with 
the patients’ fears, especially those of newly ad- 
mitted patients, and which gives detailed and sound 
Suggestions as to how the nurse can handle this 
complex problem. Here the author is obviously at 
home and possibly at her best. There is also ex- 
cellent Coverage of the strategic use of the admis- 
sion routine, of the business of maintaining flexible 
and effective nursing attitudes, and the various 


techniques of providing security. In the sections 
dealing with the clinical syndromes, the pages 
devoted to schizophrenia (back-building, taxpayers, 
schizophrenia—not the newfangled, psychoanalytic 
construct) are especially rewarding and give 
glimpses of a total-push program in actual op- 
eration. 

This book is the product of long practical ex- 
perience and at the same time is suffused with a 
buoyant, therapeutic orientation toward this most 
difficult branch of nursing. It reflects a writer 
with a keen sense of dedication. 

Hiram K. Jounson, M. D., 
Rockland State Hospital, 
Orangeburg, N. V. 


Science AND Man’s Benavior. By Trigant Bur- 
row, M. D., Ph. D. (New York: Philosophical 
Library, 1953. Price: $6.00.) 


This is indeed an extraordinary book, extraordi- 
nary in the literal sense of the word. It is a post- 
humous edition, and the editor and faithful disciple, 
William E. Galt, Ph.D., calls it "the essence of 
Dr. Burrow's phylobiological researches.” Those 
of us whom Dr. Burrow's earlier books had stimu- 
lated, but had left somewhat confused and baffled, 
have waited eagerly for the final formulations of 
his concept of “disordered human behavior.” 

The second part of this volume contains the au- 
thor’s book The Neurosis of Man; it has to be read 
first in order to understand the part which precedes 
it. This first part reports, in a somewhat dismem- 
bered fashion, the reactions of 29 outstanding re- 
search scientists from many parts of the world and 
many and diversified fields of science to whom 
galley proofs of The Neurosis of Man, or parts of 
it, had been forwarded. It also contains Dr. Bur- 
row's answers, responses, and apologia to their 
comments. As in his previous books, common con- 
cepts and words undergo great changes when used 
in the author's frame of reference, The neurosis he 
speaks of has little in common with our use of this 
concept in everyday psychopathology. Man, ie., 
all men, suffer from it, not as individuals but as 
parts of a superseding unit, "phylum," in which 
Dr. Burrow is solely interested because he con- 
siders it a biological entity with its own physiology 
and behavioral apparatus. Neurosis is pandemic! 
Man has lost (or never had) ‘“cotention,” ie, 
"the neurodynamic relation of organism to en- 
vironment as it exists natively and undifferentiated 
within the cerebro-sympathetic system." Instead, 
man is the victim of “ditention,” namely, “the situa- 
tional reaction in which ulterior advantage super- 
sedes direct interest in an object or condition for 
itself.” This results in “I-persona,” ie., “the re- 
stricted part-expression of the personality,” ruled 
by “part-brain: the restricted cerebral system that 
controls the secondary or partitive pattern of ten- 
sions and relates individuals only symbolically, 
vicariously to one another.” This then corresponds, 
according to Dr. Burrow’s nomenclature, to “Paren- 
cephalon, third nervous system, third brain.” 

Dr. Burrow’s attempt to create a science of “be- 
havioral medicine” is obviously closely related to 
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Walter B. Cannon’s writings about “automatic 
regulatory mechanisms of the body physiologic” 
and their application to the “body politic.” (Wal- 
ter B. Cannon, “The Body Physiologic and the 
Body Politic,’ Scientific Monthly, Vol. 79, No. 1). 
Burrow tries with all the spirited energy of the 
social reformer to develop scientific and especially 
physiologic proof for his concept that man in his 
interpersonal relations is on the wrong path, has 
been on the wrong path ever since history started, 
and that this is a last call to save man. On the 
publisher’s jacket it says: “Although sweeping in 
its indictment of current behavioral interpretations, 
the book is essentially inspiriting.” But this, being 
“essentially inspiriting,” is the tragic blow of death 
to a man who started out to use neurophysiology as 
a scientific explanation for his concept of human 
behavior. Burrow’s goal is harmony, permanent 
harmony, in human relations. He wants to lead 
man to it, using physiological experimentation as 
a compass, Man's affect of course interferes—let's 
do away with it! “The affect is an unwarranted 
feeling bred of the individual’s wishful self-interest 
or his self-bias” (p. 160). This is the language of 
the evangelist, or the medieval Bussprediger, it has 
no relation to medical science or physiology. 

There is tragedy in this last book of a great 
and gifted man, a former president of the American 
Psychoanalytic Association, who describes his in- 
creasing withdrawal and isolation from friends and 
colleagues into the lonesomeness of the Lifwynn 
Foundation, surrounded only by the devoted family 
and a few close friends and followers. There are 
occasional attempts to justify his changed relation- 
ship to psychoanalysis and to Freud; the author 
hardly sees that Freud was essentially a physician, 
a healer. Dr Burrow finds himself far away from 
medical psychoanalysis, somewhere between the 
social reformer, Alfred Adler, and the philosophical 
mysticism of Carl Jung. 

Dr. Burrow had gotten far away from medicine, 
but the philosophers, sociologists, and anthropolo- 
gists to whom he submitted this book's galley 
proofs could not follow his reasoning either. Their 
baffled and sceptical, polite answers culminate in 
the late John Dewey’s final statement: “In other 
words, part of my difficulty is, that I have not 
definitely made out just what your underlying 
postulates may be.” 

Thus has ended the life of the brilliant person- 
ality of Trigant Burrow in a confused and over- 
written accusation against the development of mod- 
ern man, full of neologisms, full of repetitions and 
contradictions, full of good will and imagination, 
but tragically lacking scientific organization, dis- 
cipline, and convincing evidence. 

Wurrep C. Hurse, M. D., 
The Mount Sinai Hospital, 
New York City. 


Cui TRAINING AND PERSONALITY: A Cross CUL- 
TURAL Srupx. By John W. M. Whiting and 
Irvin L. Child. (New Haven: Yale Univer- 
sity Press, 1953. Price: $5.00.) 


Cultural anthropologists are becoming increas- 
ingly concerned with personality and its relation- 
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ship to society. Most of the efforts to deal Win 
this problem on a theoretical level have borrowed | 
rather heavily from the conceptual framework of 
psychoanalysis. The validity of Freudian meta- 
psychology has been assumed in advance and, core | 
sequently, has been employed to interpret the obser - 
yations obtained in the field rather than haying 
been checked against them. The cultural anthro- 
pologist has been disposed to regard the theory of 
psychoanalysis as clinically verified; unfortunately. 
for this naive view, objective and reliable clinical 
evidence is simply nonexistent, if one insists upon 
the usual standards for scientific proof. The com 
parative data on child rearing and adult personality) 
provided by the manifold varieties of human society | 
would appear to afford a unique opportunity to test 
the hypotheses of psychoanalysis. 

With circumscriptions of the problem, that is 
what the volume under review proposes. E 
somewhat modified, in the light of learning theory,” 
certain psychoanalytic constructs, the authors have 
set about testing their validity statistically. An im 
pressive amount of work has gone into this study. | 
At the outset terms are rather clearly defined; | 
methodology and data are fully reported. Com- 
mendable efforts have been made to guarantee the 
objectivity of results. 1 

It is not possible, within the confines of a brief 3 
review, to appraise this volume in detail. A Serious 
work, it merits serious consideration, however, cer: 
tain general questions are raised by this study that 
are fundamental not only to its evaluation but ’ 
to current trends in cultural anthropology. =| 

Drs. Whiting and Child have attempted to asses 
the degree of correlation that exists between child 
training practices on the one hand, and the system 
of beliefs about illness, on the other; the later 
taken as an index of personality and considered. - 
in relation to the theory of fixation. The raw | 
materials of the study are field reports by B 
on 70 "primitive" societies, for two thirds of whi y 
only one source of information is cited. The rep 
vary from accounts by early travellers to d 
investigations by contemporary anthropologists, 
dates of publication from 1704 to the present. 
cultural data, at best, are subject to biased rep ‘a 
ing and evaluation. (Compare Lewis “Life ine 
Mexican Village: Tepotzlan Restudied in 
recent report from the Yale group, Glad ‘Sch 
paper on the Trukese in the Trans. N.Y. Acad 
of 1953.) With the variable reliability of the p 
itself in mind, judgment on a notion such as 77 
verity of socialization” would hardly seem 1 at 
to precise numbers on a scale—a 21-point 5 d 
that!—whatever the “coefficient of correlation ^. 
tween three judges’ opinions. à 3 

There can be no question of the crying need in 
the disciplines that study human behavior for dr 
titative rigor. Certainly, the great usefulness of 
statistical methods elsewhere gives promise call 
they have much to offer to us. But statistics E 
be seductive. Once data have been conv iol. 
numbers and fed into the statistical hopper tei uh 
out of significance, they are endowed Me 
an “objectivity” that may be more apparent jal 
real. For, it must be clearly understood, statis 
methods are no more than useful tools to 
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the extraction of information that is already in the 
data; they do mot introduce validity or signifi- 
cance into the raw material. If we have reason to 
doubt the data—and I am afraid that here we must 
—the correlation coefficients or “p” values derived 
after the data have been cloaked in the sanctity of 
numbers are without relevance to the basic ques- 
tions we have raised. 

There is yet a further trap in the statistical con- 
clusions of this study, one of which the authors 
seem unaware. Perhaps a hundred correlations are 
tried for fit in the course of this volume. This 
being true, the ordinarily significant “p” value of 
.05 (a 1 in 20 probability of being due to chance) 
cannot be relied upon, since at least 5 such “signifi- 
cant" correlations will have been due to chance 
alone (out of the hundred tested). Those with a 
“p? value of .or give us a bit more confidence, 
since only one should be "valid" by chance, and 
only the very few at a confidence level of .oor can 
be reliably regarded as due to factors other than 
chance. If we insist on this criterion, as I believe 
we must, then child training practices with regard 
to “sex,” “oral,” and "anal" matters would appear 
to have no bearing on the projective systems of 
adult personality as measured in this study. "Ag- 
gression" and "dependency" training alone appear 
to matter. This should surely disconcert at least 
the orthodox analyst—though, as has been indicated, 
the results can be accepted only with the greatest 
caution. 

There are many other questions this reviewer 
has. Just how valid is the assumed homogeneity of 
“primitive” societies, an assumption which is in- 
tegral to the notion of standardized child training 
practices and modal personality or belief? Can 
systems of belief be so simply related to childhood 
training? What of the role of the priest-physician 
in perpetuating doctrine as an instrument of power? 
Correlations, of course, even when positive, tell us 
nothing about causality; items that vary concur- 
rently may be moving in response to an underlying 
more fundamental factor. The authors are fully 
aware of this and correctly point out that a signifi- 
cant correlation can be a guide to further investi- 
gation. 

In essence, then, this study suffers from the con- 
ceptual limitations that plague cultural anthro- 
pology in general. It attempts to employ statistical 
methods, a desideratum in itself, but without full 
cognizance of the limitations set by unreliability in 
the data. Nevertheless, it is a welcome pioneer 
work in a domain that has been marked till now by 
a wholly qualitative approach and an appeal to 
“reasonableness” as an argument for validity. Cul- 
tural anthropology will have achieved full status 
as a science when rigorous proof has been substi- 
tuted for the intellectual tour de force in its strug- 
gle to evolve a theory. 

Leon ErsENHRRG, M. D., 
Children's Psychiatric Service, 
Johns Hopkins Hospital. 
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PRINCIPLES OF INTERNAL MzpicINE. Second Edition. 
Edited by T. R. Harrison, R. D. Adams, P. B. 
Beeson, W. H. Resnik, G. W. Thorn, and 
M. M. Wintrobe. (New York: Blakiston, 
1954. Price: Student 1-Vol. Ed.: $16.00; Pro- 
fessional 2-Vol. Ed., boxed: $21.00.) 


This publication is put out in 2 editions: a I- 
volume edition of 1,703 pages, and an index of 87 
pages, which is listed as being for students, and a 
professional edition of 2 volumes. The editor-in- 
chief, Dr. T. R. Harrison, is Professor of Medi- 
cine at the Medical College of Alabama, but the 
publication is made up of material from 85 con- 
tributors. It is the "aim of this book to present 
within the confines of a single volume a considera- 
tion of the disorders that comprise the province of 
internal medicine, An attempt has been made to 
integrate the pertinent content of the preclinical 
sciences with clinical medicine, and to approach 
the subject not only from the standpoint of dis- 
orders of structure, but also by way of abnormal 
physiology, chemistry, and disturbed psychology. 
This method of presentation follows the modern 
trend in medical education. The book is directed 
primarily at the student and physician who desire 
a presentation of the important scientific principles 
that are necessary for a rational understanding of 
the development, evolution, and management of 
internal diseases." 

The editors further point out that "because many 
constitutional diseases, as well as neurologic dis- 
orders, tend to present themselves with manifesta- 
tions referable to the nervous system, a series of 
Chapters has been written dealing with the more 
common manifestations of disordered nervous sys- 
tem function" The table of contents and index 
make this book a ready reference. 

In the section discussing the “Cardinal Manifes- 
tations of Disease" there is a detailed discussion 
of “Pain.” Every physician is faced with the 
proper evaluation of this major symptom. In “Dis- 
orders of Nervous Function" there are extensive 
discussions on the various symptoms found in such 
disorders. It is unfortunate that this volume, pur- 
porting to be up-to-date, does not follow the pat- 
tern of the new classification accepted by the 
American Psychiatric Association. The book, of 
course, is presented from the angle of the general 
practitioner rather than that of the psychiatrist. 

In the last section, “The Nervous System," 
there is a further discussion of the pathology asso- 
ciated with the nervous system, and with which 
every psychiatrist should be acquainted. 

One of the contributors, Raymond D. Adams, 
Proféssor of Neuropathology at Harvard Medical 
School, well states that "the average physician, 
upon scrutiny of his own patients, will be forced 
to admit that between 50 and 75 per cent of them 
are suffering from pure psychoneuroses or super- 
imposition of a neurotic reaction upon organic 
disease, This is also true of the patients entering 
large municipal or private hospitals for diagnostic 
studies" Although the author is not a psychiatrist, 
he appears to be well orientated in modern psycho- 
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pathology but somewhat biased in his opinion, for 
he states that “it would be erroneous to conclude 
that the psychic factors are causative.” 

In spite of the fact that the psychiatrist will find 
much with which to disagree in this volume, the 
editors have taken a step in the right direction. 
This book would definitely be a contribution to the 
library of every psychiatrist. 

James L. Mc Carrney, M. D., 
Garden City, N. Y. 


PSYCHOANALYSIS AND Personatity. By Joseph Nut- 
tin, (New York: Sheed and Ward, 1953. Price: 
$4.00.) 


The dimensions of sin, like the dimensions of the 
universe, have changed with the advance of knowl- 
edge. At first the expanding cosmology of the as- 
tronomers aroused intense anxiety in the souls of 
the dogmatically faithful, and it became in due 
course a subject for theological disputation or in- 
quisitions concerning heresy. In the end, superstition 
was abandoned, and, as history has demonstrated, 
the official basis for morality was not undermined. 
In the realm of man’s knowledge concerning him- 
self, Freud’s psychoanalytic discoveries have proven 
equally expansive, equally revolutionary, and equally 
disturbing. 

Psychoanalysis is fraught with far-reaching im- 
plications for any closely knit and systematized re- 
ligion, implications involving both practice and doc- 
trine. How, for example, is the degree of culpability 
altered by the awareness of unconscious motivation? 
Where in the hierarchy of sinfulness does the genu- 
inely unconscious sinner fit? What is the value of 
the self-imposed penitential act (e.g., as in compul- 
sion neurosis) when the act is secretly a hostile 
caricature of officially sanctioned penance? These 
are but a few of the many problems that psychoana- 
lytic insight may raise for the priest, the moralist, 
the religious psychotherapist, social worker, etc. 

As in the case of its counterpart in cosmology, 
the response to this historical development in psy- 
chology has been varied. The discoveries of psycho- 
analysis have been disregarded, attacked as a tissue 
of lies, labeled completely unscientific, or an evil ex- 
crescence, symbolic of the moral decay of our age. 
Fortunately such is not the approach of Joseph Nut- 
tin, Catholic professor of psychology at the Uni- 
versity of Louvain, in this book. Nuttin acknowl- 
edges the reality of the impact of psychoanalysis, 
emphasizing how its concepts of motivation, dy- 
namic conflict, and personality have transformed 
modern psychology. 

This book consists of two parts. In the first, the 
author attempts to describe and evaluate psychoana- 
lytic theory, its philosophical assumptions, and ther- 
apeutic approach. In the second, he advances a 
“new” dynamic theory of normal personality, not 
based on the findings of psychopathology exclusively 
and taking into account man’s spiritual needs. 
(There is in addition a 16-page appendix outlining 
Adler's individual psychology.) 

In both portions of the book, the author achieves 
only partial success. At best his elaboration of psy- 
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choanalytic theory is distant and non-comprehensiye, 
primarily because he concentrates on the discoveries - 
stemming from the earliest period of psychoanalytic 
history, namely the psychology of hysteria, repres- 
sion, and infantile sexuality. The complexity of the. 
operations of the ego, its regard for reality and for 
morality, are missed. Repeatedly the author refers 
to Freud's method of reducing psychic phenomena.to 
the manifestations of one force, the libido, which is 
obviously incorrect. The author furthermore con- 
fuses the working hypotheses of psychoanalysis, | 
the theory of drives (to which most Freudian ana- 
lysts subscribe) with Freud’s broad philosophical 1 
speculations concerning the life and death instincts | 
(with which many Freudian analysts disagree). 
From the very few clinical examples which the | 
author cites concerning analytic experiences it be- 
comes clear that his grasp of analytic principles is 
more scholarly than real. (In analyzing the case of 
a young girl; Alma, in conflict between marriage 
and chastity, the author describes an apparently un- 
motivated outburst of tears which the patient expe- 
‘rienced while lying in bed with a girl friend who 
“had also become the object of Alma’s need for 
erotic affection.” No mention is made of this homo 
sexual temptation in evaluating the material.) 
The author’s own theory of the normal person- 
ality is eclectic in derivation. As a serious mı 
scientific worker, Nuttin has attempted to integrate 
some of the contributions of Freud, Adler, K. Lewin, < 
Allport, and many others with the philosophical f 
and moral principles fundamental to his fat 
Basic is the concept of each man as an indivi 
core of life “formed and fed by contact with the 
non-ego” and manifesting a need for others. 
forms of exchange are experienced at various | l 
biological, psycho-physiological, psycho-social, ad 
spiritual. The “law of effect” dictates “that mor- 
mal forms of behavior, and the dynamic forces 
which lie behind them, tend to develop according to 
the success achieved . . . forms of behaviour un 
lead to a satisfactory result are maintained by i 
organism,” unsatisfactory forms are increasing“ 
eliminated. In this fashion the drive for elk pre 
vation and self-· development fuse with the need Er 
linked to other beings. "This complex double t i 
ency—towards self development and towards con 
tact with others can therefore be consider 
dynamic expression, on the psychic level, of W! 
man is.” Bp 
This book may be a modest but significant beg 
ning of an important development, the integration e 
the technical contribution which depth psyche 
has to offer with the problems of human sin an 
in the context of a religious frame of reference. 


Arrow, M. Da 
ee Re New York City: 
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INTRODUCTION TO PSYCHIATRIC OCCUPATI We 
apy. By Gail S. Fidler, O. T. R. and Joy sd 
Fidler, M.D. (New York: Macmillan, 19% 
Price: $4.00.) 2d 

The authors of this 200-page book are married for 

their training seems to have fitted them W. 
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the task they set themselves in elaborating their 
subject. Mrs. Fidler is a graduate of the Philadel- 
phia School of Occupational Therapy. Both she and 
Dr. Fidler studied at the William Alanson White 
Institute of Psychiatry, and she has had a number 
of years experience in at least 4 hospitals, has served 
as Chief O. T. in 2 of them. 

In the Introduction by Elizabeth P. Ridgway, 
O/T.R, it is stated: “The psychiatric frame of 
reference of the authors is that of Harry Stack Sul- 
livan and the William Alanson White Foundation,” 
(and this is quite evident in the text that follows). 
Miss Ridgway then goes on to say: “In a sense 
this is quite unimportant because the material used 

is not controversial if one accepts the idea of human 
beings developing dynamically.” 

It may be said that the authors have been success- 
ful in developing their thesis, and that students of 
occupational therapy will gain in understanding 
present-day trends in treatment of psychotic pa- 
tients. However, it would seem that, in order to in- 
sure better cooperation between the prescribing 
psychiatrist and the therapist, the former should 
study this book more thoroughly than the pupil in 
therapy. 

The subject of the therapist’s records is well cov- 
ered and should be of material assistance to the psy- 
chiatrist in understanding the psychosis of the pa- 
tient by the information gained from them. The 
atmosphere of an occupational therapy clinic is 
usually less formal than that of the ward or psy- 
chiatrist’s office, and patients are usually less 
guarded in expressing themselves freely or naturally. 

Stereotyped charts are condemned, yet the only 
example of a chart given is a “progress report” on 
which degrees of “Hostility, Sociable,” etc, are 
scored each month by the numerals, o, 1, 2, 3, zero 
indicating absence of a quality. Presumably such 
a chart forms a convenient way of rapidly estimat- 
ing a patient’s progress, 

The directions for prescription writing seen ad- 
mirable, and examples emphasize their clarity. If 
the attending psychiatrist can be persuaded to fol- 
low this pattern much better rapport between psy- 
chiatrist and therapist will result. Unfortunately, 
too many psychiatrists write inadequate prescrip- 
tions for Occupational Therapy and some (we have 
heard) refuse to write any, thus placing the therapist 
in an uncomfortable position and himself in an un- 
cooperative one, also laying himself open to the sus- 
picion that he does not know how to write one. 
From the fullness of the examples given it may be 
surmised that the busy psychiatrist will object to 
Such forms as being too time-consuming, losing 
sight of the fact that such careful summaries prove 
he has made a careful study of his patient and will 
help the therapist in her treatment of the patient. 

While a few other criticisms might be made, such 
as, narrow page margins on their binding sides, 
Which force the reader to do a part of his reading 
ona curved surface. This is probably the fault of 
the printer and not of the authors. Also the list of 
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references is heavily loaded with “dynamic” psy- 
chiatry, with practically no mention of less radical 
views of successful therapists and psychiatrists, and 
little attention is given to other modalities than arts 
and crafts. 

But despite such minor criticism, it may be reit- 
erated that the Fidlers have produced a book of 
value to both therapists and psychiatrists which 
should be read by all specializing in the care of 
mental patients. 

W. R. D. 


Caricatures OF 88 PIONEERS IN PSYCHOANALYSIS. 
Drawn from life by Olga Székely-Kovács and 
Robert Bereny. (New York: Basic Books, 
1954. Price: $4.50.) 


An entertaining book, and not without historic 
interest too. The historic interest leads back to 
1908 in which year the first congress of psycho- 
analysts had been held in Salzburg, Austria. Forty- 
two persons took part in that meeting. In 1024, the 
psychoanalysts convened again in Salzburg; it was 
the Eighth International Congress this time, and 
under the presidency of Dr. Ernest Jones. Of those 
in attendance, 9 had been present at the first meet- 
ing. President Jones reported that the total mem- 
bership of the International Association was 263. 
The United States furnished the largest contingent 
—57 members. The president further noted that 
since the first Congress, “Some have seceded from 
the movement [Adler, Stekel, Jung, Ricklin, Mae- 
der], several have to some extent lost interest." 
Freud, recuperating from an operation, was unable 
to be present. 

During this 1924 meeting the two artists were 
busily engaged in sketching the profiles, three-quar- 
ter, or full faces of the delegates, as might be most 
impressive. The publisher's note does not say 
whether the artists were invited or volunteered their 
services. The male artist did 55 of the drawings, 
the woman 33. It may be worthy of mention that of 
the few least unflattering caricatures a majority 
were done by the male artist. 

Women were well represented at this Congress; 
they were the subjects of 28 of the 88 caricatures. 
At least 6 of the men and 12 of the women were not 
physicians. The number of nonmedical participants 
may have been greater as the title "Dr." prefixed 
to most of the names is equivocal and may stand 
for Ph. D," as in the case of Dr. Rank, a later 
secessionist. 

The original drawings were presented to Freud 
and a strictly limited, privately printed edition was 
issued for the participants. The present reissue con- 
stitutes therefore the first edition of these choice 
works of art available to the public. 

Patients are sometimes neryous or timorous in 
consulting a psychiatrist. To alleviate such discom- 
fort might this book perhaps find its place on the 
table in the psychiatrist’s waiting room? 

C. B. F. 


IN MEMORIAM 


RILEY H. GUTHRIE, M.D. 
1895-1954 


On October 23, 1954, Dr. Riley Henry 
Guthrie, a U. S. Public Health Service.psy- 
chiatrist and a Life Fellow of The American 
Psychiatric Association, died at his home in 
Bethesda, Maryland. His passing, at the age 
of 59, ended a career in psychiatry—as pro- 
gram specialist, teacher, and hospital ad- 
ministrator—which spanned nearly 3 dec- 
ades. 

For the past 7 years, Dr. Guthrie was spe- 
cial consultant for mental hospitals for the 
National Institute of Mental Health, Public 
Health Service. In this capacity he worked 
closely with hospital administrators and pro- 
gram executives throughout the states. His 
reputation as an authority on inpatient facili- 
ties for the mentally ill, and the growing 
public and professional interest in mental 
hospitals, led state and territorial mental hos- 
pital authorities to request his consultative 
services with increasing frequency. Because 
of his knowledge and experience, Dr, Guthrie 
was instrumental in strengthening current 
hospital practices and pointing the way to 
achievement of higher standards of services 
in the state mental hospital systems. 

It is appropriate that Dr. Guthrie, who 
was particularly concerned with improving 
commitment laws, should see the first steps 
toward more scientific commitment proceed- 
ings taken during his own lifetime. This 
advance came when the National Advisory 
Mental Health Council, in response to urgent 
requests from medico-legal authorities, rec- 
ommended formulation of a model law on 
hospitalization of the mentally ill. Experts 
from the medical, legal, and judicial profes- 
sions were invited to contribute their advice 
in drafting a uniform code which would dis- 
card the penological concept of the commit- 
ment procedure and substitute one of treat- 
ment which would be effective, sensible and 
humane. Dr. Guthrie, because of his exten- 
sive knowledge of the problem, was chosen 
to represent the National Institute of Mental 
Health on the drafting committee. The fin- 
ished work, entitled A Draft Act Governing 
the Hospitalization of the Mentally Ill, drew 
hundreds of requests from Governors, state 
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legislative bodies, judges and court officials, 
agency heads and program officials, hospital 
staffs, county and municipal authorities, vol 2 
untary groups, and others interested in 
achieving a more enlightened attitude toward | 
hospitalization of the mentally ill. 

Dr. Guthrie was born in Smithville, Ar. 
kansas, and was educated at the University 4 
of Arkansas and the University of Tennes: - 
see, receiving his M. D. at the latter school | 
in 1921. On completion of his internship al 
Arkansas State Hospital for Nervous Dis: 
eases, he began his professional career at 
Massillon (Ohio) State Hospital in 1927. - 
The following year he took a post at Boston 
Psychopathic Hospital. For 11 years he fee 
mained in Massachusetts—successively at 
Monson State Hospital, as Assistant to 
Commissioner, State Department of Ment 
Diseases, and again at Boston Psychopathic 
Hospital as Chief Executive Officer. E 

Before joining the Public Health Service | 
he was on the staff of St. Elizabeths Hospital | 
in Washington, D. C., for 6 years. He served 
as superintendent of Norwich (Connecticut) 
State Hospital from 1945 to 1948, when he 
left to accept the post which he held until his” 
death. 1 

In the field of teaching, he has been clini- 
cal professor of psychiatry at Georgetown | 
University Medical School, assistant cine 
professor of psychiatry at Yale Medical 7 
School, and professor of psychiatry at 
University of Connecticut. E. 

In addition to his membership in The 
American Psychiatric Association, Dr. cat i 
rie was a Fellow of the American Medi íi 
Association, the New England Society 6. 
Psychiatry, the Massachusetts Psychiatr. 
Society, and the American Psychopatholog 
cal Association. During World War Ib t 
was a member of the Regional Medical j 
visory Board for Selective Service in Comi 
necticut. Dr. Guthrie was also author of E 
number of scientific and professional P. 
cles on psychiatry and the planning an 
ganization of mental hospital facilities. 

He is survived by his widow, Mildre 
Guthrie, and two sisters. s 
R. H. Feux, M. D. 
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LETTER FROM AUSTRALIA 


W. S. DAWSON, M. D., F. R. C. P., F. R. A. C. Pt 
SYDNEY, AUSTRALIA 


In order to appreciate psychiatric services 
in Australia it is important to bear in mind 
that in a sea-girt continent of some 3 million 
square miles, a population of nearly 9 mil- 
lion persons is settled mainly in a 400-mile- 
deep fringe along the eastern, southeastern, 
and southwestern coasts, and that half of 
this population lives in the capital cities and 
larger towns. Sydney and Melbourne to- 
gether with nearby towns contain a popula- 
tion of over 3 millions. Each of the 6 states 
has its own Department of Mental Hygiene 
administering its institutions under Lunacy 
Laws which differ from state to state. 

Mental Hospitals.—A. building was as- 
signed by Governor Macquarie for the care 
of the mentally deranged in the outskirts of 
Sydney in 1811, and was thus the first 
asylum in Australia. Special hospitals were 
built later in the last century according to 
the solid prison-like patterns which were in 
favour in Great Britain at that time, but 
newer buildings and additions have been con- 
structed in a more open style, in keeping 
with modern ideas and more suited to a 
kinder, sunny climate. One or two of the 
State departments have separate hospitals for 
voluntary patients, Broughton Hall in Syd- 
ney being the first established in Australia 
(1921), and the largest, with 200 beds. A 
long-considered scheme to add a modern di- 
agnostic unit and a special section for chil- 
dren to this hospital seems nearer fulfilment 
now that lobotomies and other physical meth- 
ods of treatment call for more elaborate, 
éspecially neurological, methods of investi- 
gation, Some of the larger general hospitals, 
most of which have psychiatrists on their 
visiting honorary staffs, provide a few beds 
for voluntary patients. The neuropsychiatric 
pavilion at the Royal Prince Alfred Hospital, 
one floor of which is occupied by the depart- 
ment of neurosurgery with 20 beds, has 30 
beds for psychiatric cases, and was opened 
in 1938. 

Private voluntary psychiatric patients are 
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treated in small nursing homes or in the pri- 
vate sections of the larger general hospitals. 
In Australia only a couple of hospitals cor- 
respond to the private or licensed institutions 
in England or to the sanitaria in the United 
States, authorised to take both committed 
and voluntary patients and with resident 
medical staff. - 

The Commonwealth Department of Re- 
patriation cares for psychiatric casualties 
among serving personnel and veterans in its 
own general hospitals and outpatient depart- 
ments in the capital cities but committed 
cases are handed over to state mental hy- 
giene departments and are treated usually 
in a special “returned soldier" section of a 
mental hospital. 

The mental hospitals in Australia contain 
27,400 beds, staffed by 128 whole-time medi- 
cal officers and 4,600 nurses and attendants. 
Although the staff position has improved 
since I947, it is still (especially as regards 
nurses) below the authorised establishments, 
and of course below what is generally re- 
garded as adequate. In New South Wales 
a few visiting medical practitioners relieve 
the resident psychiatrists of certain routine 
duties such as carrying out periodic physical 
examinations in the chronic sections. 

Various denominational and charitable or- 
ganisations have colonies and hostels for 
mentally backward children, alcoholics, senile 
and other special classes of psychiatric cases 
which do not come within the ambit of the 
State departments for mental hygiene, Satis- 
factory, and one might even add, humane 
provision for aging mental patients is a seri- 
ous problem in Australia as elsewhere. The 
numbers of patients over 60 admitted to 
mental hospitals have increased greatly dur- 
ing recent years. 

Psychiatry and Medical Training.—There 
are medical schools in 4 of Australia’s 10 
universities. A faculty of medicine was es- 
tablished in Melbourne in 1862, in Sydney 
in 1883, in Adelaide in 1885, and in the Uni- 
versity of Oueensland in 1936. 

A lecturer in psychiatry was appointed 
first of all in Sydney in 1886. Medical stu- 
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dents are required to attend lectures in psy- 
chology and psychiatry (25 in Sydney) and 
also demonstrations and outpatient services. 
Not all the universities require the student 
to sit for a written paper in psychiatry but 
at least some form of oral examination is 
held. While the requirements are considera- 
bly below those of many medical schools 
in the United States, they are equal to those 
of the majority of British universities. Most 
of the clinical teaching in psychiatry is car- 
ried out by psychiatrists attending the larger 
general hospitals in an honorary capacity. 
Australia has not as yet a comprehensive 
national health scheme on the lines of the 
British system, with payment for services to 
public hospitals. The general hospitals of 
Australia containing a total of some 45,500 
beds and cots are attended by 4,400 honorary 
and 1,500 salaried medical officers, the latter 
number including the interns. 

A Chair of Psychiatry, established in 1922 
in Sydney, became vacant in 1951 and the 
only other Chair, in the University of 
Queensland, has certain research but no 
teaching obligations and like the Sydney 
Chair is not a whole-time position. 

Postgraduate education in psychiatry is 
offered to general practitioners by means of 
special lectures and clinical work, and special 
courses are provided for medical graduates 
who wish to obtain the Diploma in Psy- 
chiatry of Sydney (established in 1922), 
Melbourne, or Queensland. The courses ex- 
tend over 2 years, the first being devoted 
to psychology, neurophysiology and neuro- 
anatomy, and endocrinology ; the second cov- 
ering clinical neurology and psychiatry. Most 
of the candidates have had at least 2 years of 
experience in a mental hospital, following 
hospital appointments and practice in gen- 
eral medicine and surgery, before proceeding 
to study for the Diploma. In Sydney 3 can- 
didates obtain the Diploma each year and 
about the same number in Melbourne and 
Queensland. 

Professional Associations. The New 
South Wales Branch of the British Medical 
Association, through its special section of 
neurology, psychiatry and neurosurgery has, 
since 1920, provided the means for the pres- 
entation of papers and for discussions on 
psychiatry and allied topics. The section 
holds about a dozen meetings a year in Syd- 
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ney. Psychiatrists in Melbourne were largely | 
responsible for founding the Australasian | 
Association of Psychiatrists in 1946, which 
now has about 80 members (including 2 in 
New Zealand) all of whom are wholly en- ` 
gaged in the practice of psychiatry. Mem- 
bers of the association, who must have a 
diploma or other postgraduate qualification, 
are about equally divided amongst psychia- 
trists engaged in private practice and those 
employed by state departments. The mem- 
bers in the various States hold branch meet- 
ings and a general meeting of the Associa- 
tion is held in rotation in the various capital 
cities. In addition to scientific discussion, 
pronouncements have been made by the 
Council of the Association on matters of gen- 
eral policy concerning psychiatry and its 
relation to the community and social prob- 
lems. Reports of the Association's pro- 
ceedings and some of the papers which have 
been read are published in the Medical 
Journal of Australia and a news-bulletin 1s - 
circulated amongst the members. There does 
not appear to be any near prospect that le 
Association will be able to support a jou 

of its own. t 

~ The Sydney Institute for Psychoanalysis 
was founded in 1951 and is affiliated with 
the London Institute. There are 3 fully 
trained medical psychoanalysts in Sydney 
and 2 candidates in training. Melbourne has 
an Institute for Psychotherapy which is less 
exclusively Freudian than the Sydney Insti- 
tute. Although, as elsewhere, much of the 
Freudian and other psychoanalytical theories 
have been incorporated into current teaching 
in psychology and psychiatry it cannot be 
said that psychoanalysis has earned much 0 

a place as a method of treatment. There is 
also an Australian Society of Psychoanalysts 
which is a branch of the British Psycho" 
Analytical Society. 

Mental Hygiene. Councils for mental hy- 
giene have been in existence in New Sot! 
Wales and Victoria for over a quarter of a 
century, and are now affiliated with the 
World Federation for Mental Health. Cot 
ferences are arranged from time to time 0? | 
social aspects of psychiatry but it can hardly 
be claimed that our Councils have attain 

2 Since this paper was written (May 1954), the 
membership of the Australasian Association of 
ciatrists has increased to 104 Ordinary and 55 
Associate Members. 
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a position of authority in the community. An 
International Seminar on Mental Health in 
Children, sponsored by the Commonwealth 
Institute of Child Health, was held in Syd- 
ney in August 1953 and was attended by 
representatives from many Pacific countries. 
It would be shortsighted to disregard the 
number and variety of governmental meas- 
ures designed with a view to social better- 
ment such as Child Welfare Acts, maternal 
benefits, family endowments, and the like, 
which owe nothing to recommendations by 
psychiatrists. Too often in mental hygiene 
programmes there has been a tendency to be 
preoccupied with psychological patchwork 
rather than with the correction of more basic 
causes of mental ills, by promoting, for ex- 
ample, sound bodily health of mother and 
child and adequate living standards. Hous- 
ing programmes are properly high on the 
list of governmental activities. Fortunately 
Australia continues to be blessed with full 
employment, but with a 40-hour week, need 
for education in the wise use of leisure is 
becoming apparent in some quarters. Nor 
should one overlook the efforts of social 
workers, almoners, occupational, physical 
and speech therapists, who have had courses 
of psychology and psychiatry in their train- 
ing. The clergy too are appreciating the 
value of psychology in their pastoral work. 
Marriage counseling is making steady prog- 
ress. Alcoholics Anonymous have branches 
in country centres as well as in the cities. 
The Spastic Centre and the Subnormal Chil- 
dren’s Welfare Association in New South 
Wales are 2 outstanding examples of private 
enterprise and self-help. The activities of 
the State departments of mental hygiene are 
still restricted to custodial care and treatment. 

Racial problems are limited by the White 
Australia” policy. Chinese in Australia are 
the descendants of immigrants during the 
gold-rush periods of the last century and are 
well assimilated. That serious crimes and 
other maladjustments occur amongst the 
800,000 Europeans who have arrived during 
the recent years is not surprising having re- 
gard to the noxious influences to which many 
have been subjected in their formative years. 
There are some 46,000 full-blooded Aborigi- 
nals living mostly in the sparsely settled sub- 
tropical zone, and another 74,000 half-castes 
congregated near country towns. The rela- 
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tionship of these coloured people to white 
Australians still awaits a satisfactory solution. 

Treatment and Research.—The limited 
number of salaried psychiatrists in the state 
departments is in part responsible for the 
slender output of original work in psychia- 
try. Graduates who obtain Fellowships and 
research grants prefer to work in other fields 
of medical practice. At the same time, the 
discovery by the Sydney ophthalmologist, 
Sir Norman Gregg, of the relationship be- 
tween maternal rubella and certain develop- 
mental defects came from a trained mind 
and careful observation rather than from an 
elaborate research organisation. Dr. C. R. D. 
Brothers has investigated pockets of psy- 
chopathy in isolated districts in Tasmania. 
The lithium treatment of states of excite- 
ment introduced by Dr. J. F. Cade of Vic- 
toria in 1949 deserves special mention. Doses 
up to 10 grains of lithium citrate or carbon- 
ate are given thrice daily with satisfactory 
results in many cases of prolonged excite- 
ment, but as the compound may have to be 
given for a lengthy period toxic develop- 
ments are not infrequent and death has oc- 
curred even after administration had been 
discontinued for some weeks. Many more 
leucotomies have been performed privately 
than on patients in state hospitals and in- 
deed an enabling Act authorising this treat- 
ment in the mental hospitals of the New 
South Wales Department of Mental Hy- 
giene came into force only in 1953. The 
physical treatments tend to follow well-es- 
tablished techniques, newer methods being 
adopted only after critical consideration of 
results obtained overseas. 

Australia is still a young country, the 
white man has been established here a bare 
170 years, and the development of physical 
resources, specially now water conservation 
and minerals, makes the strongest claim on 
financial and intellectual resources. It is 
not yet possible to speak of any distinctive 
school of psychiatry, the practice of which 
is sound and conservative rather than enter- 
prising or experimental. 

We are relatively free from cults and 
esoteric disciplines, maybe because our popu- 
lation is small and, except for 2 large cities, 
scattered, and also because we remain a 
fairly homogeneous society with strong Brit- 
ish traditions. 
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The problem of human paralysis with its 
organic and psychiatric aspects is basically 
dependent upon the origin, purpose, and 
function of the component factors which 
have given rise to the human motor expres- 
sive system in terms of nervous elements, 
muscles, and bony skeleton of the vertebrate 


pes. 

In order to understand the problems of 
paralysis as it presents itself to the modern 
clincian for diagnosis and appropriate ther- 
apy, the origin and evolution of human 
movement from the primitive past must be 
clearly grasped so as to evaluate and reha- 
bilitate its present functional activity. 

The studies required to trace the “origin 
of human movement" lead back through the 
order of primates, where man holds his pre- 
eminent place, to the phylum of vertebrates 
Írom which our type of structure has 
emerged, The piecing together of the frag- 
ments of evidence from surviving types of 
vertebrates, along with the fossil forms that 
have been assembled, now begins to clarify 
a dim and indistinct common origin and se- 
quence of expressive manifestations in lower 
forms of life, which preceded our human 
patterns of response. d 

From slow motion film analysis of char- 
acteristic "patterns of movement" in the 
newborn human infant comparing them with 
types of vertebrates (shark), on through the 
amphibian elaboration with its budding ap- 
pendages and 2-dimensional projectional 
type of propulsion, to the 3-dimensional pat- 
terns of off-the-ground modification in the 
land reptile, one can discern a common pat- 
tern of power application which man himself 
has inherited along with the bone and nerv- 
ous system characteristics. 

"That structure and elaboration has varied 
and evolved externally and function has be- 
come more smooth and coordinated, is but 
the story of the automobile, truck, plane, and 
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-brates today. 


motor boat of modern times. Dissimilar in 
appearance and adaptability to their purpose 
they, nevertheless, have emerged around tlie 
common core of the creation of the int , 
combustion engine, which proved to be a 
efficient and labile device of power applica 
tion to the needs of a modern world of tran 
portation and unit movement. 

The elaboration of man’s most dignified 
state of upright (antigravity) method of pro» 
gression, known as walking, is the result of 
an uninterrupted process of evolution, covers 
ing a period of more than 350 million ye 
At first glance similarity of structure andi 
even of movement, is not always apparent, 
when comparing the shark, as one of the 
highest forms of fish, with those of the later 
types of vertebrates that learned to live 
breathe, and move about the surface of the 
earth, One of the salient features, howeveh 
which characteristically persists throughol 
this vast period of time is the bony structure 
of the fins, as they became modified into 
webbed feet and later to the various bony 
arrangements found in the surviving verte 

These bony structures SUP 
ported the trunk and body and were used a 
projectional mechanisms through the muse 
lar structure that formed about the v 
brate cage. 

This purpose must never be forgotten 
the motivation and rehabilitation of the pfe. 
tient even though the upper extremities nai 
hang from the shoulders and serve to © 
velop the skills of man. í 

Geology and anthopology, especially the 
unique sequence collection found in i 
British Museum, have filled in the gaps 9 
appendage function that now may be 100 
tified, step by step, in the similarity and Fr 
velopment of the bony pattern familiar 
the human being and the age-old y 
that was served before the primates de 
veloped freedom of use of the hands 2M 
fingers, an opposable thumb (Tarsoid type“ 
and full convergence of the eyes to pern 
3-dimensional stereoscopic vision. 

The key to the entire evolutionary . 
quence lies in the comparative anatomy d. 


3; 

4 
, 
r^ 


M 


1955 


the vertebrate nervous system, and its few 
modifications of detail and arrangement in 
the ages from fish to man. Here there 
is no “missing link,” no incongruity of 
external appearance, no dissimilarity in ap- 
pendage, skin, scale, hair, or feathers, The 
nervous system pattern with its 12 cranial 
nerves in the fish and amphibian is but a 
simplified model of our own, and reveals that 
elaboration of existing structure followed the 
potentials of expressive adaptation, The 12 
pairs of cranial nerves have persisted in 
unique function throughout this enormous 
stretch of time, Their function has been 
scarcely altered since they dominated the 
waters in the cyclostomes and fish before the 
higher types of vertebrates emerged, 

The importance of these individual pairs 
of cranial nerves has increased and dimin- 
ished in combinations of dominant perceptive 
and expressive function from era to era, and 
from species to species; but the first pair 
have always concerned themselves with smell 
and psycho-emotional reactions dependent 
upon odors, integrated with the awareness of 
food, friends, and foe, 

The 2nd pair have concerned themselves 
with light, vision, and the perception of 
Object awareness, with the combined con- 
cept of values which the revealed environ- 
ment instilled upon their sensitive nervous 
structure, Thus the concept and identifica- 
tion of a flower is both color and fragrance 
without the addition of other sensory disci- 
plines. A bird concept combines both vision 
and sound. Later the sth and oth nerves with 
the aid of the 7th and 10th may serve to 
please the palate and the gastronomics of 
the gourmet. 

The original purpose and design was to 
survive, reproduce, and conquer the environ- 
ment which acted upon the mobile unit struc- 
ture. The light perceptive values of the eyes 
became intimately integrated with the need 
for adjustment and focus, to better serve 
their visual protective exploratory function. 
Perhaps the least important of their pres- 
ently considered value was that of detailed 
Object awareness. The sensitivity to light as 
an adjunct of the sun and stars, and its dif- 
ferentiation from darkness with its uncer- 
tainty as to warned approach of impending 
catastrophe, was more important in a neuro- 
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muscular integration of defense, than one of 
appreciation of reading and the comparative 
values of detail, 

The 3rd, 4th, and 6th nerves which com- 
mand the movement of the orbital structures, 
to the benefit of the host in selecting the 
fields of vision, play an enormous part in the 
emergence of concept awareness which strati- 
fies the psychic foundation and forms the 
greatest cornerstone for the knowledge and 
conditioning, both inherited and acquired, 
that we designate as "instinct" and "intelli- 
gence.” Important as the 3rd nerve has be- 
come in the routine fixation of orbital ac- 
tivity, and the function of fusion and focus, 
nevertheless, the 6th, or external rectus, be- 
came the guiding master of movement when 
correlation beyond the axis of structure was 
required. 

The 6th nerve, the longest in the human 
cranial system, the most caudal in its nu- 
di aca and the most intimately con- 
n through the reticular sub-aqueduct 
structure with trunk-extremity, has varied 
least in its long role of protective adjustment 
of ocular function. In the tonic-neck-reflex 
we may still observe the automatic eye-head- 
trunk-tail sequence long before the extremi- 
ties appeared. When higher levels are with- 
drawn as in decerebrate rigidity or the 
advent of a "fit," this eye-head-neck pattern 
appears to conform to the coordination of its 
original level of functional response. 

The curious arrai and distribution 
of — 4th nerve still —Ó— as 
to its purpose and apparent unc- 
tion in assignment to the superior oblique 
muscle. The rotary effect of its control may 
well have served as a diverting influence for 
upward gaze, perhaps commanding the con- 
templative period of emerging types, when 
the aquatic forms of life turned their eyes 
upward through a thin film of water surface 
to contemplate the semi-solid and earthy 
world that lay beyond. 

The primitive marginal vegetation and the 
lure of food, or a chance to escape the 
swarms of predatory types that infested the 
seas of that era, could well have motivated 
the specialization of the fins and gills of 
those crude forms that could better survive 
beyond the water to reproduce and elaborate 
their kind. 
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This “prenatal” period marked the dawn 
of delivery from the surrounding waters to 
the air-breathing lung-fish and amphibians 
that eventually were to follow. A similar 
event, in a matter of hours or minutes, re- 
hearses the evolutionary drama of 100 mil- 
lion years, as each human infant is born to 
try the first breath of life in a dry and solid 
world. 

The sth or trigeminal nerve has persisted 
dominant in its perceptive surface adjust- 
ments about the oral structures, and with its 
intimate evaluation and proprioceptive re- 
sponses to material engaged by the lips, jaws, 
and mouth (for purposes of evaluation and 
consumption of food) and for aggressive 
fighting, protection, and the participation in 
breathing. This large cranial nerve grouping 
has its roots in the nervous structures ex- 
tending from the mid-pons to the 2nd cervi- 
cal spinal segment, where it is intimately re- 
lated with both higher and lower levels of 
reactive function. 

The 7th nerve which we identify with fa- 
cial movements, closure of the eyes and many 
modern facilities of expression, served a pri- 
mary function of manipulation of the mouth 
as a participant in the acts of modifying the 
size of the oral cavity, sucking, aiding, and 
initiating the integrated mechanism of 
deglutition. 

In the 8th nerve (the tympanic membrane 
of the fish), with its simplified detection of 
auditory vibrations in water and a simplified 
vestibular component, has undergone a re- 
markable improvement and evolution in 
structural adaptation required for the change 
of environment between water and air in the 
higher forms of life that followed. 

The oth, roth, and r2th nerves subserve 
their same primitive purposes and even in 
man are concerned with the sense of taste, 
and the presentation of food to the lower gut 
tract, the regulation of visceral structures, 
and the movement of the tongue, respectively. 

Aside from the lateral line organ, which 
was intimately associated with the primitive 
facial nerve (7th) and a more detailed elabo- 
ration of vestibular cerebellar component, 
there has remained but one further important 
addition to the cranial nerve system other 
than the vast elaboration of patterns upon 
the primitive elements underlying our human 
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structure. This addition concerns the impor- _ 
tance of stereoscopic vision and the conver- — 
gence of the eyes. This phenomena did not 
arise to its full and functional activity until 
the primate emerged scarcely 1 million years 
ago, giving rise to a specialized nucleus of 
the 3rd nerve devoted to the convergence of | 
the eyes, known as the Nucleus of Perla. 

The spinal cord with its sensory motor 
segmental arc arrangement has altered little 
in primitive plan, except to elaborate and in- 
tegrate levels of activity for special coordi- 
nate function. Around the central reticular 
core, fibers, tracts, and connections were 
elaborated as requirements demanded better 
and more skilled service between stations and 
relays for the function of the whole. 

The sensory and motor roots and pairs in 
segments throughout the elongated spinal 
cord have changed in number and concen- 
trated in extremity function such as the sa- - 
eral and cervical levels along with confluence ^ 
in the case of the 11th or spinal accessory 
nerve, merging the rostral cranial group. 

Here again the basic pattern of anterior 
and posterior roots, grey and white matten 
and detailed elaboration of the central retictt | 
lar substance has, from an over-all stand- 
point, shown little deviation from its orig? 
concept. It is true that the crossed pyram 
system did not appear until the amphibian 
level to dominate coordinated higher le 
expression of the contralateral extremities, 
and that the posterior columns did not arise 
until “off the ground” forms of reptilian 
structure required elaborate proprioceptive 
influences from joints, muscles, and postur 
sense, awareness of skin contact and environ- 
mental adjustment, which never were no 
quired by the water surfaces surrounding 
earlier types where application of extremity 
power of propulsion was universally com 
fined to a liquid media. " 

With this simple beginning, elaborate as} 
was, even at the fish level, like a game ^ 
chess with given units and endless variety a 
potential combinations, an expressive wo 
festation of particular skills became poss! 
and in certain instances represented SUC. 
"reflex" values, in terms of existing environ 
ment and competitive life, which have ie 
persisted as dominant and characters is 
*patterns of movement" throughout what 
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known as the “age of amphibia,” the “age 
of reptiles,” the “age of mammals,” and 
down to the present so-called “age of man.” 

In the myriad patterns that arose and dis- 
appeared, the briefly dominant superior com- 
binations that failed, the common and per- 
sistent well adjusted and prevailing “types 
of pattern of movements” which can be iden- 
tified clinically as well as geologically, ex- 
tending into a supremacy state over previous 
types, so as to be indelibly ingrained in the 
nervous system for more than roo million 
years in each instance, we may find our 
“normal” and “pathological” reflexes as hold- 
overs of an ancient past. 

The forms and structures which persist to- 
day, including man, obviously represent those 
types that have survived to reproduce, carry- 
ing with them from inherent levels of emer- 
gence, coordinated nervous structures en- 
dowed with a solution of their particular 
environment. They learned to adapt them- 
selves and solved the issue of type survival to 
pass on in endless form the trials and errors 
of relentless progression. 

As to the moment of "mutation," varia- 
tion, and structural adaptation from level to 
level, or type to type, the vertebrate sequence 
learned to adjust itself to factors of a vol- 
canic world, favorable vegetational facilities 
for food, and gas mixtures of oxygen and 
carbon dioxide in water, and in air, at tem- 
perature relationships which varied widely 
from age to age, as well as other influences 
that ebbed and flowed with the stupendous 
time scale involved. 

The environmental surroundings from age 
to age were often calm or chaotic and 
scarcely comparable to those that we know 
today. Thus, the beating of physical environ- 
ment upon the neurosensitive shell, respond- 
ing with an ever-enlarging motor adaptation 
to the requirements of survival and conquest 
of its immediate surroundings, played no 
less a part than the favorable selection of 
Structural arrangement, which could best 
cope with the changing ages and the destruc- 
tive forces that are so mutely written in the 
Strata of the earth's crust and the pulverized 
remains of glacial forces and pressures ex- 
tending over these vast periods of time. 
Thus it is that we, at the human level, 
inherited a vertebrate nervous structure, 


around which has been evolving variou 
combinations of projectional motor adjunct 
now known as extremities, the original pur 
pose of which was to propel the head-trunk 
visceral sac in a forward or desired direction 

With these fundamental sequences came : 
purpose for each mobility of head-trunl 
structure activated by a universally commot 
nervous system pattern responsible for moto: 
expression from fins to fingers. We mus 
bear in mind the important concept that thi: 
vertebrate structure arose in a belly-dowr 
position, moving horizontally for the mos 
part and only acquired an “off-the-grounc 
state" in its later manifestations. The dig: 
nity of man is expressed in upright walking 
with freedom of the arms and hands from 
weight-bearing service, irrespective of the 
fact that he prefers to lie upon the back ot 
fold his hands in a sitting position, This 
highest form of motor expression must be 
treated as it arose in posture and in purpose 
not as we may today feel convenient anc 
comfortable. 

The allusion to this primitive or horizonta 
state of progression is abhorrent psycholog. 
ically and emotionally. This fact cannot b 
overestimated. To be “down” or “knocked 
flat” must be considered as a posture of 
humiliating indignity. Self-ego feeds upor 
the privileges and superiorities of those mos! 
recent acquisitions, because of which man i: 
the new and proud owner of a popular model 
of mobility and superior activity and be- 
lieves he may be forgiven for his intolerance 
and tendency to pity his less fortunate rela- 
tives of the vertebrate family, who did not 
fare as well in the course of time, nor ac- 
quire the skills of his individually unique 
accomplishments. 


II 


With this planetary glance at the primitive 
past we may now interpret with a fair degree 
of tolerance, the basis for certain “patterns 
of movement” which aid in rehabilitation of 
patients after higher cortical controls have 
been lost. The ease with which these ancient 
reflexes and semiautomatic responses and 
patterns of movement may be obtained in the 
spastic types of paralysis, the intrinsic exer- 
cise they afford to the voluntarily paralyzed 
muscle groups and the subtle satisfaction 
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they provoke in the human victim, when 
power and movement seem to reappear in an 
otherwise useless part, have now established 
their place in physical medicine and neuro- 
muscular therapy. The psychological effect 
upon the handicapped patient cannot even be 
estimated as he so frequently again “cap- 
tures control” in part, or substitute act in a 
formerly frozen fist or arm, leg or foot. The 
patterns of the past lie far below the cortex 
and, when this higher level is afflicted, may 
emerge through proper reflex stimulation to 
give the crude elements of movement and of 
power that prevailed before the cerebral 
hemispheres developed. 

The newborn infant, when analyzed on the 
abdomen in shallow water and the move- 
ments compared with the characteristics of 
early types, such as the amphibian or reptile, 
shows the beautiful coordination and con- 
trols of types that were active in this original 
belly-down life expression long before man 
emerged. 

Here we find the superiority of man in his 
self-styled supremacy merely a replica of cer- 
tain simple fundamental “patterns of move- 
ment” designed for the purposes of projec- 
tion of the head and trunk, before he acquires 
during childhood (within the first 12-14 
months), an upright unaided expressive state 
of antigravity progression. This simple phase 
from birth to walking covers an evolutionary 
period of 200 million years. As the first 
breath of air marks the greatest moment of 
every human life, and the celebration of his 
birthday throughout his survival, so it is the 
first step in upright walking marks him as 
superior to all preceding vertebrates and pre- 
vailing types today. The motivation in reha- 
bilitation lies in the recognition of these 
primitive ego satisfactions and should be fo- 
calized as the motivating purpose of rehabili- 
tation therapy, not the glamor of a future 
job, or acquisitive hoarding of an elusive 
dollar. 

If we are to deal with the motor mecha- 
nisms involved in paralysis and the psycho- 
motor mechanisms related to their purposes, 
as well as the so-called mental attitudes in- 
herent with the loss of this supreme acquisi- 
tion, we must see that human movement has 
emerged, along with its meaningful psycho- 
motor component from a grim and dynamic 
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past and that we cannot consider any suc. 
cessful therapy which treats one without con- 
sideration of the other. 

Here in a common purpose, for basic indi- 
vidual survival and mobility, lies the chal- 
lenge of rehabilitation, to supply or satisfy, 
replace or substitute imitative structure of 
satisfactory simple basic motor performance, 
along with assurance to the individual that 
the substitution replacement or agent of re- 
maining expression may be associated with) 
the psychodynamic pleasures, existing in 
power performance, and purposeful objec) 
tive at a primitive level, even if the higher 
skills of man cannot always be restored. 

It is here that we may now survey the “re 
flex” activities which we find normally and 
pathologically in the human being and can 
now be used to his benefit when certain 
higher levels are lost by "stroke," hemor 
rhage, disease, or accident to the surface 
brain levels. : 

These so-called “normal reflexes,” as they: 
appear in individuals wihout pathology, may 
be considered as the scattered fragments of 
“patterns of movements” once impres 
upon a sensitive nervous system for the pur 
poses of defense, now obsolete and outworn,. 
nevertheless appearing at an automatic 
semiautomatic lower level of nervous system 
response, when certain sensory perceptive 
and peripheral stimuli and postures are a 
sumed, or simulating the many activities 
the patterns of response originally sought to 
serve. 

We may now take those dominant ani 
controlling reflex responses which have suf 
vived the ages of evolution and elicit them by 
proper methods of superficial deep and pos 
tural stimuli, We shall also find that theft 
are certain dominant sequences in these 10 
herent reflexes that begin to automaticaly 
formulate “patterns” and “types of response 
in muscle groups, similar to the earlier forms 
of movement in vertebrate life. ; ; 

It is important to recognize the tonic-neck- 
reflex, inherited from the fish level of "um 
vertebrate elaboration, consists of the turm- 
ing of the eyes and head in a definite dires 
tion, which influences and activates Ce. 
upper- and lower-extremity responses. ^ 
reflex itself (known as the tonic-neck-e 
flex) may have little purpose or significant? 
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if obtained in the conventional manner, with 
the patient lying on the back. The best ex- 
amples of this pure reflex response is to be 
found in the “decerebrate types” of human 
beings in whom, when the occiput is turned, 
there follows a coordinated response of both 
extremities on one side, that is, the arm and 
leg may be lifted in an extended position 
(homolateral response) as the occiput rotates 
away from the responding side. 

If, however, this phenomenon is observed, 
in the decerebrate types, with the patient face 
down and on the abdomen, relating the 
movement of the head to the oral cavity, it 
will be found that as the oral cavity turns 
toward the side, there is a lateral movement 
of the eyes and an extensor movement of 
both extremities on the same side. The thumb 
advancing towards the oral cavity, as the 
lower extremity also advances on the same 
side (homolateral amphibian pattern) to 
which the head and eyes are turned. This 
phenomenon may be repeatedly produced by 
turning the oral structure from side to side, 
which then evokes an alternate homolateral 
response, and the decerebrate human being 
begins to initiate automatic crawling move- 
ments similar to that seen in the salamander. 

The spontaneous turning of the head and 
eyes with elevation of an upper extremity is 
often noted in convulsive seizures, as a pre- 
liminary phase to the onset of repetitive 
movement, known as the “clonic state” (ho- 
mologous release). 

This head and eye movement is character- 
istic of the fish and dominates control of the 
trunkal undulation involving the attached 
upper and lower fin paddles (extremities) 
in such a way that there follows a certain 
sequence of events. The eyes turn, the head 
is laterally rotated and, in the vertebrate 
forms, there is a trunkal movement that pro- 
gresses, from neck to tail, in time and se- 
quence like the undulations of the eel. This 
flow of power in higher types precedes the 
movement of the shoulders, arm, and fore- 
arm. The trunk movement continues to the 
lower extremities in an undulating fashion 
and is segmentally accompanied by a sup- 
porting movement of the extremity on the 
same side. Differentation of lateralized com- 
bined or homolateral movement arose with 
the advent of the pyramidal system, identi- 
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fied in ambloblastoma (by Coghill) as at the 
amphibian level. 

The eye-neck turning, releases a homolat- 
eral movement of the extremities so that the 
shoulder, arm, forearm, with the trunkal un- 
dulation coordinates the propulsive power of 
the lower extremity as seen in the sala- 
mander, particularly. 

Such homolateral movements are charac- 
teristic of the amphibian state, along with one 
other persistent type, known as homologous 
movements, which involves the use of both 
upper extremities simultaneously, and both 
lower extremities likewise, at their respective 
cord levels. 

When this movement is integrated, it 
gives the hopping effect noted in the frog, 
and, in its more modernized form, in the 
galloping of a horse, the loping of a dog, 
jumping in the squirrel or rabbit, of the 
mammal species, and can easily be identified 
in almost pure form in the newborn infant 
or later with certain leaping and bounding 
movements in man, when great power and 
primitive strength and speed is required 
within mechanism of flight or fear (“jumped 
with fright,” “leaped at his opponent"). 

Using the neck reflex as a timing guide, 
by turning the head to the side with the ho- 
molateral extremities advanced so that the 
thumb approximates the mouth, the cerebral 
spastic patient in the prone position, a series 
of movements may be initiated by passively 
moving the parts on the advanced side, 
downward and backward as the head turns 
away to meet the advancing pair of extremi- 
ties on the opposite side. 

By alternating these patterns as the head 
is turned in proper time, an amphibian crawl- 
ing type of movement can be induced and 
conditioned with or without the patient's aid, 
if the pathology is one primarily of spastic 
nature and the lesion lies above the thalamic 
level involving chiefly the pyramidal motor 
system. 

The continued practice of this pattern 
leads spontaneously in most cases to the next 
higher type of movement found character- 
istically in the reptile (turtle). Here the 
position of the patient and the sequence of 
the head and upper extremity movement is 
the same, but instead of the lower homo- 
lateral extremity advancing and extending 


650 


on the same side, the contralateral member 
does so instead. This is known as the 
“crossed diagonal " and is best ob- 
served in the turtle as the highest form of 
reptile in existence today. á 

This crossed diagonal sequence is found in 
most walks or trots of mammals and is pres- 
ent in man as “associated movements” of 
the arms, when they swing freely and nor- 
mally in walking or marching, contralateral 
to the advancing foot. 

This is the typical free “sailor’s gait” 
which characterizes walking not as “stilted 
progression” of the feet, but a coordinated 
symphony of shoulders, arms, and body as 
well. 

To fix the upper extremities by crutches, 
bars, or objects to grasp is to defeat the se- 
quence, that in the horizontal manifestation 
leads to crawling and eventually to proper 
body balance by the arms and head when up- 
right progression is attempted. Thus we may 
learn from the acrobat and toe dancer the 
great assistance of upper body structures in 
the establishment of antigravity and balance 
coordination and should apply these to the 
problems of rehabilitation where crude bal- 
ance ambulation can be obtained even if the 
skills and coordination of human modifica- 
tions cannot. Support of the patient by a 
ting (fixed to a firm vest) situated over the 
upper thoracic spine attached by pulley to an 
overhead bar offers free use of head-neck 
and upper extremities in the proper practice 
of walking patterns. 

The normal human “reflexes” are those 
that are retained in spite of, or without con- 
trol of higher motor centers as we find them 
in the adult state today. The so-called “patho- 
logical reflexes” are those which emerge and 
can be obtained, when higher cortical centers 
have lost control or have been interfered 
with. Their functional alteration represents 
primitive responses that have developed in 
early vertebrates and are integrated in the 
human pattern of expressive movement, even 
though of no current value in the activities 
of man today. 

Slow motion film studies of free swimming 
movments in the amphibia and reptiles indi- 
cate that some of these “patterns of move- 
ment” are closely reproduced in the newborn 
human infant. The sign of Babinski, which 
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is normal in every newborn child, disappears 
or is controlled when the higher motor levels 
of specialized function have taken over in the 
performance of upright walking, as in man, 
Certain other “reflex” manifestations, which 
are almost at an automatic level of response, 
and obviously without higher cortical con- 
trols, appear in the form of the Hoffman, 
Marie-Foix, clonus, etc. 

The human infant, when placed on the 
abdomen in shallow water, will display 
within the first 9 days of life, remarkable 
repetition of amphibian movements, especially 
those of the “homologous type,” that is, us- 
ing both upper extremities at one time, and 
both lower extremities together in a hopping- 
kicking-swimming form of activity. Within 
the 9-day period there usually appears a ho- 
molateral type of movement, in which the 
head is slightly turned toward the side, as the 
arm and leg are elevated to produce the first 
crawling type of pattern so familiar in the 
salamander. 

In these expressions of projectional ac. 
tivity and propulsion it will be noted that 
the lower extremities serve the function of 
projecting the head and trunk forward in the 
desired direction. The upper extremities art 
used for steering, guiding, feeding, and other 
miscellaneous exploratory activities which do 
not have the same amount of reflex and auto- 
matic stereotyped pattern that is found in 
lower extremities. This has given rise to the 
feeling that in the sacral cord there is a mort 
highly integrated grouping of proprioceptive 
and motor expressive responses, and some 
have referred to this area as the "cau 
brain.” 

In the paraplegic these movements may be 
identified as jerking, withdrawal movements 
or “reactions of defense.” They are easi 
elicited by the Marie-Foix reflex, OF í 
stimulation of the plantar surface of the fot, 
using a strong stimulant such as pe 
plus deep pressure, so that eventually i 
entire “withdrawal reflex" may ensue, fo 
lowing a mild superficial activation of th 
Babinski response. ad 

It is now obvious that the Babinski Sg 
is related to the orientation of the webb? 
footed extremity, when it contacts a 80 
surface (in the frog). The toes are pres 
in order to give this type of amphibian mo” 
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application of surface for the power projec- 
tion feature which will follow. The Marie- 
Foix withdrawal manifestation is part of the 
preparation for the next projection effort, 
and is obtained by acute flexion of the tarsal- 
metatarsal joint arising in the terminal phase 
of the propulsion effort. The widespread 
webbed foot closing down to a collapsed 
structure, and then, with acute flexion of the 
toes or distal extremity to a certain point, 
there is induced a reflex of the legs flexing 
acutely (withdrawal state) in which the part 
is placed in a favorable position for the ini- 
tiating of the next propulsive act. This se- 
quence can be easily obtained by utilizing 
the proper reflex mechanisms, and exists 
entirely independent of higher cortical levels 
as observed in paraplegics with transection 
of the cord above the roth thoracic level. 

Repeating the Marie-Foix procedure 30- 
50 times relaxes the adductors and reduces 
spasticity so that physical therapy and train- 
ing efforts may be more easily accomplished. 

The spastic hand can be easily “unlocked” 
by placing it palm up over the buttocks (pa- 
tient on the abdomen) when the head is 
turned away from the side involved. 

If in this position the thumb is moved over 
to the opposable position (metacarpal joint) 
the fingers may be easily opened. The proba- 
ble explanation lies in the postural sequence 
as this phase is the termination of the upper 
extremity cycle of power projectional flow 
and the hand and fingers (fins) are in a 
“neutral” or “dead center” state between the 
flexion power thrust just completed and the 
next phase of retrieving the part (extensor 
tone) for the next projection sequence. 

Tight flexion (spastic) of the forearm 
yields to lifting the elbow to the shoulder 
level and rotating the humerus 30°. The arm 
may then be easily straightened by drawing 
it downward and backward. These are known 
as “unlocking reflexes” and can be traced to 
early “patterns of movement” with their 
automatic postural adjustments. 

Many more well-known reflex responses 
may be found and actively used to exercise 
muscles by intrinsic mechanisms (patellar, 
Hoffman, Babinski, and clonus) or develop 
conditioned responses in the patient (Marie- 
Foix, Rossolimo, etc.) to be later used if 
captured and controlled to aid in feeding, 
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self-care, walking, or vocational rehabilita- 
tion as may be eventually determined. 

Time does not permit the many aspects of 
the problem which the past 12 years of study 
have disclosed, such as “unlocking reflexes,” 
“captured reflex function,” training of the 
spastic hemiplegic to utilize a formerly use- 
less hand, if the slightest finger movement is 
retained, or the clinical difference in re- 
quired therapy between a frontal lobe type 
of spastic motor handicap and the parietal 
(sensory) kind, which, although each pre- 
sents a useless part, each has its almost dia- 
metrically opposite but specific physical and 
occupational therapy program. 

In the spastic paraplegic, the sacral cord 
or so-called “caudal brain” can be partially 
subdued by peripheral reflexes such as the 
Marie-Foix, Babinski, Pussepp’s, and other 
so-called pathological responses that com- 
prise the reflexes of defense in man, but are 
merely released amphibian patterns of auto- 
matic swimming in the frog. This caudal 
brain appears to be educable to a local “re- 
flex dominance” when voluntary conscious 
command is lacking. 

Here again the survey of the origin of hu- 
man movement has given us new avenues of 
approach to the problems of spastic pathol- 
ogy and the eventual rehabilitation or aid to 
the defective cerebral nervous structure of 
highly organized man. 

With these adjuncts at our disposal and a 
rapidly growing application of neuromuscu- 
lar therapy, based upon the evolutionary past 
and an underlying neuromuscular mecha- 
nism, we may apply to man the values of re- 
flex movement and even robot expression of 
effective response, if we choose to activate, 
cultivate, and utilize the patterns of the past. 

No one may replace a destroyed human 
cortex, but if the ambulation of an am- 
phibian or huge reptilian type still resides 
deep in the uninvolved levels of the verte- 
brate nervous structure, who is to complain 
when a spastic hemiplegic can learn to co- 
ordinate like a dinosaur and leave his bed or 
chair for greater freedom of action or feed 
like an amphibian, if it releases another to 
join society again and makes the patient less 
dependent? 

In the past 6 years we have observed the 
results of these "unlocking reflexes" and 
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“patterns of movement” at the 


Philadelphia 
General Hospital with the cooperation of the 


Department of Physical Medicine under Dr. 
Martucci’s guidance. It has established a 
new approach to the problems of paralysis 
and been marked by favorable results. 


There are times when man must “stoop: 
conquer,” and in drawing on his inheri 
and not his recent pride, find an answer 
the "slings and arrows of outrageous fi 
tune" to take up arms against a sea 
trouble. 
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The striking relief of chronic neurotic 
symptomatology by psychosurgical treatment 
has been reported by Freeman and Watts, 
Greenblatt, et al., Partridge, Hoch, and Pool 
(1, 2, 3, 4, 5, 6). In an earlier paper, Hoch 
(7) made a preliminary report on the effects 
of topectomy on a group of patients with 
pseudoneurotic schizophrenia. The present 
paper presents further data on the above 
group of patients as well as reporting the 
effects of other psychosurgical procedures in 
this type of emotional disorder. 


MATERIAL AND METHODS 


The patient material is made up of 40 
voluntary admissions to New Vork State 
Psychiatric Institute, all of whom had a diag- 
nosis of pseudoneurotic schizophrenia ac- 
cording to the criteria of Hoch and Polatin 
(8). In some clinics these patients would be 
given a diagnosis of severe psychoneurosis. 
However, it was felt that they had a super- 
structure of neurotic mechanisms masking 
the primary symptoms of schizophrenia. All 
had some mixture of anxious, phobic, obses- 
sive, depressive, and hypochondriacal symp- 
toms ; the constellations of leading symptoms 
were distributed as follows: obsessive-phobic 
phenomena, 20; depressive-hypochondriacal 
complaints, 8; phobic-depressive symptoms, 
6; and 5 in whom the leading symptom was 
diffuse anxiety, usually with accessory de- 
pressive or hypochondriacal phenomena and 
one with a fairly typical hysterical syndrome 
and some depression. 

There were 22 women and 18 men, with 
ages ranging from 20 to 69 in the following 


1Read at the troth annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2 From the Department of Experimental Psy- 
chiatry, New York State Psychiatric Institute, 
conducted in collaboration with Sidney Malitz, 
M. D., Donald B. Douglas, Jr, M. D., Robert A. 
Senescu, M. D., Bernard Wilkens, M. D., Stanley 
Lesse, M. D., Eleanor Maddock, M. S. 


distribution: age 20-29: 8 patients; 30-39: 
18; 40-49: 10; 50-59: 2; 60-69: 2. Dura- 
tion of illness was from 4 to 45 years with 
the exception of one patient who developed 
severe obsessive sympatomatology following 
pneumonectomy for bronchogenic carcinoma. 
In view of his age, debilitated condition, dis- 
tress, and failure to respond to other forms 
of psychiatric treatment, a psychosurgical 
procedure was done a year after the onset of 
his symptoms. The duration of illness was 
distributed as follows: less than 4 years: 1 
patient; 4-6 years: 8; 7-10: 9; 11-15: IO; 
16-20: 6; 21-30: 4; more than 30 years' 
duration: 2. An effort was made to deter- 
mine the age of each patient at the time of 
onset of illness, A reasonable degree of ac- 
curacy was achieved based on interviews 
with patient and relatives as well as records 
of past treatment. Age at onset ranged from 
1I to 49 years, with 5 patients whose illness 
began before age 15; age 15-19: 7; 20-29: 
19; 30-39: 7; 40-49: 2. 

All patients had had psychotherapy as 
well as various other types of psychiatric 
treatments. A number had received one to 
several years of psychoanalysis without sig- 
nificant and lasting improvement. Psycho- 
therapy had been tried with 2 or more thera- 
pists in almost every instance, including 
variable periods of inpatient psychotherapy. 
Some of the patients with marked depressive 
features had received ECT, but with only 
temporary relief. Other treatments includ- 
ing various drugs, carbon dioxide, inhala- 
tion, and photic stimulation had been used. 
A more detailed account of the selection of 
patients for psychosurgery is published else- 
where(9). 

A number of the patients in the present 
series were known to the authors, or treated 
by one of us, for periods up to 3 years prior 
to psychosurgery. All patients were seen 
many times by at least 2 psychiatrists over a 
period of several months prior to operation. 
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Detailed clinical and psychodynamic studies 
were carried out in order that we might be- 
come as well acquainted with the patient and 
his illness as possible. In most patients the 
response to one or several drugs was re- 
corded and evaluated. Some of the results 
of these investigations were published else- 
where and a summary of findings will appear 
in a future publication, Under the super- 
vision of the authors, the nursing and ad- 
juvant staffs recorded their observations. 
All data from these various sources were 
considered by the authors, functioning as a 
board, and conclusions were reached con- 
cerning diagnosis, symptom constellation, 
prognosis with psychosurgery, and the op- 
eration of choice(10, 11, 12, 13, 14, 15). 

Three different types of psychosurgical 
procedures were used. The topectomy op- 
eration has been previously described(16). 
The other operations are known as the pre- 
coronal lobotomy and the medial lobotomy. 
These procedures are described in detail by 
Dr. Pool and Dr. Ransohoff in a pending 
publication. For present purposes only a 
brief description will be given. Both pro- 
cedures entail the cutting of the white fibers 
of both frontal lobes in a plane 2 centimeters 
anterior to the plane of the coronal suture, 
In the precoronal lobotomy, all the fibers in 
this plane are cut, while only those of the 
medial half of each frontal lobe are severed 
in the medial lobotomy. It must be empha- 
Sized that the standard lobotomy operation 
is done in the plane of the coronal suture as 
is the medial lobotomy used in the group 
described by Greenblatt, et al.(17). The 
precoronal and medial lobotomies used in 
our series are less radical procedures in that 
fewer white fibers are cut. 

From the day of operation, each patient is 
under the care of a psychiatrist, even though 
routine postoperative care is carried out by 
the neurosurgeons. Patients are seen daily 
and psychotherapy is given as indicated. A 
rehabilitation program is carried out by nurs- 
ing, occupational therapy, and social service 
staff, under the supervision of the authors, 
as has been described in more detail else- 
where(18, 19, 20). Observations from all 
of these sources are recorded. In addition, 
each patient is seen by the authors, function- 
ing as a board of psychiatrists, and rated as 
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to improvement at 3-month intervals for 
6 months and then at 6-month intervals for 
54 months. The improvement-rating scale is 
used most conservatively and the rating is 
based on observations by staff, comparison 
and contrast with preoperative status, the 
patient's social and occupational perform- 
ance, comments by relatives, and the patient's 
subjective evaluation of his status. 


RESULTS 


Improvement After Psychosurgery—The 
therapeutic effect. of the various operations 
on the 40 patients after 6-48 months of post- 
operative observation are recorded in (Ta- 
ble 1). If the figures for the first 3 groups 
are added, one finds a total of 24 patients 
with significant improvement (65%). All 
patients who show any degree of improve- 
ment are out of the hospital, i.e., 33 of the 
37 living patients (8996). Of the 4 patients 
in the hospital 2 have never been out of 
hospital since operation. Two others were. 
out of hospital and showed improvement for 
a year after operation, but subsequently re 
lapsed and required rehospitalization 18 and 
24 months respectively after operation. At 
this writing both these patients have beet 
discharged. 

Patients who were rated as unimproved 
presented quite the same clinical picture a5 
was seen preoperatively, or there was sl 
reduction in anxiety or other symptomatol- 
ogy. We have seen no evidence of persistent 
personality damage in any patients of this 
group. There is a period of disinhibition 
lethargy, and poor emotional control, a tem- 
porary organic syndrome present during the 


TABLE 1 


RESULTS or VARIOUS PsycHosunGICAL PROCEDURES | 
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first several weeks after operation but which 
gradually disappears. No permanent residua 
have been noted. 

There are differences among patients in 
the diminution and disappearance of symp- 
toms during the first few months following 
operation. Some are completely free of 

symptoms from the day of operation. In 
others, an obsessive idea may appear but it 
no longer has a dominating emotional charge. 
Later, the obsessive ideas do not occur to the 
patient. The phobic patient may have some 
reluctance about challenging his specific fear 
but is often surprised that the formerly 
frightening situation no longer provokes 
anxiety. The anxiety which had formerly 
pervaded every thought and action is no 
longer present and there is much more free- 
dom of functioning. 

Patients rated as recovered or much im- 
proved were completely or essentially free 
of the symptoms which had formerly para- 
lyzed functioning and nullified satisfaction in 
living. They were able to function quite well 
in all areas with equal or greater ease than 
before onset of the illness. The attendant 
satisfaction was most gratifying to them. 
The underlying stigmata of schizophrenia 
were, of course, unchanged by operation. 

Operative Procedures and Postoperative 
Complications. The 40 patients had psycho- 
surgical procedures during the 4-year period 
prior to this evaluation. Twenty-one had a 
topectomy, 10 had a medial lobotomy, 6 had 
a precoronal lobotomy, and 3 had other pro- 
cedures (Table I). The latter 3 patients had 
previously had topectomy or medial lobot- 
omy without significant improvement and 
therefore it was decided to do a precoronal 
lobotomy. The results of the original opera- 
tions in these 3 patients are not included in 
the data in Table r. There was only one 
operative death though there is a mortality 
of 3 in this series. The other 2 patients died 
of disorders unrelated to the surgical pro- 


cedure, one with metastatic, bronchogenic 
carcinoma, and the other with lung abscess 
with empyema. Following the immediate 
postoperative period, there have been con- 
vulsive seizures in 6 patients, an incidence 
of 15%. In all patients, it is possible to con- 
trol seizures by medication. Two of the pa- 
tients have each had 3 seizures since opera- 
tion performed in the early months of 1950, 

,but have had none during the past year. 
Three others have had one seizure each. One 
patient had numerous seizures prior to her 
second operation. It was felt that these were 
associated with her poor cooperation in tak- 
ing anticonvulsant medication. It will be 
noted that one of these patients is rated as 
recovered, 3 as improved, and 1 as slightly 
improved, demonstrating an absence of rela- 
tionship between presence of seizures and 
significant improvement. 

Sixteen of the 21 patients (76%) who had 
a topectomy are rated as having significant 
improvement, whereas only half (5076) of 
those patients having a medial or precoronal 
lobotomy have such a rating. We do not be- 
lieve that the number of these modified lobot- 
omy operations nor the follow-up period for 
patients who had them are sufficient to war- 
rant conclusions at present. 

Follow-up Period.—As noted above, these 
patients were seen at regular intervals fol- 
lowing operation performed 6 to 48 months 
before this study. A consideration of the 
follow-up period of the 37 living patients re- 
veals that there is a relationship between it 
and the improvement rating. In the case of 
16 patients, there was a follow-up period of 
36 to 48 months (Table 2). Of these pa- 
tients 88% have a rating of significant im- 
provement (improved, much improved, or 
recovered) and only 12% have a rating of 
no significant improvement (slightly im- 
proved or unimproved). Of 16 other pa- 
tients for whom there was a follow-up period 
of 12 to 30 months, 56% have a rating of 


TABLE 2 
RELATIONSHIP OF IMPROVEMENT TO POSTOPERATIVE FoLLow-uP PERIOD 


Total patients 
Significant improvement 
No significant improvemk 


6 months’ 12-30 months’ 36-48 months’ 
follow-up f u ollow-up 
5 16 16 
- 1 (20%) 9 (56%) 14 (887%) 
. 4 (80%) 7 (44%) 2 (12%) 
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TABLE 3 
RELATIONSHIP OF RECENT IMPROVEMENT RATINGS TO IMPROVEMENT RATING 6 MONTHS AFTER Oprrano 
„ a aaas Tos aaa 
"Tota patiente ee E iE LIEU Js dore docuva vial be ues e 16 16 32 
Higher rating than at 6 months. 5 (3196) 12 (75%) 17 (53%) 
Lower rating than at 6 months. . es 3 (18%) 2 (12%) 5 16%) 
Same rating as at 6 months.. 8 (50%) 2 (12%) 10 (31%) 


significant improvement, while only 20% of 
the 5 patients with a 6-months’ follow-up 
have such a rating. 

It is possible to compare the improvement 
ratings given 6 months after operation with 
those given 12-48 months after operation in 
the 32 patients with a minimum of 12 
months’ follow-up period (see Table 3). 
Seventeen patients had a better rating at 
the time of this study than 6 months after 
operation. Ten patients (41%) had the same 
rating, while 5 (16%) were given a lower 
rating. Considering only the 16 patients 
with a 36-48 month follow-up, 12 (75%) 
had a better rating at the most recent evalua- 
tion, 2 had the same rating, and 2 had a 
lower rating. 

Age of Patient, Duration of Illness, and 
Age at Onset.—There is no evidence of a 
significant relationship between the age of 
he patient at the time of operation and sig- 
nificant improvement after osu: b 
Duration of illness in this 8 10 Be 
sistently related to the improvement after 
operation as can be seen by the following 
data. Of patients with 4-6 years’ illness, 
75% had significant improvement with psy- 
chosurgery ; 7-10 years’ duration: 63% sig- 
nificant improvement; II-IS years: 77%; 
16-20 years: 33%; 21-30 years: 50%; pa- 
tients with more than 30 years' duration of 
illness had 100% significant improvement, 

Table 4 shows the data relating the age 
at onset of illness to significant improvement 


RELATION oF IMPROVEMENT TO TIME Factors IN ILLNESS 


TABLE 4 
E Years) ) 
one ua Sree 
improvement (Range) duration 
40 6-25 Ee 
70 5-45 255 
67 4-20 112 
7 4°37 157 00 
Dead SUM —* 
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pertinent information on duration of illness 
Patients in this series whose age at onset of 
illness was less than 15 years appear to be 
less responsive to psychosurgery (40% with 
significant improvement) than those 
were older at the time the illness bej 
(6796 or more with significant improve 
ment). This finding is apparently unrelated) 
to duration of illness as is evident in Tabled 


Discussion 


The present study indicates that psycho- 
surgical procedures of various types can bé 
therapeutically effective in patients wit 
pseudoneurotic schizophrenia who have 
failed to benefit from other forms of t 
ment. The data show that there was Sif 
nificant improvement in 65% of the 37 li. 
ing patients investigated, with 6-48 months 
follow-up. However, it has been demon 
strated that significant improvement is pres 
ent in 88% of the patients with a follow-up. 
period of 36-48 months, strongly sugges 
that gains are continuing for more than 
to 3 years after operation. It may be post 
lated that the patient who achieves freedom 
from symptoms with operation requires 4 
period of growth, during which time he may 
develop new skills and techniques of funt 
tioning. During this period, though he g 
relatively free of disabling symptoms, his 805 
cial, emotional, and occupational functioning. 
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must be evaluated, both subjectively and ob- 
jectively, as impaired though emergent. In 
view of these factors as well as the conserva- 
tism of the authors in evaluating patients 
during the first year or two after operation, 
the progressive improvement after opera- 
tion, as shown in the rating scale, could be 
explained. 

Comparing the improvement ratings given 
to patients 6 months after operation with 
those given most recently in 32 patients re- 
veals that 5396 of patients achieved a higher 
rating in the more recent evaluation, while 
3196 had the same rating and 16% had a 
lower rating. This would further substan- 
tiate the concept of progressive improvement 
for a long period after operation. From a 
prognostic point of view, one may state that 
the chances are excellent that the improve- 
ment rating of a given patient 6 months 
after operation will be maintained or bet- 
tered in the future. 

The patients with significant improvement 
at the time of this study, a majority of the 
group, warrant some comment as to the 
quality of the improvement. These persons 
have been freed of disabling anxiety and 
other symptoms and are able to develop 
their resources for functioning and satisfac- 
tion in living. A number of the patients re- 
turned to former occupations but learned 
new skills or further developed old ones. 
Various patients undertook academic courses 
and pursued them successfully. Certain pa- 
tients confronted with harassing domestic 
and social problems were able to manage 
them with wisdom and patience, seeing them 
to a successful resolution, There was no 
evidence of impairment of depth of emotional 
feeling. Any change was rather in the direc- 
tion of greater depth of feeling which be- 
came possible with the freedom from anxiety. 
Many patients were able to forgo gross de- 
pendency on parents or parent-surrogates 
despite lifelong patterns. There is no change 
in the basic structure of the personality, and 
character traits are present which have been 
present preoperatively. In some patients, 
one may see a mild or moderate character 
disorder, the presence of which was formerly 
masked by the more striking symptoms. The 
relation of these traits to the basic symptoms 
Which warrant the diagnosis of pseudoneu- 


rotic schizophrenia is a fascinating topic for 
discussion but beyond the realm of this com- 
munication. 

As mentioned above, we do not believe 
that this material includes a sufficient num- 
ber of medial and precoronal lobotomies with 
a long enough follow-up period to warrant 
comparison with the topectomy operation. 
A consideration of the relative merits of the 
3 procedures would include discussion of 
technical difficulties from the point of view of 
the neurosurgeon, therapeutic results, and in- 
cidence of undesirable side effects such as 
convulsive seizures. Such a discussion will 
be included in another paper, written jointly 
with the neurosurgeons and dealing with a 
larger number of operations of each type. 

The findings in this study indicate that 
psychosurgical procedures of the type de- 
scribed are therapeutically valuable in pa- 
tients with pseudoneurotic schizophrenia. 
The question arises, however, as to why 
some patients benefit remarkably, others 
achieve definite gains but less dramatic im- 
provement, while a minority of patients have 
minimal or no improvement. There is no 
evidence to suggest that improvement is re- 
lated to differences in symptom constella- 
tions or to the age of the patient at the 
time of operation. In contrast to the findings 
of others, improvement in our patients with 
well-preserved personalities is not related to 
duration of illness. However, the limited 
data suggest a significant relationship be- 
tween the age of the patient at the time when 
the illness began and improvement with psy- 
chosurgery. It appears that onset of illness 
before age 15 is not favorable prognostically 
for improvement with psychosurgery. The 
present data are insufficient to subject to sta- 
tistical analysis but a trend is indicated. This 
will be investigated in a larger group of pa- 
tients with overt schizophrenic symptoms but 
who are not deteriorated. The problems of 
determining the actual age of a patient when 
his illness began is complicated and is arbi- 
trarily based on the patient’s subjective rec- 
ollection of partially disabling symptoms and 
relatives’ observations of the patient’s dis- 
tress. Speculations concerning the relation 
between early onset, failure to sustain the 
impact of puberty and to assimilate the con- 
notations of adolescence, and later failure to 
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respond to treatment must be postponed until 
more data are available. 
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INTENSIVE INSULIN SHOCK THERAPY—A FIVE-YEAR SURVEY 
EARL P. BRANNON, M. D, Perry Point, Mo, anp WALTER L. GRAHAM, M. D.,? Dzrnorr, Micr. 


This study is based upon 5-year survey of 
cases admitted to the insulin division of this 
hospital from the date of inception of the 
unit, April 15, 1948, to April 15, 1953. In- 
sulin dosages were high and averaged be- 
tween 300 to 1,000 units per treatment ; and, 
in some instances, dosage was between 1,000 

‘and 1,600 units. The average number of 
insulin coma hours was 131.5 per patient; 
and the length of treatment was approxi- 
mately 57.3 days per case based upon a 5- 
day schedule, Monday through Friday(1). 
Depth of insulin coma was maintained in the 
fourth stage for approximately 20 minutes. 
Other elements of technique were based 
upon the principles established by Shurley 
and Bond in the insulin unit of the Pennsyl- 
vania Hospital for Mental and Nervous Dis- 
eases, Philadelphia, Pa.(2). Combined elec- 
troshock therapy was applied in those cases 
in which the patient failed to show satisfac- 
tory improvement under insulin shock ther- 
apy alone(3). The technique of this therapy 
was based upon that as set forth by Horo- 
witz and Kalinowski(4). All cases during 
the course of insulin therapy were treated 
intensively in individual or group psycho- 
therapy as well as in the various clinics of 
physical medicine rehabilitation. The depart- 
ments of psychology, social service, voca- 
tional counseling, and special services co- 
operated fully in the support of this program. 

Of the original 615 cases accepted in the 
unit for treatment, 84 required premature 
termination by reason of varying complica- 
tions, which left a total of 528 cases that com- 
pleted the full course of therapy and are the 
ones used for the data of this report. 

The diagnostic classification of these cases 
is given in Table r. 

Study of Tables 1 and 2 reveals that al- 
most one-half of the patients treated were 
diagnosed as paranoid schizophrenia ; about 
one-fourth were diagnosed as catatonic schiz- 


1 Manager, Veterans Administration Hospital, 
Perry Point, Md. 

?Henry Ford Hospital, Detroit, Michigan, for- 
merly psychiatric staff, Perry Point, Md. 


ophrenia; and the-other significant group 
was the unclassified schizophrenias, which 
numbered about 14%. A comparison in the 
results of the functional recoveries of the 
diagnostic groups indicated that the manic- 
depressive, manic, group had the best func- 
tional recovery. The manic-depressive, de- 
pressed, group revealed 77.7% functional 
recovery rate within 6 months; the unclassi- 
fied schizophrenias, 64.2%; catatonic schiz- 
ophrenia, 62.3%; paranoid schizophrenia, 
57.890; simple schizophrenia, 41.676; and 
the hebephrenic class, 42.7% for the same 
period. 

In the groups requiring rehospitalization, 
it is noted that the largest group was the 
catatonic schizophrenia, 26.8% ; unclassified 
schizophrenia, 16.6% ; and paranoid schizo- 
phrenia, 22.9%. It is held with general 
opinion that the catatonic and paranoid schiz- 
ophrenias obtain the best results in therapy; 
but it is well to note that even the hebe- 
phrenic, simple, and unclassified groups 
obtain approximately 50% functional re- 
coveries. 

Those manic-depressive groups having 
schizophrenic features and who were refrac- 
tory to other forms of therapy revealed an 
excellent response to insulin therapy. 


TABLE 1 
DIAGNOSTIC CLASSIFICATION 
Cases 
Diagnoses No, % 
Paranoid schizophrenia ..... ARAN iis 247 467 
Catatonic schizophrenia . . . 138 261 
Hebephrenic schizophrenia 21 3.9 
Simple schizophrenia ...... 12 22 
"Unclassified schizophrenia. 84 158 
Manic-depressive, manic .... 6 
Manic-depressive, depressed o) 3 
Manic-depressive, mixed .......... I 
Miscellaneous 

Depressive reaction 3 
Anxiety reaction ... 2 
Dissociative reaction . I 
Paranoid state ....... 1 
Psychosis unclassified I 
Schizoid personality . I 
Mental deficiency, primary, with psy- 

chotic reactio,n teeee aros I 


PPP 
id ta! pure pe t inic-Depressive 
— phrenia — wee we N = se 
247 138 ar sipi 84 T 8 
isis functional 65 6 I 39 5 5 
(DR gue al (960%) (949) (HSM) (BIA) (te) (1%) (55590) (MM 
Functional recovery 54 21 3 4 15 a F E 
1 pq nom (21.8%) (15.2%) (14.2%) (33.3%) (17.896) (28.5%) (22.206) (100%) 
Functional 38 seb 1 : : 0 
within 1 year (7.2%) ( 5.0%) (4.7%) (16.6%) (7.1%) o R e 
Norecovery,remainshos- 86 45 n 5 - ET 
pitalized after 1 year.. (348%) (326%) (52.3%) (41.3%) (285%) o (22.2%) (room) 


Relapsed functional re- 
coveries requiring hos- 


37 25 
pitalization to 4/15/53. (22.0%) (26.8%) o 


* Functional recovery is defined as that degree of recovery sui 
trial visit status, It usually involved psychiatric remi: 
LODS ip te ects cavities ee te E ra ed suppo 


Of the 528 cases, 513 (97.1%) were male 
and 15 (2.8%) were female. It is difficult 
to arrive at a satisfactory comparison in the 
treatment of the male and the female groups 
because of the small number of the latter; 
however, the percentage factor in each cate- 
gory is not widely variant, and it is of inter- 
est to note the approximation of percentages 
of those requiring rehospitalization who had 
attained a functional recovery (Table 3). 

In the comparison of the 390 white with 
the 138 Negro patients, it is noted that the 
percentage of functional recoveries is slightly 
greater for the white population while the 
percentage of those remaining hospitalized 
after one year is 8% less. The percentages 


TABLE 3 
Sex vs. Recovery 
E SE 
S. Fe @ 


Immediate functional recoy- 
ery after termination of 


treatment ES DE 158 421 3 20 
Functional recovery within 
6 months 80 213 3 20 
Functional recovery within 
7700000 24 64 2 133 
Remains in hospital after * 
N 113 30 7 40 


rehospitalization after func- 
tional recovery—to 4/15/53. 62 236 2 25 


INTENSIVE INSULIN SHOCK THERAPY 


TABLE 2 
DIAGNOSTIC CLASSIFICATION vs. RECOVERY 


H 14 I 
(14.2%) (16.6%) (14.2%) o ( 


ffcient to permit release of the patient from the hospital 
ssion but not necessarily if the patient's condition f. 
rt. 


of rehospitalization of both groups are alm 
identical (Table 4). É.. 

Approximately 62% of the patients treat 
were within the 25-35-year age group (Table 
5). The better percentage of functional té 
coveries was obtained in the 20-year group 
and progressively diminished as the age m 
creased; however, in the consideration 9 
chronicity of schizophrenias we found | 
62.2% recovery rate within one year follow 


ing insulin therapy. In a study of the fun 


remissions obtained by insulin therapy 075 
the cost in conducting a well-integrated | 
sulin unit. 

In the study of the functional recovey 
rate in the relation to the duration of ile i 
prior to insulin shock therapy, the rate? 
functional recovery for those treated willl 
6 months of onset was 86.1% and prog a 
sively diminished to 53.5% for those v 
longer than 2 years prior to insulin me 
ment (5) (Table 7). It is noted we. 
percentage of failures increases in the c! ü 
group but a return of 53% of this e 1 
community speaks well for insulin as a 00 
of therapy. ( j 

The question occasionally arises 25 
whether insulin therapy should be instit 
early or whether the patient should receh 
the benefit of other therapies first. No ? 
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TABLE 4 
Rack vs. RECOVERY 
390 white 138 Negro 
No. % No, % 
Immediate functional recovery 161 41.3 53 38.4 
Functional recovery within 6 months. . 21.2 24 174 
Functional recovery within 1 year. 6.6 8 57 
Remains hospitalized after 1 year.. 307 53 38.4 
Number of functional recoveries requiring rehospi- 
talization to 4/1/53.f 64 23.6 20 23.5 
TABLE 5 tempt will be made to answer this question, 


but a comparison is made as to the results 


Ace GnouPs TREATED 
of deep insulin therapy based upon the period 


Number 


Age d esee | OF hospitalization (Table 8). The rate of 
Under 20 ,... 4: eee Aire 0.5% functional recovery is 78.1% for those 
17.4% treated by insulin of those hospitalized less 
3 0 than 6 months and progressively diminishes 
ee to 37.6% for those hospitalized longer than 
2.596 2 years prior to treatment. "These statistics 
TABLE 6 
AcE vs. RECOVERY 
Age group 
nder 20 20-25 25-30 30-35 35-40 40 or over 
A 9 85 140 82 14 
Immediate functional recover. uris 51 28 5 
(66650) ro (e of) (540. Gan vi (35796) 
Functional recovery within 6 months........ 4 
; (33. 3%) (2395 iU 8%) (207%) bag (28.576) 
Functional recovery within I year....... X I 
0 (4. 3%) (s. 1%) (64%) (9. 7%) (7.1%) 
No recovery, remains hospitalized after 1 
year 22 65 52 3¹ 4 
o (23996) (33390) (37.1%) (37876) (28.570) 
Number of released patients requiring hos- 
pitalization to 4/18/53 . 15 34 19 12 
o (24495) (26.5%) (21.3%) (23.5%) 0 


TABLE 7 
Duration or ILLNESS Vs. RECOVERY 
Duration of Illness 
ee 
Less than 6 Less than 1 Less than 2 More than 2 
months prior year prior to years prior years prior 
to treatment. treatment to treatment to treatment 
152 74 60 241 
Functional recovery within 1 Van. 131 52 41 129 
(86.1%) (70.2%) (68.3%) (53.5%) 
No recovery, still hospitalized after 1 year ~.» 21 22 19 112 
(13.8%) (29.7%) (31.6%) (46.4%) 
Rehospitalized recoveries up to 4/15/53. -+ 24 8 12 36 


(18.3%) (15.3%) (29.2%) (27.9%) 


Functional recovery within 1 year 
No recovery, still hospitalized after 1 year...... 
Rehospitalized recoveries up to 4/18/53 
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TABLE 8 
PznroD or HOSPITALIZATION vs. RECOVERY 


Less than 6 months to 1 to 2 More than 
6 1 year years 2years ! 
320 45 55 109 
250 29 34 4t 

(78.1%) (64.4%) (61.8%) (37.6%) 
70 16 21 68 
(21.896) (35.5%) (38.19%) 
54 5 8 13 
(21.6%) (17.296) (23.590) G1 e 


compare favorably with others in the early 
institution of insulin therapy. 

In the analysis of the 528 cases treated, 
there were 273 cases released from the hos- 
pital as immediate functional recoveries; 
however, during the 5-year program there 

are listed 2 patients who committed suicide 
and 5 others who died from other causes, 
leaving 266 patients who are still out of the 
hospital since the inception of the program 
in 1948. The results from an annual analysis 
are as follows: 

April 15, 1948-April 15, 1949.—Total 
nümber of cases treated, 88; rehospitalized 
following functional recovery, 19 (21.5%) ; 
remaining hospitalized, 27 (30.6%) ; remain- 
ing out of hospital to date, 42 (47.796). 

April 15, 1949-April 15, 1950—Total 
number of cases treated, 122; rehospitalized 
following functional recovery, 22 (24.796) ; 
remaining hospitalized, 48 (32.8%); re- 
maining out of hospital to date, 52 (42.4%). 

April 15, 1950-April 15, 1951.—Total 
number of cases treated, 121; rehospitalized 
following functional recovery, 23 (19%); 
remaining hospitalized, 35 (28.9%); re- 
maining out of hospital to date, 63 (52%). 

April 15, 1951-April 15, 1952. Total 
number of cases treated, 125 ; rehospitalized 
following functional recovery, 12 (9.6%) ; 
remaining hospitalized, 39 (31.2%); re- 
maining out of hospital to date, 74 ( 54.2%). 

April 15, 1952-April 15, 1953.—Total 
number of cases treated, 72; rehospitalized 
following functional recovery, 1 (1.4%); re- 
maining hospitalized, 29 (40.2%); remain- 
ing out of hospital to date, 42 (58.3%). 

It is realized that the statistics of the last 
3 years of those remaining out of the hospi- 


tal are higher than that reported for the fits 
2 years of this study; however, it is believe 
that in the final analysis the 1951-1953 group 
will approach that of the first 2 years. : 

In a study of the 84 cases that require 
premature termination because of variou 
complications arising out of insulin ani 
combined insulin-electroshock therapy, 7 
patients (32.1%) attained functional fë 
coveries and were either discharged wil 
maximum benefit of hospitalization or placed 
on trial visit status. | 

The statistics of this paper compare ii 
vorably with those of other authors and it 
fact are somewhat more favorable in tho 
with functional recoveries and who are 
this time remaining out of the hospital.“ 
was found that those patients who reveal 
immediate functional recoveries relapsed ! 
retained in the hospital environment beyo 
2 or 3 weeks. Social service and other b 
lary services were therefore brought into! 
treatment program prior to institution 
insulin therapy whenever possible and tH 
home prepared for the return of the pant 
in the event that a remission was brougl 
about. We are of the opinion that the I 
pital should retain functional recovery P. 
tients no longer than a week or 10 T y 
give the patient an opportunity to ad 
an open ward and make final preparat 
for trial visit care and follow-up proce a 
Individual and group psychotherapy d 
well received by the patient during the conte 
of insulin therapy and together with ol q 
ancillary services; i.e., physical medicine 1 
habilitation, vocational counseling, etc» Pr 
motes a longer remission following com?” 
tion of insulin therapy. 
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SUMMARY 


In this series 528 cases—the great ma- 
jority of them schizophrenics—were treated 
with intense deep insulin coma. ~ 

The functional recovery rate was between 

47.496 and 71.3% among different schizo- 
phrenic groups and between 77.7% and 
10096 among manic-depressive groups. 
It is difficult to compare results between 
male and female patients because of the small 
number of the latter. However, the results 
in both groups seem to be about even. 

Comparing white and Negro patients, the 
white group has a somewhat higher func- 
tional recovery rate. 

Most of the treatment patients were be- 
tween 25 and 35 years of age. 

The recovery rate is highest in the 
younger age groups, particularly in the 
group of 20-25 years of age. 


The rate of recovery decreases with the 
length of illness prior to institution of treat- 
ment. 

The rate of recovery decreases further 
with length of hospitalization prior to insti- 
tution of treatment. 

Of 528 treated cases, 266 are still out of 
the hospital: 
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THE NURSING SERVICE AND THE AIMS OF A PSYCHIATRIC 
HOSPITAL: ORIENTATIONS OF WARD PERSONNEL TO THE — 
CARE AND REHABILITATION OF PSYCHIATRIC PATIENTS: - 


ELLIOT G. MISHLER, Pn. D., Princeton, N. J. 


STATEMENT OF THE PROBLEM 


Tn recent years workers in the psychiatric 
hospital field have shown increasing concern 
about the social structure of the hospital and 
the values and attitudes of personnel who 
have the most direct and continuous contact 
with the patients, There has been a grow- 
ing recognition of the fact that the fate of 
the hospital program is very dependent on 
the behavior and motivation of ward per- 
sonnel, and a number of reports have ap- 
peared which indicate how tightly bound 

together are the patients’ recovery chances 
and the pattern of social relations existing 
in the wards (, 2, 3, 4, 7, 8, 9, 10, 11, 12, 
I3, 14). 

This paper presents initial findings from 
an intensive study of the motivations of ward 
personnel in 2 state psychiatric hospitals. 
The theoretical focus of the research was 
the general question of the commitment of 
individuals to the goals of organizations in 
which they worked or otherwise participated. 
The concept of commitment denotes a high 
degree of personal involvement in organiza- 
tional goals (i.e, it refers to a situation 
where an organizational goal has actually 
become an important personal goal). The 


1 This research was supported by the Organiza- 
tional Behavior Section of Princeton University. 
The author gratefully acknowledges the patience, 
interest, and encouragement of the administrative 
officers and the personnel who participated in the 
study of the New Jersey State Hospital at Trenton 
and the New Jersey Neuro-Psychiatric Institute at 
Skillman. Dr. Robert Garber and the senior staff 
of the Bars Hee detailed and helpful crit- 
icism of an earlier of this paper. The coopera- 
tion of these institutions does not constitute an 
endorsement of the research or of the interpretations 
based on it. 

The study has benefited from discussions with 
Dr. William Caudill, Mrs. Anita L. Mishler, Mr. 
Asher Tropp, the Committee on Social Issues of the 
Group for the Advancement of Psychiatry, and 
staff members of the National Association for 
Mental Health. 

Organizational Behavior Section, Princeton 
University. 
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study investigated the extent of the ward 
personnel commitments to the welfare 
rehabilitation of patients, and attempt 
determine the effect of certain social 
psychological factors on such commitments 
(6). The paper is primarily methodolog 

and attempts to measure commitment, 
cifically, the internal consistency of thee 
mitment measures will be examined. Fo 
coming reports will deal with subs! 
issues more directly through analyses of 
lationships between commitment and othe 
variables included in the study.* 


METHODOLOGY 


The study was conducted in 2 state psyeil 
atric hospitals which differed in certain in 
portant respects. Space does not perm 
more than a brief description of the majo 
differences.* ; 

Hospital X,“ with a patient census g 
Over 4,000, consists of a large main 
and a few smaller “annexes” with the p 
tients grouped in large wards. The nursi 
service has about 570 individuals in 3 € 
pational groups : approximately 100 gradi ‘ 
nurses, 50 psychiatric technicians, and 4 
institutional attendants. * 

At the time of the study, the patient censi 
in Hospital “Y” was about 1,500, with 
little over 400 persons in the nursing serv 
25 graduate nurses, 50 psychiatric tec 
cians, and 330 institutional attendants. 7 
was laid out as a series of small cottages V7 
a central hospital building. It had been ™ 
tablished to treat patients with one partici? 
type of mental disorder only (epileptics) 
had become known as a “custodial” ins 
tion. About 6 months before the study i 


2 Papers in preparation deal with such toni W 
recruitment, status and interaction, aad 
sonality characteristics of psychiatric pers rts d 

* Greater detail will be found in future repo bis 
the specific characteristics of the hospital con 
structures are examined with reference to the cel, 
mitments of their respective personnel. 
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made, a new top administrative staff was 
appointed. They brought with them a new 
conception of the hospital’s function and its 
future development. It is now to become a 
general diagnostic and treatment center. A 
number of changes are in progress, involv- 
ing a new building program as well as 
changes in the medical and administrative 
structures, 

A stratified random sample was drawn 
from the nursing services of both hospitals 
in such a manner that the 3 occupations in 
each hospital were represented relatively 
equally in the final sample rather than in 
terms of their proportion of the total nurs- 
ing service (for special reasons, attendants 
at hospital “Y” were oversampled). A dis- 
proportionate stratified sample was chosen 
to facilitate comparative analyses of the dif- 
ferent groups and to ensure a sufficient num- 
ber of persons in each of the occupational 
categories within the budgetary and person- 
nel limitations of the study. 

A complex and lengthy schedule was con- 
structed(6), and intensive interviews rang- 
ing from 14 to 3 hours were held. In gen- 
eral, cooperation and rapport appeared good. 

The questions designed to measure com- 
mitment reflect theoretical considerations, 
which may be briefly noted. First, even rela- 
tively unambiguous institutions like hospi- 
tals (ite, unambiguous with regard to their 
general function) have various and some- 
times conflicting goals of which most indi- 
viduals are more or less aware. A com- 
mitment to any of these alternative goals 
involves evaluation and choice on the part 
of the individual. The questions allow for 
choice and permit the expression of equally 
intense commitments to more than one goal. 

Second, preliminary theoretical work(6) 
suggested that the intensity of a commitment 
could vary along a hypothetical continuum 
from the simple recognition of the legitimacy 
of an organization’s goal, through a positive 
reaction to demands made on behalf of the 
goal, to a point where a person's feeling of 
worth might largely depend on his own con- 
tributions to the achievement of this goal. 
An attempt was made to tap points along 
this continuum by having individuals selec- 
tively evaluate certain objectives both as or- 
ganizational goals and as personal goals. 


At the level of organizational goals the re- 
spondent was asked to express his opinion 
as to the relative importance of 13 possible 
aims of a psychiatric hospital. A number of 
these referred to the treatment of patients. 

(These particular statements will be intro- 
sduced at appropriate points in the analysis.) 
Respondents were asked to indicate how 
important it was, in their own opinion, that 
mental hospitals “really get each of these 
things done,” by marking the items as either 
“extremely,” “very,” “somewhat,” or of 
little“ importance. After finishing this rat- 
ing the respondent was asked to rank-order 
all his “extremely” important choices in 
terms of how important he believed each 
to be. 

This 4-point scale (with 2 strong posi- 
tives) was devised after pretests had indi- 
cated that individuals were loathe to mark 
anything as not being “very” important but 
were perfectly able and willing to discrimi- 
nate between “extremely” and “very” im- 
portant aims. The additional ranking pro- 
cedure made it easier and more acceptable 
to discriminate among goals which were all 
positive since the individual was permitted 
to mark as “extremely” important as many 
of the statements as he wished. 

For the second commitment question (at 

the level of personal goals) the respondent 
was given a list of 6 statements and the fol- 
lowing verbal instructions: 
Suppose (this) hospital had a system of giving 
awards to personnel for outstanding work. Let’s 
say, for example, that twice a year prizes are given 
to those people who were outstanding in one of the 
following things: (list is given to respondent). 
Suppose that after you'd worked here for a while 
you'd won 10 prizes. For which of the reasons on 
that list would you personally like to have received 
these prizes. For example, one person who received 
10 prizes might like to have received all of them 
for one of the reasons, while someone else might 
like to have gotten some of the prizes for each of 
the reasons. Regardless of what your work actu- 
ally consists of now, how many of these 10 prizes 
would you personally like to have received for each 
of these reasons? 


The 6 statements, in order of presentation, 
were: 


a. Outstanding in his efforts to raise the standards 
of his profession or occupation. 

b. Outstanding in his efforts to give good nurs- 
ing care to his patients. 


PERSONNEL ORIENTATION TO CARE AND REHABILITATION 


c. Outstanding in his efforts to be friendly and 
cooperative with other personnel. 

d. Outstanding in his efforts for the recovery and 
rehabilitation of patients. 

e. Outstanding in his efforts to improve the effi- 
ciency and smooth running of the hospital. 

f. Outstanding in his efforts to make the ward 
life pleasant and interesting for the patients in his 
care, 


Results.—Included among the 13 items in 
the question on hospital aims were 5 that re- 
ferred directly to the treatment and manage- 
ment of patients.? Two were concerned with 
the adequacy of the nursing and therapeutic 
programs and provide the first index of an 
individual's commitment to care and re- 
habilitation: (1) Give good nursing care to 
patients in the hospital. (2) Have an active 
therapy program (ile, shock therapy, psy- 
chotherapy, O.T., etc.) to get patients well 
enough to adjust to the outside world. The 
other 3 items referred to the custody and 
control of patients: (3) Make sure patients 
don’t hurt any of the personnel. (4) Make 
sure no patient is released if there’s a chance 
he'll get into trouble or hurt someone. 
(5) Make sure patients don't escape from 
the hospital. 

The proportions of the 3 occupational 
groups at both hospitals who rated each of 
these aims as “extremely” important are pre- 
sented in Table 1. 

There appears to be general agreement on 
the “extreme” importance of nursing care 
and rehabilitation as hospital aims (some- 
what more so for the former than the latter). 
Occupational differences seem to be stronger 
than hospital differences. The occupational 
labels, of course, derive their power from 
the multitude of factors which they sum- 
marize. The hospital community could, of 
course, be as powerful a factor, and for any 
particular hospital it would be problematical 
which of these forces exerted the strongest 
p on the attitudes and behavior of the 
staff. 

The psychiatric technicians are highest 


5 Two additional items in the area of patient man- 
agement appeared, on analysis, to be ambiguous and 
they have been excluded from further consideration. 
Of the remaining statements on the list 2 defined 
each of the following potential goals of a psychiatric 
hospital: the community function, training and re- 
search, and the welfare of personnel, 


' to the aims of custody and control, n 


on those aims which refer to care and 
habilitation, while the attendants are h 
est on those which refer to the custody 
control of patients. Particularly with 


seem to resemble psychiatric technician 
more than attendants. l 

For both technicians and nurses care and 
rehabilitation are of greater importance 
custody and control (most strongly so 
the technicians), whereas the attendant 
groups seem to assign about equal impor 
tance to both. This may be seen by compar 
ing the median percentages of each g 
for both sets of aims: for technicians, tli 
medians are approximately 88% for 
and rehabilitation and 42% for custody an 
control; for nurses, the respective median 
are about 75% and 45% ; and for attendant 
67% and 66%. 

This analysis which simply compares pet 
centages is of limited value in that it restrict 
the potential range of legitimate inference 
(by not making adequate use of all availabl 
information) and requires additional cautio 
in interpretation (statistical tests of signif 
cance for percentage differences are countet 
indicated for such small numbers). A mote 
refined analysis is undertaken below. 

The additional ratings and the rank-ordet 
ing were taken into account and scores cale 
lated by assigning the following weig?* 
ratings of “somewhat” or “little” important 
are scored “o”; “very” important, 13% 
“extremely” important item not ranked i 


TABLE 1 


Tue RrLATIVE Importance OF HOSPITAL ia 
THE CARE, REHABILITATION, CUSTODY, 
CONTROL or PATIENTS 


(Percentage rating selected aims as “extremely 


important) 

Care an 

rehabilita- 

tion f 

Group * N W (2 
Nurse-X ...... 17 824 823 
Nurse-Y ...... 25 80.0 680 
Technician-X .. 17 882 882 
Technician-Y .. 22 86.4 90.9 
Attendant-X- 15 80.0 667 

Attendant-Y ... 42 905 61.9 512 


feche symbols X. d Y in this and the following " 

T The colum id fer to the different hospital ff, 
umn n! TS re! 

described in the text. 
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the top 3, "2"; the third-ranking item is 
“3”; the second, “4”; and the highest rank- 
ing item is “5.” Thus, for any particular 
aim an individual could receive a score from 
"o" to “5,” with the one restriction that 
scores of “3,” “4,” could each apply uniquely 
to only one item on the list. 

Table 2 presents the mean scores for the 
different groups of each of the aims dis- 
cussed. j 

In general, these results tend to support 
the interpretation that the occupational dif- 
ferences are more marked than the hospital 
differences. In addition, there is some indi- 
cation (in the magnitudes of the F-ratios for 
the 2 hospitals) that Hospital *X" is more 
homogeneous than “Y,” ie. the 3 occupa- 
tional groups seem to be more similar to each 
other in *X." The evidence for this is slight 
but is consistent for the magnitudes of the 
actual differences between the means as well 
as for the F-ratios themselves (the latter 
might depend only on differences in sample 
size). 


TABLE 2 


Tur RELATIVE Importance or HOSPITAL Arms: 
Tue Care, REHABILITATION, CUSTODY, AND 
CONTROL oF PATIENTS 


(Mean scores for selected aims and tests of sig- 
nificance between groups) 


Care and 
rehabilita- Custody and 
tion control 
Group N (I) Q () G () 
Nurse-X „ elena 15:7 JE 
Nurse-Y ..... 38 „ r0  L8--13 
Technician-X . 17 34 3.1 6 A r.a 
Technician-Y . 22 3.7 3.3 8 NIU 
Attendant-X .. 15 28 25 12 2.1 2.1 
Attendant-Y .. 42 37 24 18 21 1.9 


F-tests of significance for differences among 
Means of all groups within each hospital : 
Hospital X ... .64 Lor 1.95 1.36 5.307 


Hospital Y ... 01 2.32 6.82 f 2.39 388* 


T-tests of significance for differences between 
means of occupational groups—both hospitals com- 
bined: 
Comparisons 
Nurses- 

Attendants 
Nurses- 

Technicians 
Technicians- 

Attendants 11 2.50 * 3.93 4 2.60 f 3.187 

* o5 level of significance. 


1785 level of significance. 
oor level of significance. 


o 1.54 215* 1.69 3.59 4 


Jr 26 214* 81 19 


Two of the findings previously suggested 
in Table 1 come through more clearly. The 
first is that nurses and technicians are more 
similar to each other than either is to the 
attendants. The second is that these group 
differences are strongest with regard to the 
aims of custody and control, on which at- 
tendants are consistently high as compared 
with nurses and technicians. 

The analyses in Tables 1 and 2 have been 
a tangential but necessary preliminary for 
the major problem, i.e., the measurement of 
commitment to the welfare and rehabilitation 
of patients. It has so far been assumed that 
at the level of organizational goals commit- 
ment is measured by an individual’s evalua- 
tion of the aims of nursing care and therapy. 
This assumption would receive some support 
if, as would be expected on theoretical 
grounds, an inverse relationship is found 
between commitments of this kind and atti- 
tudes to the custody and control of patients. 

For further analyses it would be conveni- 
ent to summarize an individual’s judgments 
of the aims of nursing care and therapy. One 
method is to combine the scores. This as- 
sumes that each item is equivalent in mean- 
ing to the other, and that a score high on one 
and low on the other is the same (for put- 
poses of analysis) as the reverse. Other in- 
terview material, however, suggested that 
individuals oriented more strongly toward 
one or the other of these aims, and further, 
that these differences in emphasis might be 
systematically related to other characteris- 
tics. For this reason, an alternative method 
which served to categorize persons accord- 
ing to which of these 2 aims they judged to 
be among the 3 most important. The dis- 
tribution of persons in the 4 resultant groups 
are presented in Table 3. 

With the exception of “Y” attendants, the 
proportions of persons rating either nursing 
care or therapy as among the 3 most im- 
portant aims of a mental hospital are rela- 
tively equal (columns 5 and 6). However, 
a large number give this rating to only one 
of the aims rather than to both. This sup- 
ports the inference drawn from the interview 
that orientations to these 2 aims may be 
somewhat independent of each other. There- 
fore the original conception of the unitary 
nature of this commitment must be revised. 


TABLE 3 


THE RELATION BETWEEN JUDGMENTS OF NURSING 


CARE AND THERAPY AS MAJOR AIMS OF A 
MENTAL Hosrrral. 


(Number of persons rating an aim as among the 3 
most important aims)* 


z & = 

G) (a) (3) ( (9 (6) 
Nurse-X K 4 4 1 667 667 
Nurse-Y ....... 11 5 7 2 640 720 
Technician-X 32..4.2 6047. 906 
Technician-Y .. 8 6 8 o 636 728 
Attendant-X ... 1 83 5 4 429 "42.9 
Attendant-CY ...12 5 18 7 404 714 
All groups-X... 15 12 13 6 587 600 
All groups-Y... 31 16 33 9 528 719 
All groups-X--Y 46 46 15 548 681 


red inf fi and 1 attendant 
* The requi: information for 2 nurses 1 
ad Hole cases have been omitted from analyses based on 


Individuals may be committed to either or 
to both or to neither of the aims of nursing 
care and therapy. 

These 4 groups will be kept distinct in the 
following analyses. Group I refers to those 
who place both aims among the top 3; Group 
II to those who place only therapy among 
the top 3; Group III for nursing care only ; 
and Group IV for those who place neither 
in the top 3. These will be referred to as 
goal-orientation groups. 

Individuals who are committed to both care 
and rehabilitation of patients are expected 
to be least concerned with their custody and 
control (defined by 3 aims; making sure pa- 
tients don’t hurt personnel, are not released 
if there's danger of trouble, and do not 
escape from the hospital). 

Table 4 and Fig. 1 (which presents per- 
centages derived from Table 4) tend to 
support the hypothesis about the inverse re- 
lation between these 2 sets of aims. Indi- 
viduals committed to both nursing care and 
therapy place the least emphasis on custody 
and control, while those not committed to 
either care or therapy place the most empha- 
sis on these aims (the chi square comparing 
only these 2 groups is 6.99 **). A commit- 
ment to either care or therapy alone leads to 

a middle position between these 2 extremes, 

Since no restrictions were placed on the 
total number of aims a respondent might rate 
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TABLE 4 


THE RELATION or COMMITMENTS TO THE Cn 
AND/oR THERAPY or PATIENTS TO JUDGMENTS 
or Custopy AND CONTROL 


(Number of persons judging custody and cont 
aims as "extremely" important) | 


The number of custody and 

Fpl sine rated 1 

extremely" important 

Goal orientation 
group 


oorr 20r3 
I 11 4 
II 7 5 
Hospital X.... nn f 6 
IV 3 3 
Chi Square=1, 7 
I 19 12 | 
II 9 7 
rim 15 8 
IV I 


as "extremely" important, any differen 
between groups for a specific aim or setí 
aims might reflect this general tenda 
rather than point to an actual diff ent. 
Groups I and IV are found to be quite im 
lar with regard to the total number of al 
rated as "extremely" important (means? 
spectfully of 7.04 and 7.2). It appears, thet 
fore, that the goal-orientation groups dill 
from each other in the substantive contd 
of the hospital aims judged as “extreme 
important. | 
This confirmation of theoretical expe 
tions supports the assumption that evall 


3. 
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1o 

o 
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Goal-Orentation Groups 3 
Fic. r.—The relation of commitments E 
and/or therapy of patients to judgments 0* 7 og 

and control (Percentage judging 2 or ES 
and control aims as "extremely" important.7 
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AWARDS FOR OUTSTANDING EFFORTS BY OCCUPATIONAL GROUPS 


HOSPITAL X 
MEAN — — 
SCORES 


HOSPITAL Y 
— 


RRR 
PS 


ALL GROUPS 


2.5 


MEAN NUMBER OF AWARDS 


AWARDS FOR - 


ES PROVIDING PLEASANT WARD LIFE 
NURSING CARE 


[CLJ RAISING PROFESSIONAL STANDARDS 
RECOVERY A REHABILITATION OF PATIENTS — [777] FRIENDLINESS & COOPERATION 
TOTAL FOR NURSING CARE, RECOVERY A IMPROVING HOSPITAL EFFICIENCY 
REHABILITATION 


Fic. 2 —]udgments of hospital aims as personal goals by different groups of ward personnel. (Mean 
number of awards desired for outstanding efforts on behalf of various hospital objectives.) 
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tions of the importance of nursing care and 
therapy as hospital aims provide some meas- 
ure of commitment to these aims. An equally 
important test of this assumption involves 
an examination of the relations between this 
question at the level of organizational goals 
and the commitment question at the level of 
personal goals. 

The major finding illustrated in Fig. 2 is 
that the nurses and technicians of hospital 
“X” are more strongly committed, at the 
level of personal goals, to the recovery and 
rehabilitation of patients than are those at 
*Y." On the other hand all the groups, both 
within and between hospitals, tend to be 
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relatively equal in their commitment to nurs- 
ing care (with the exception of the relatively 
high mean for X“ attendants). The rather 
marked differences between hospitals which 
appear when these 2 aims are combined are 
therefore almost entirely a function of the 
generally higher commitment to therapy at 
hospital X.“ 

The evidence in Fig. 3 is rather similar 
in indicating that the differences among the 
4 goal- orientation groups are largely a func- 
tion of differences on the aim of rehabilita- 
tion alone. Differences in commitment at this 
level of personal goals among the goal- 
orientation groups are reduced when both 


AWARDS FOR OUTSTANDING EFFORTS BY 
GOAL ORIENTATION GROUPS 


MEAN 


scores GROUP I 


2 


N 


1 1 1 
3 4 5 
MEAN NUMBER OF AWARDS. 


GROUP IY 


MEAN NUMBER OF AWARDS 


AWARDS FOR- 
NURSING CARE 
RECOVERY & REHABILITATION OF PATIENTS 
Will 1074. FOR NURSING CARE, RECOVERY & 
REHABILITATION 


EA PROVIDING PLEASANT WARD LIFE 
[E] RAISING PROFESSIONAL STANDARDS 
EZZ FRIENDLINESS & COOPERATION 

Z IMPROVING HOSPITAL EFFICIENCY 


Fic. 3.—The relation between judgments of hospital aims as organizational goals and as personal 
goals, (Mean number of awards desired by 4 goal-orientation groups for outstanding efforts on behalf 


of various hospital objectives.) 
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aims are combined (e.g., the F-ratio for dif- 
ferences for the combined aims is 2.66, barely 
missing the .05 significance level, but the F- 
ratio for the recovery and rehabilitation aim 
is 4.91, well beyond the .or significance 
level). 

To determine the consistency between the 
2 measures of commitment, one must ex- 
amine how individuals in the 4 goal-orienta- 
tion groups differentially allocate their 
awards to nursing care and rehabilitation. 
The highest number of awards for rehabili- 
tation are desired by Group II persons, who 
rated therapy but not nursing care as among 
the 3 most important aims of a mental hos- 
pital. Group III, who had the reverse pat- 
tern with regard to organization goals, are 
here highest in their desire for nursing care 
awards, Individuals who judged both aims 
as among the 3 most important, Group I, are 
in a balanced middle position, i.e., they want 
more awards for rehabilitation than those in 
Group III but fewer than those in Group II, 
and more awards for nursing care than those 
in Group II but fewer than those in Group 
III. The only inconsistent element comes 
from persons in Group IV who thought 
neither aim was among the 3 most important. 
At the level of personal goals, however, this 
group desires more awards for nursing care 
than Group II and almost as many as 
Group I. Their low total for both aims is 
entirely a function of their relative lack of 
personal interest in recovery and rehabili- 
tation, 

All in all, it is believed that the findings 
presented in Fig. 3 show a marked con- 
sistency between the measure of commitment 
at the level of organizational goals and that 
at the level of personal goals. With this re- 
sult and those presented previously (Table 4 
and Fig. 1) an affirmative answer may be 
given to the central question of this paper. 
The 2 measures of commitment are con- 
sistent with each other. This will permit the 
use of these questions, in further analyses, 
as indices of an individual’s commitment to 
the care and/or rehabilitation of psychiatric 
patients. 


Discussion 


The explicit methodological emphasis in 
the present report has occasioned the rela- 


tive neglect of substantive issues. However, 
inasmuch as the study is concerned directly 
with the motivations of psychiatric person- 
nel, it seems appropriate to comment briefly 
on some of the more important substantive 
questions raised by the findings. 

Nursing personnel at hospital "X" seem 
to be more concerned with therapy as a per- 
sonal goal than are personnel at ^Y" (Fig. 
2). This difference is most marked for 
nurses and least marked for attendants (for 
whom there is an actual though insignificant 
reversal of this tendency). On a priori 
grounds one might have expected the nurses 
to be the more homogeneous group. The 
reverse finding suggests that the differences 
in orientation derive from differences be- 
tween the hospitals themselves. It may be 
that nurses with different orientations to 
therapy are differentially recruited and re- 
tained in the 2 hospitals or that the hospital 
atmosphere in Y has tended to hinder the 
development of a therapeutic orientation. 
The history of “Y” as a “custodial” institu- 
tion would seem to fit with this interpreta- 
tion. The positive outlook of the new ad- 
ministration had not yet become, at the time 
of these interviews, an important component 
of the orientations of V personnel. 

Differences among the occupational groups 
show up much more strongly than do differ- 
ences between the hospitals. More accu- 
rately, it is the attendants, by their de- 
emphasis on therapy and their emphasis on 
custody and control, who consistently differ 
in commitment pattern from the other 2 oc- 
cupational groups (Tables 1 and 2, Fig. 2).* 
There is some indication that differences of 
this kind are even sharper between tech- 
nicians and attendants than between nurses 
and attendants (although this may be true 
only for hospital V.). All the analyses em- 
phasize the strong similarity between nurses 
and psychiatric technicians. This may be 
important to hospital administrators and for 
hospital personnel policy in indicating that 
even a relatively short period of training (in 
this case, 1 year) may be sufficient for the 
development of orientations toward patients 


6 Other reports will deal with the relation of these 
commitment patterns to the objective job respon- 
sibilities of the different groups. 
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as positive as those held by the more well- 
trained nurses. 

Only about one-third of all individuals 
judge both adequate nursing care and a good 
therapeutic program to be among the 3 most 
important aims of a psychiatric hospital 
(Table 3). A considerably larger group ac- 
cepts only one or the other of these aims as 
among the most important. It may be hy- 
pothesized that different factors are operative 
for those who are primarily therapy-oriented 
(Group II) than for those who are primarily 
nursing care-oriented (Group III). For ex- 
ample, it appears that the former group tends 
to view nursing care as a rather static and 
custodial form of treatment and seems to be 
saying that it should not be too strongly em- 
phasized. On the other hand, the nursing 
care-oriented group does not appear to have 
incorporated in its outlook current concep- 
tions of the therapeutic function of the hos- 
pital. If these different factors are involved 
then different action programs are necessary 
if both groups are to be brought to an ac- 
ceptance of both aims as among the “most 
important” ones. 

One next step in further research lies in 
isolating the determinants of the commit- 
ment patterns described here—determinants 
which reside in both the personality of the 
individuals and the social structures of the 
hospitals. Future reports of this study will 
deal with these topics. 


SUMMARY 


This study takes for granted that the wel- 
fare and recovery chances of patients in psy- 
chiatric hospitals are dependent, to a con- 
siderable extent, on the motivations and 
behavior of nursing service personnel. An 
approach to research on this problem which 
takes as its focus the personal involvement 
of ward personnel in the positive hospital 
goals of nursing care and rehabilitation is 
proposed. The concept of commitment is 
developed to describe this motivational 
pattern. 

This first report of an intensive study of 


the motivations of ward personnel in 2 state 
psychiatric hospitals is primarily concerned 
with the measurement of commitment. Two 
questions were constructed for this purpose, 
One asked for evaluations of the aims of 
nursing care and rehabilitation as hospital 
goals and the other for evaluations of these 
aims as personal goals. 

The original assumption that commitment 
to these 2 hospital goals is a unitary dimen- 
sion finds no support in the results: It ap- 
pears that individuals may be committed to 
both, either, or neither of the aims of nurs- 
ing care and rehabilitation. 

The 2 questions are found to be consistent 
with each other. It is held that this justifies 
their continued use in further work as indices 
of an individual's commitment to the nursing 
care and/or rehabilitation of patients. 
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THE DESIRABILITY OF CERTIFICATION OF ADMINISTRATORS OF 
HOSPITALS AND SCHOOLS FOR DEFECTIVES* 


M. A. TARUMIANZ, M. D., Farnuurst, DEL. 


It is indeed a great privilege to appear 
before this group of members of the Ameri- 
can Association on Mental Deficiency, and 
to present informally the reasons why 
administrators of schools and centers for 
mental defectives should seriously consider 
certification by The American Psychiatric 
Association. 

The magnitude of the problem of the men- 
tally retarded is brought home by the fact 
that we have an estimated total of 1 to 5 
million retarded individuals in our country. 
The influence of humane concepts has re- 
moved many prejudices concerning mental 
deficiency. However, our educational and 
economic systems are constructed on the 
requirements of conceptual cleverness. In- 
dividuals with less potential intellectual 
endowment go through life with a serious 
handicap. “Mental deficiency" and “feeble- 
mindedness” are terms used very much as 
"insanity" and “lunacy” were in the eight- 
eenth and nineteenth centuries. However, 
through the efforts of modern psychiatry the 
terms "insanity" and "lunacy" have largely 
been eliminated from the medical vocabulary, 
although the courts of justice have retained 
the outmoded terminology and consider this 
the only basis for legal commitment of the 
mentally ill to a mental hospital. 

We have been accustomed to recognizing 
2 groups of persons who can and must be 
distinguished. One group consists of indi- 
viduals so markedly deficient that they would 
stand out as defectives in any kind of human 
community. They are not only intellectually 
deficient but defective in every sphere of 
mentation. The other group is made up of 
persons whose limitations are definitely re- 
lated to the standards of the culture which 
surrounds them. In a less complex civiliza- 


tion they would have no trouble in attaining _ 


and retaining equality of realizable ambi- 
tions. They can succeed in many ordinary 


+ Read at the annual meeting of the American 
Association on Mental Defectives, Atlantic City, 
N. J., May 19, 1954. 


types of work. However, according to our 
standards, people of limited intelligence and 
schooling have low ratings in both remunera- 
tion and public esteem. The individuals of 
the second group are not truly feebleminded. 
Their shortcoming is an inability to comply 
with the intellectual requirements and stand- 
ards of society. Dr. Leo Kanner classifies 
the latter group as “intellectually inade- 
quate.” 

The public supervision of the feebleminded 
depends on several important factors which 
to this day remain largely unsolved. One 
of these is the definition of mental deficiency. 
While the method of psychometric measure- 
ment has proved valuable, much remains to 
be done to increase its effectiveness in clini- 
cal diagnosis. It is not so much the refine- 
ment of the tests themselves as the manner 
in which they are interpreted that seems to 
matter. Furthermore, as long as there is no 
scientific definition of intelligence or native 
capacity, the obtained measurements will al- 
ways remain ambiguous in relation to mental 
deficiency. 

Thus, in spite of mental tests and in- 
creased social organization, the scope of the 
problem of the mental defective can only be 
guessed at. At the present time I am afraid 
we are apt to be a little oversold on the so- 
called results of intelligence tests. As I see 
it, intelligence can be divided roughly into 3 
types: the abstract type, the mechanical or 
performance type, and social intelligence. Tt 
is the latter that is the most important. It 
is impossible to say what the specific defect 
is and how it is transmitted. It will require 
the combined efforts of all institutions and 
research workers in this field to assemble the 
information from the entire field if we are 
ever to arrive at any satisfactory solution to 
this problem. 

*A survey of patients with severe dis- 
orders of mentation indicates that we are 
dealing with an ‘organic’ brain syndrome in 
which the failure of mentation is due to fac- 
tors that interfere with the proper function- 
ing of the central nervous system." Though 
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the problems of individuals with mental de- 
ficiency are fundamentally of medical-bio- 
logical origin, the approach of scientific 
research has been rightfully of the multidis- 
ciplinary type. This type of approach has 
been accepted in the past 20 years and it 
should continue if we are going to have a 
solution to the problem. At the present time 
we have merely improved diagnostic methods 
for the selection of cases to be studied, and 
various medical and psychological tests have 
been refined to a greater extent than ever 
before. Various new treatments of individual 
patients have been organized and various 
facilities such as electroencephalography and 
electromyography have been utilized for the 
study of cases. Indeed, valuable studies have 
been made in neurophysiology and neuro- 
pathology including studies in cerebral cir- 
culation ; biochemical studies of nutrition and 
endocrine and metabolic relationships have 
added to a better understanding of certain 
types of deficiency states. All these advances 
of the last few years have a direct bearing 
upon the study of constitutional and environ- 
mental factors in mental deficiency, 

It is hardly necessary for me to emphasize 
that there is an important consideration in- 
volved in the differential diagnosis between 
mental deficiency and mental retardation. 
The latter is caused by numerous organic 
disorders as well as environmental condi- 
tions and when the retarding factors are dis- 
covered early in life and removed, the child 
has a very good chance to return to normal 
intellectual capacity. To make a diagnosis 
of mental deficiency is a serious matter and 
it should never, as mentioned previously, be 
‘done on the basis of any single test. 

It is obvious that diagnostic facilities and 
techniques are most important factors in the 
prognosis and treatment of such cases. In 
Short, a school for retarded and defective 
children should fundamentally be a psychi- 
atric medical center with highly trained 
multi-discipline staff members to assume the 
responsibility of proper diagnosis, treatment, 
and the training of those who are still sal- 
vageable for society. The school or center 
should be so well organized with professional 
personnel to run various departments as to 
enable the school or center to be approved 
for the care and treatment of patients as 
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well as for the training of professional per- 
sonnel and the carrying out of research, 

These are my reasons for advocating that 
every school and center for mental defec- 
tives be under the direction of a well-quali- 
fied psychiatrist-administrator who has been 
trained in this field. “The American Psychi- 
atric Association has held from its beginning 
in 1844 that the chief executive officer of a 
mental hospital? should, in addition to the 
other qualifications he must have, be a physi- 
cian adequately trained in the specialty of 
psychiatry. The Association regards as un- 
sound, attempts to separate the 'administra- 
tive' from the 'medical' aspects of mental 
hospital operations, together with corollary 
proposals that physicians should confine their 
responsibility to the latter. The Association 
believes that all mental hospital operations 
bear a direct relationship to the therapeutic 
progress of patients, and accordingly that 
only a physician may assume total responsi- 
bility for them. Its position is set forth with- 
out prejudice to that large body of laymen 
who serve as skilled and indispensable execu- 
tive assistants to the physician-administra- 
tors of the mental hospitals of the area cov- 
ered by the membership of the American 
Psychiatric Association." 

In 1951, a group of leading mental hos- 
pital administrators advised the Council of 
the Association that if, in their opinion, this 
position were to be maintained successfully, 
it was incumbent upon the Association to 
consider how mental hospital administration 
could be improved ; how suitable recognition 
could be given to superintendents of experi- 
ence and stature; how physicians could be 
certified as qualified in this field; and how 
this specialized area of medical practice could 
be made more attractive to young psy- 
chiatrists. 

Council responded by authorizing the 
President to appoint an ad hoc committee to 
study these problems. The Committee was 
continued a second year by President Cam- 
eron. Through correspondence, conference, 
and questionnaires the Committee thor- 
oughly investigated the questions of training 


2A mental hospital is defined, for the purposes 
of this Committee, as any hospital, center, school, 
or other institution predominantly psychiatric in 
function. 
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standards and optimal qualifications for men- 
tal hospital administrators and methods of 
certifying them as qualified. 

On the basis of this Committee’s recom- 
mendations, the Council and members of the 
Association on May 6, 1953, approved the 
establishment of a permanent Committee on 
Certification of Mental Hospital Administra- 
tors. The members of the Committee were 
appointed shortly thereafter by the President. 

“Organization of the Committee—The 
Committee on Certification of Mental Hos- 
pital Administrators is composed of a Chair- 
man and 9 members, 3 consultants, and a 
‘secretary. Each of the 9 members is ap- 
pointed for 3 years in such a manner that 
3 new members replace 3 former members 
each year. As with all standing committees 
of the Association, the members and con- 
sultants are appointed by the President. The 
chairman and the secretary are elected an- 
nually by the 9 members; both must be Fel- 
lows of the Association and not currently 
members of the Committee. The Committee 
meets and conducts examinations as needed 
at times and places announced in advance in 
the AMERICAN JOURNAL OF PsvcurATRY and 
other professional journals. 

“General Requirements for Applicants.— 
Each applicant for a certificate must establish 
that: (1) He is a physician licensed to prac- 
tice medicine, and a graduate of a medical 
school acceptable to the Committee. (2) He 
is of acceptable ethical and professional 
standing. (3) He is at the time of applica- 
tion a Fellow of The American Psychiatric 
Association. Exception to this requirement 
may be made at the discretion of the Com- 
mittee for good and sufficient reasons. 
(4) He has received adequate training in 
psychiatry, or neurology, or both, as a spe- 
cialty of medicine. 

“Certification by the American Board of 
Psychiatry and Neurology, Inc., or, in the 
case of Canadian applicants, by the Royal 
College of Physicians and Surgeons of Can- 
ada, as a specialist in psychiatry, or neu- 
rology, or both, is desirable but not required. 


CLASSES OF APPLICANTS 


“Class I.—Psychiatrists who were gradu- 
ated from an approved school of medicine 
prior to June 30, 1938; who are Fellows of 


The American Psychiatric Association, and 
are currently mental hospital administrators, 
or assistant mental hospital administrators, 
will not be held to the strict interpretation 
of the published requirements in formal grad- 
uate training. Psychiatrists who are Fellows 
of The American Psychiatric Association 
who are not currently mental hospital ad- 
ministrators, or assistant mental hospital 
administrators, but who have served a period 
of at least 3 years as mental hospital admin- 
istrators, in the past, and who submit evi- 
dence satisfactory to the Committee will not 
be held to the strict interpretation of the 
published requirements in formal graduate 
training. 

“Class II,—Psychiatrists who were gradu- 
ated from an approved school of medicine 
prior to June 30, 1938, and who are Fellows 
of The American Psychiatric Association, 
but who are not currently mental hospital 
administrators, or assistant mental hospital 
administrators, but who, upon presentation 
of their credentials, indicate a minimum of 
3 years’ experience in the field of mental 
hospital administration may be admitted to 
the examination. 

“Class III.—Psychiatrists who were grad- 
uated from an approved school of medicine 
during the period from June 30, 1938, to 
June 30, 1947, who are Fellows of The 
American Psychiatric Association, and who 
have had a minimum of 3 years’ experience 
in the field of mental hospital administration, 
and have had other training and experience 
satisfactory to the Committee, may be ad- 
mitted to the examination. 

“Class IV.—Psychiatrists who were grad- 
uated from an approved school of medicine 
after June 30, 1947, who are Fellows of The 
American Psychiatric Association and who 
have had a minimum of 3 years’ experience 
in the field of mental hospital administra- 
tion, plus a minimum of one academic year 
of formal training, or its equivalent, in the 
various aspects of mental hospital adminis- 
tration of a kind and quality acceptable to 
this Committee, may be admitted to the 
examination. 


EXAMINATIONS 


“Dates and places of examinations will be 
determined by the Committee and will be 
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announced in publications available to all 
Fellows of The American Psychiatric Asso- 
ciation. The place of such examinations will 
be determined by the geographical needs of 
the candidates. Although the purpose of this 
examination is to evaluate the qualifications 
of the candidate in mental hospital admin- 
istration, it must not be forgotten that this 
medical discipline constitutes part of the 
broad field of psychiatry and neurology and 
of general medicine. The examinations will 
be of a type that no adequately trained per- 
son will fail, yet they will be sufficiently 
searching to enable the Committee to differ- 
entiate properly qualified mental hospital ad- 
ministrators from those who are not.” 

Detailed information for applicants can 
be found in the Rules and Regulations of The 
American Psychiatric Association Commit- 
tee on Certification which may be obtained 
from the Executive Offices, C. N. Baganz, 
Secretary, Veterans Administration Hospi- 
tal, Lyons, New Jersey. 

It is my personal opinion that our mental 
hospitals and schools for defectives have 
been neglected to such an extent, and ad- 
vances have been so meagre compared with 
other areas of our human life, that something 
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drastic must be done to make the general 
public conscious of our needs as places for 
more than custodial care. I am sure that this 
statement applies to most of the public agen- 
cies having charge of the mentally ill and the 
mentally retarded. The general hospitals 
throughout the country were in similar con- 
dition up to 1917 when the rating of hospi- 
tals then became based on a yardstick of 
standards which was established by the medi- 
cal profession through its national organiza- 
tions. A yardstick of standards has now been 
established for public mental hospitals. 
Within a short time we shall have approval 
of standards for private mental hospitals, I 
hope there will be organized a yardstick of 
standards for institutions and schools that 
care for mental defectives. 

It is my suggestion that those who are 
Fellows of The American Psychiatric Asso- 
ciation and have the qualifications as men- 
tioned above apply for certification. In con- 
clusion may I say that there is nothing 
personal against administrators who are not 
psychiatrists, and I am sure that an unquali- 
fied psychiatrist is certainly a worse admin- 
istrator than a qualified layman who has had 
training in hospital and center administration. 


A STATISTICAL STUDY OF THE ADMISSION OF ALCOHOLIC 
PATIENTS TO A LARGE MENTAL HOSPITAL 


PAUL E. FELDMAN, M.D.,1 anp ELIAS COHEN ? 
Torexa, KAN. 


In view of the almost universal shortage 
of trained personnel in state hospitals, cou- 
pled with a similar shortage of bed space, 
many institutions have adopted the policy of 
refusing alcoholic patients admission for 
hospital care. In hospitals that are accepting 
them, the impression of most disciplines has 
been that the alcoholic is present in almost 
overwhelming numbers. A study was car- 
ried out at the Manteno State Hospital to 
determine what portion of the case load was 
actually alcoholic and some of the results 
obtained were so contrary to popular notion 
that it was decided to make these findings 
public. A survey of recent literature reveals 
a marked paucity of material relating to this 
particular aspect of alcoholism. This statis- 
tical study included such factors as sex, type 
of admission, diagnostic classification, and 
frequency of admission. The figures thus 
obtained pertain to a large mental hospital 
within commuting distance of a very large 
metropolitan area, 

This investigation was prompted by the 
possibility that our policy of admitting al- 
coholic patients was causing too serious a 
drain on personnel and bed space, and was 
detracting from services which might be 
rendered to other classes of patients. The 
behavior of the alcoholic patient in the men- 
tal hospital setting where considerable free- 
dom is the rule and their active participation 
in the industrial programs a major factor in 
treatment, has given rise to many miscon- 
ceptions which are held by members of all 
disciplines. Because the alcoholic patient 
generally holds the industrial assignments 
which allow the greatest latitude, or require 
the greatest contact with the staff, it is gen- 
erally believed that he is a more important 
problem in the hospital, in terms of num- 
bers, than he actually is. This impression is 
further supported and augmented by the 
fact that the alcoholic in a single day may 


Formerly assistant superintendent, Manteno 
State Hospital. 

? Formerly administrative aide, Manteno State 
Hospital. 


see his attendant, his ward detail supervisor, 
his chaplain, psychiatrist, social worker, and 
other hospital officials in order to secure 
some particular favor or reach some desired 
objective. This situation is further magnified 
by the fact that the alcoholic does actually 
represent a very substantial proportion of 
the total number of admissions to the hos- 
pital. 

The period of January 1948 through De- 
cember 1952 was selected at random for 
study, and admissions during that time to- 
talled 13,186. Of these 4,090 admissions 
were classified as some form of alcoholism ; 
this amounts to approximately 3076 of the 
total admissions. However, on any given 
day during this period, the number of pa- 
tients, diagnosed as some form of alcohol- 
ism, actually in hospital residence, never 
amounted to more than 596 of the resident 
population of 7,000-8,000 patients. During 
this period, for the purpose of this study, 
limited data were collected on each alcholic 
admission. Four thousand and ninety pa- 
tients received a primary diagnosis of some 
form of alcoholism. Patients in whom the 
alcoholism might be secondary, i.e., manic 
depressive reaction with superimposed al- 
coholism, schizophrenic reaction with alco- 
holism, ete., were excluded from the study. 

The following 4 categories were defined 
for each admission: (1) Sex. (2) Diagnos- 
tic Classification: (a) chronic alcoholism, 
without psychosis; (b) alcoholic psychosis 
with deterioration; (c) alcoholic psychosis, 
delirium tremens; (d) alcoholic psychosis, 
other types (Korsakow's Syndrome, etc). 
(3) Chronological admission for the patient, 
each admission being tabulated. This study 
was not made in terms of numbers of pa- 
tients, therefore there might be 20 admissions 
for a single individual, but each admission 
would be recorded as the first, fifth, etc., as 
the case might be. (4) Type of Admission: 
(a) voluntary; (b) committed. 

The cumulative percentage of male and 
female alcoholic admissions indicates that 
the vast majority of all admissions occurs 
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within the first five admissions. Of the 
4,090 alcoholics admitted to this hospital 
during the period under study 3,359 or 
82% were in their fifth admission or less. 
The cumulative total through the tenth ad- 
missions was 3,758 or 92%. It is obvious 
that less than 20% of all alcoholics have ex- 
perienced more than 5 admissions. The ques- 
tion may be raised, if there were 1,792 first 
admissions and only 751 second admissions, 
where did the 1,041 who failed to come into 
the hospital for the second time go? If we 
assume that some of them have been ad- 
mitted to other hospitals, by like reasoning 
we can presume that alcoholics who had 
their first admission elsewhere would have 
had their second admission to Manteno. As 
has already been indicated, the drop in ad- 
missions is rapid through the tenth admis- 
sion, and although there has been no follow- 
through on an individual basis, it does not 
appear unreasonable to assume that large 
numbers of alcoholics do not find their way 
back into mental hospitals. Whether these 
who have not returned have “recovered” or 
are subsisting on some other basis, cannot 
be determined by this study., 

A. statistical breakdown by major diagnos- 
tic categories is given in Table r. 

Significant differences appear between the 
male and female admissions: of the alco- 
holic psychoses (all forms) 5896 were fe- 
male and 4196 male; with alcoholic de- 
terioration, 4295 female and 2896 male. 

An examination of the percentage dis- 
tribution of major diagnostic classifications 
of successive alcoholic admissions indicates 
differences in the relative importance of a 
given classification at different points on the 
continuum. Although cases of delirium tre- 
mens are only a small proportion of the total 
number of admissions (128 or 4%), it is 
interesting to note that in the 5-year period 
there was only one beyond the 12th admis- 


TABLE 1 


BREAKDOWN BY Major DIAGNOSTIC CATEGORIES 


No. of 
patients % 
Without psychosis ............ 2,311 53 
With psychosis 
Alcoholic deterioration ...... 1,341 33 
Delirium tremens ..... 148 4 
Other types 390 10 
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sion, and this occured at the 16th. In fact, 
there were 120 of the 148 admissions for 
delirium tremens which occured in the rst 
and 2nd admissions. Table 2 tabulates the 
differences in the distribution of diagnostic 
classifications at the rst, 5th, roth, 15th and 
20th admissions. 

Although the percentage of delirium tre- 
mens admissions for male and female pa- 
tients is exactly the same (496), the dis- 
tribution by admissions is significantly dif- 
ferent. Among the male alcoholics, 107 or 
72% were admitted in the first or second 
admissions, whereas the female distribution 
was more even and only 65% were admitted 
in a similar number of admissions. 

The greatest number of admissions for a 
single individual during this 5-year period 
was 45 for a male alcoholic. On the other 
hand, there were no female alcoholic ad- 
missions beyond the 22nd. As might be 
expected, there is a large percentage of total 
female admissions during the first 5 admis- 
sions (89% between the 1st and 5th admis- 
sions), as compared with the male alcoholic 
admissions (81%). j 

Table 3 indicates the percentage distribu- 
tion of major diagnostic classifications of 
female alcoholics at different admission 
points. } 

If it is presumed that admissions with 
psychosis represent a condition of greater 
severity than one without psychosis, and 
that there is a greater proportion of females 
admitted with psychosis than males, thé 
percentage distribution between commit- 
ment and voluntary admissions should fol- 
low a similar pattern by sex, i.e., females 
should show a greater percentage of com- 
mitment admissions. This does occur: 19% 


TABLE 2 


PERCENTAGE DISTRIBUTION By DrAcNosTIC CLASSE. 
FICATION ON ALL ALCOHOLIC ADMISSION L 
TO 12/52 AT THE IST, 5TH, IOTH, I5TH, AND 2072 
ADMISSIONS 
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TABLE 3 


PERCENTAGE DISTRIBUTION BY DIAGNOSTIC CLASSI- 
FICATION, FEMALE ALCOHOLICS 1/48 TO 12/52 AT 
THE IST, 3RD, 6TH, OTH, AND IOTH ADMISSIONS 


Bs ay as 
2 à 55 
kid ge = 
% % % 
43 14 3 
53 10 3 
18 6 6 
17 — 17 


of all female alcoholic admissions compared 
with 44% of the males were voluntary. It 
is interesting to note that, contrary to popu- 
lar notion there is a 64-40 split between 
commitment and voluntary admissions on an 
over-all basis, in favor of commitment. In 
other words, of the 4,090 admissions, 2,460 
entered via commitment proceedings, where- 
as 1,630 entered of their own volition. 
There is a significant increase in the per- 
centage of voluntary admission as the num- 
ber of admissions increases. This holds true 
for both sexes and is illustrated in Table 4. 


TABLE 4 


PERCENTAGE DISTRIBUTION OF VOLUNTARY AND 
COMMITMENT ADMISSIONS FOR MALE AND 
FEMALE ADMISSIONS 


Male Female 

e Coni; ME Com. 
32 68 11 89 
54 46 24 76 
+ 63 37 33 67 
+ 55 45 50 50 
. 62 38 * * 
64 36 
5 44 

91 9 

71 29 

67 33 


* Number of admissions too small to be significant. 
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I. Male alcoholic admissions outnumber 

females 4 to 1. 

2. One of each 4 male alcoholic admis- 
sions comes in voluntarily. One of each 8 
female alcoholic admissions does so. 

3. Sixty-one per cent of all male alcoholics 
were classified with psychosis” ; 76% of all 
female alcoholics were so classified. 
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4. The percentage of voluntary admis- 
sions for both sexes increases significantly 
with the frequency of admission. 

5. The percentage of patients classified 
“with psychosis” increases in voluntary male 
admissions with the frequency of admission: 
20-26-69-50-86%. The percentage of pa- 
tients dagnosed “with psychosis” remains 
fairly stable in committed male admissions: 
69-71-50-66-66%. The percentage of pa- 
tients classified "with psychosis" remains 
uniformly high in all female admissions: 
65 to 90%. 

6. Of 32 admissions classified "acute hal- 
lucinoisis" (male and female), only 2 were 
voluntary. 

7. Of 21 patients classified "delirium tre- 
mens" (male and female), only 1 was volun- 
tary. 

8. Of 43 patients classified “with other 
forms of alcoholic psychosis” (chiefly patho- 
logical intoxication), only 3 were voluntary. 

9. Of 245 patients classified “psychosis, 
alcoholic deterioration” (male and female), 
42 were voluntary admissions. 

10. Of 184 patients classified “without 
psychosis” (male and female), 63 were vol- 


untary. 
CONCLUSION 


The alcoholic patient creates a marked 
problem insofar as he increases the case- 
load of the admitting services by approxi- 
mately 30%. However, in terms of the total 
bed capacity of the institution, at no time 
does he occupy more than 5% of all hospital 
beds. 

Four male alcoholics are admitted to each 
female alcoholic. 

There is a significant difference in the 
sexes as to the type of admission. Approxi- 
mately twice as many males enter volun- 
tarily as do females. 

There is a significantly higher percentage 
classified “with psychosis” among female 
alcoholics. 

The percentage of voluntary admissions 
increases with the frequency of admission, 
in both sexes. 

The percentage of voluntary admissions in 
such disorders as delirium tremens, acute 
hallucinosis, etc. is extremely low. 


PSEUDOREVERSIBILITY OF CATATONIC STUPOR? 
ERWIN W. STRAUS, M. D., ano RICHARD M. GRIFFITH, Pur. D. Lexinoron, Ky. 


Catatonia was presented by Kahlbaum in 
1874 as a nosological entity, a brain disease 
of a specific kind(11). Kahlbaum, therefore, 
did not confine himself to a mere description 
of those symptoms which we still enumerate 
under the heading of a catatonic type of 
schizophrenic reaction ; he went further and 
tried to give an explanation of the catatonic 
disturbances. His theory is embodied in the 

title of his book, Katatonie oder das Span- 
nungs-Irresein. While Katatonie has been 
accepted as a psychiatric term, the second 
part of the title is not easily translated. The 
word Spannungs-Irresein may be best repre- 
sented—preserving the style of the period— 
through “tension-” or “tone-vesania.” As 
these terms reflect the psychiatric tendencies 
prevailing in Kahlbaum’s epoch, a few words 
about the historical background are appro- 
priate, 

We must not forget that the struggle be- 
tween somatogenic and psychogenic theories 
of psychoses extends far into the past. It is 
intimately related to the special topic of psy- 
chiatry. While medicine in general is con- 
cerned with man as a living organism and the 
disturbances of its biological functions, the 
basic theme of psychiatry is man as a citizen, 
or, more accurately, man failing as a citizen— 
man with whom no further communication 
is possible, who has become irresponsible and 
incompetent, whose civic rights may be sus- 
pended, who may be forced if not into 
treatment at least into custody by judge and 
jury. The loss of outer freedom appears to 
be necessitated by a preceding loss of inner 
freedom. It is therefore small wonder that 
one group of physicians should ascribe this 
loss of freedom to the soul and its passions, 
the other to the body and its disturbances, 
Today old arguments, of course with charac- 
teristic variations, are repeated in the dis- 
cussion between the dynamic and the biologi- 
cal schools of psychiatry. Toward the middle 


+ Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 

?From the Veterans Administration Hospital, 
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of the last century the protracted fight ap- 
peared to be decided in favor of the somati- 
cists. Griesinger, in line with Rush, Combe, 
Voisin, Friedreich, and others, gave the terse 
formulation: Mental diseases are brain dis- 
eases, This thesis, far ahead of the knowl- 
edge of details, presented in a nutshell a 
program with no small demands on future 
research. It asked for a system of clinical 
syndromes or entities, related to the still un- 
born physiology of the brain, combined with. 
the not yet existing pathology of the nervous 
system, and sustained by some kind of an- 
ticipated physiological psychology. With 
Broca's observations, Hitzig's experiments 
and Fechner's psychophysics, decisive steps 
had been made, first in the field of basic sci- 
ences, to substantiate Griesinger's ideas. 
Kahlbaum and his pupil Hecker(8), who 
gave the first description of hebephrenia, A 
tried to enact on their part the clinical section 
of that extensive plan. In their attempt to 
single out specific nosological entities they 
used general paresis as their model, just as 
Kraepelin did later on. General paresis was 
impressive to psychiatrists a hundred years 
ago because in it there was found—at least 
once in the field of psychiatry—a disease 
with a specific etiology, symptomatology, 
course, and pathology. The fascination must 
have been very strong indeed, for Kahlbaum 
adhered very closely to the pattern estab- 
lished for the interpretation of gene 
paresis. 

When Bayle (1822) (1), Delaye (1824) 
(5), and Calmeil (1826) (3), described the 
symptomatology and macroscopic pathology 
of general paresis, they shared the common 
psychiatric view that all psychoses followe 
the same course, running through 4 or 5 
stages of vesania: mania, melancholia, de 
lirium, dementia. The term general paralysis — 
was used not to designate an impairment of 


3 The French authors who gave the first descrip 
tion of general paresis had not come to considet 
syphilis as a possible cause of paresis. Years went 
by until in 1857 Esmarch and Jessen pointed out 
this relationship(6). In a short time their l 
pothesis gained wide though not universal approv! 
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mental faculties but to indicate a paresis of 
all motor functions in cases of mental disease. 
Delaye(5) entitled his paper Considerations 
about a Kind of Paralysis which Affects 
Especially the Insane.” (Considérations sur 
une espàce de paralysis qui affecte particu- 
lièrement les aliénés.) In other words, they 
assumed a combination of 2 syndromes, a 
psychosis combined with a general paralysis. 

Kahlbaum used the same scheme. He 
declared (11): 


Catatonia is a brain disease, running in cycles, in 
which the mental symptoms present in sequence the 
picture of melancholia, mania, stupor, confusion, 
and finally dementia; besides these mental symp- 
toms—one or another of these five stages could be 
missing—there are found as essential symptoms 
disorders in the motor part of the nervous system 
with the general character of spasms (11) [trans- 
lation ours]. 


He described incomplete contractions, epi- 
leptiform and choreiform spasms; he com- 
pared verbigeration—a term coined by Kahl- 
baum—with clonic spasms, mutism with 
tonic spasms. To him speech disorders ap- 
peared to be a result of coordinated spasms 
of the speech pathways. In short, Kahl- 
baum described catatonic behavior as pre- 
senting a motor disturbance; akinetic and 
hyperkinetic movements, catalepsy and waxy 
flexibility, stupor and excitement, manner- 
isms and  stereotypies are neurological 
symptoms. 

Kahlbaum's tenets were soon accepted in 
their descriptive parts; his theoretical atti- 
tude, however, did not go long unchallenged. 
Bleuler, to mention only one outstanding 
authority, insisted that rigidity, catalepsy, 
and stupor are of psychic origin(2). Dy- 
namic psychiatry was inclined to follow 
Bleuler. Yet the observations made later on 
in the study of epidemic encephalitis and of 
the extrapyramidal motor system gave new 
impetus to a physiological theory of cata- 
tonia. Kleist tried to give an exact topology 
of catatonia (12). DeJong believed, with 
some vacillation, that he could reproduce 
catatonia with bulbocapnine(4). Strecker 
and Ebaugh mentioned that an extract of the 
pineal glands produced a similar effect(15). 
Others claimed to have found anomalies of 
tone or action potentials; some assumed a 
tone fixation of muscle without action cur- 
rent; the similarity to shortening and length- 


ening reactions in decerebration was pointed 
out. Ransom(14), and later Gellhorn(7), 
related catatonic manifestations to cortico- 
hypothalamic disturbances. Hill reported 
anomalies of EEG in catatonia(9). 

While DeJong and Baruk used drugs to 
produce catatonic-like disturbances in normal 
animals(4), many of us have used sodium 
amytal or carbon dioxide to reduce the cata- 
tonic stupor. Both observations—the phar- 
macological production of catatonic stupor 
and its reduction—seem to confirm Kahl- 
baum's idea that catatonic symptoms are di- 
rectly related to disturbances of certain motor 
elements or segments of the nervous system. 
Nielson and Thompson, for instance, think it 
most likely that this salt [sodium amytal] 
alters the cell permeability of neurons. . . . 
Nerve cell membranes become more perme- 
able, and because of this in catatonic 
schizophrenia the stuporous patient usually 
awakens after the injection of about 5 grains 
of the drug(13).” This sounds plain and 
simple; but perhaps matters are somewhat 
more complex. Although the common clini- 
cal experience of sudden, unpredictable, 
transitory changes from stupor to action need 
not contradict this or similar assumptions it 
warns us not to accept them in haste. That 
sodium amytal should awaken a stuporous 
patient is certainly in sharp contrast with its 
usual narcotic effect. We may well wonder, 
therefore, whether the stuporous patient is 
actually in a sleep-like condition from which 
he could awake. 

Whenever one tries to give an explanation 
he must make sure of the facts he intends to 
explain. Catatonic behavior is obtrusive, it 
promptly fulfills our requirements for re- 
liable diagnostic symptoms. Furthermore, 
catatonic patients, because of their excite- 
ment or stupor, are usually seen under the 
limiting conditions of a disturbed ward. 
Contented for such reasons with the global 
aspect of catatonia, we ate prone to overlook 
many important details. We realized this 
when we began to study catatonic expression 
in our photographic laboratory. 

Not satisfied with casual observations on 
the ward, we tested the responsiveness of 
catatonic patients to varying situations more 
systematically, only to discover a surprising 
regularity instead of capricious reaction. Our 
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experiments, we believe, confirm with con- 
clusive evidence the opinion that the cata- 
tonic symptoms are manifestations of a dis- 
turbance of action and not due to a direct 
impairment of the motorium. 

From our film library we have assembled 
some selections to illustrate the points under 
discussion. Photographic recording, superior 
in many but not in all respects to direct 
observation, offers the opportunity of pre- 

serving evanescent behavior for repeated and 
communal inspection. 

The first patient, Tim, is seen the day after 
his admission to the hospital He is waiting 
just outside the admission staff room. This 
anteroom, somewhat remote from the general 
hospital traffic, is an environment less arti- 
ficial than the ward. As we wanted a record 
under the most natural conditions possible, 
we let things go as they would. 

On occasions like this we are quick to use 
the labels “stupor” and “withdrawal” and 
thereby may be blinded by our own words. 
This man, notwithstanding his frozen atti- 
tude and muteness, is not shut off from his 
environment; he segregates himself as a 
nonparticipant. If withdrawal means separa- 
tion and severance from all connecting ave- 
nues, he is not withdrawn, in spite of his 
stupor, but vigilant. Catatonic stupor should 
not be interpreted as a sleep-like condition; 
this patient, though stuporous, is really alert. 
He keeps his eyes on the scene of events. 
While he permits a fly to crawl over his face 
without so much as twitching a muscle 
(Fig. 1), he responds with a suppressed 
smile to some remark of a passerby. At one 
point he throws himself back into position, 
as if he had just caught himself relaxing 
(Fig. 2). His rigid gaze finally yields to 
excessive blinking. 

In the following section the same patient 
is seen at lunch time in the doctor’s office. 
Seated behind a table he retains his rigid 
posture, ignoring the food. Waxy flexibility 
is easily demonstrated; his right cataleptic 
arm remains in position (Figs. 3, 4) as the 
sodium amytal injection is started. The 
needle still in the vein, patient begins to 


4 The following section of the paper was written 
to be accompanied by a motion picture film. Single 
frames from the film have been enlarged for Plates 
I and II. 
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smack his lips, to grin, and to talk. “Keep it 
coming, Doc,” were his first words (Fig. 5). 
A few grains of the drug sufficed to turn him 
from one who refused food into a voracious 
eater (Fig. 6). There certainly had been no 
lack of hunger, no metabolic disturbance, no 
condition resembling hibernation but plainly 
a rejection of food. Obviously the patient is 
overcome by the typical soporific effect of 
sodium amytal ; in his drowsiness, his guard 
down, he succumbs to the temptation of food. 
Now hunger asserts itself. 

The third section shows the patient a few 
hours later in our photo laboratory. The 
effect of the sodium amytal has abated, the 
patient has relapsed into stupor (Figs. 7, 8). 
Once again we are able to turn immobility 
into lively and cooperative action. This time 
no sodium amytal, carbon dioxide, or any 
other drug was needed, A device as simple 
as ball-playing proved sufficient (Figs. 16, 
17). Without hesitation the patient partici- 
pates in the game; he no longer appears stiff, 
his motions are fluent, expansive, well coor- 
dinated. Apparently he enjoys the situation. 

We could easily duplicate—and triplicate 
—this observation. We have in our film ar- 
chives many other samples of catatonic be- 
havior, in complete agreement with this one 
In fact we have films where the sudden 
transition from stupor to fluent motions 1$ 
still more striking, as will be seen in the 
following “shorts.” 

There is method in this madness. The 
change from stupor to action is not acci 
dental but follows certain rules. Some situa" 
tions are without effect, others produce à 
change with great regularity. Among the 
situations tried in our experiments the first 
in order is ball-playing where the patients 
not always and not all but most of them a^ 
most of the time—become responsive 2h 
cooperative. Some react freely, some in ? 
clownish manner, some with inappropriate 
vigor and occasionally with aggressivenes 
(Figs. 20, 21). But, again, in the great ma 
jority action is well coordinated with all the 
typical and familiar synergies and with ? 
total surrender to the play. The start is ofte 


slow (Fig. 18). It may take several attempts 


before a patient catches on and several mot 


to make him enter the game with some en: 


thusiasm (Fig. 19). The initiative alway’ 
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Enlargements of frames from 16 mm motion picture films showing 3 catatonic patients: A. Tim: 
I. During the week of admission (1-8, 16-17). In the anteroom (1-2); at lunch time (3-6) ; under 
sodium amytal (5-6); in the laboratory, same afternoon (7-8, 16-17). 2. Two months later (9, 13- 
15). B. Rob: Before (10), during (18-19), after (11) Playing ball. C. Tom: Before ball playing 
(12); playing ball (20-21); momentary relapse into catatonic attitude between throws (22). (Photos 
by Medical Illustration Laboratory.) 


PLATE 15 
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has to be with the examiner. A ball placed 
near the patient, or even directly in his hand, 
has no effect whatsoever. 1 

In some cases, at the end of a provocative 
situation, the patients immediately or aftet 
a very short while return to their stupor 
(Fig. 11). Examining our films carefully, 
we found that even during the short intervals 
between throwing a ball and catching it 
some patients show conation toward a relapse 
into stupor (Fig. 22). Sometimes the re- 
laxation lasts for a considerable time once 
the spell has been broken, but always the 
patient sinks back into stupor. The power 
of ball-playing need not be exhausted with 
one responsive reaction; during the same 
laboratory session the patient may participate 
in the play for a second time and relapse for 
a second time. 

With a regularity corresponding somewhat 
to the breaking of stupor we were also able 
to produce it (Figs. 7, 8). Procedure and 
results resembled those in testing waxy flexi- 
bility. Obviously, catalepsy is not a mere 
motor manifestation but is related to the 
total experience of the patient; how he at- 
tacks objects and how he dwells in his own 
body. Waxy flexibility would appear to be 
arrested action rather than arrested motioh. 
Catatonic behavior as a motor expression 
corresponds to the schizophrenic experience 
of the world. It expresses no less the pa- 
tient's estrangement from his own corporeal 
existence. 

Our rheoscopic studies permit us to do 
away with the assumption that due to a 
change of tone stuporous patients can and 
do remain in frozen attitudes without visible 
signs of effort and exhaustion. The last part 
of the film shows Tim, our first patient, 2 
months later, more catatonic than ever. He 
sits down in the laboratory, staring at the 
camera. The eyes are motionless, but the 
gaze is attentive (Fig. 9). A smile softening 
the mute lips betrays the patient's compre- 
hension and grasp of the situation when a 
harmless trick is played on him. We ask 
the patient to get up; we lift his right arm 
to the horizontal ; it remains in position (Fig. 
13). In the photographic record one can 
observe how the patient after a short while 
glides into a more comfortable position, put- 
ting his left foot forward and bending his 
trunk to the left side to counterbalance the 
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weight of the lifted right arm. The abducted 
arm begins to shake; then gradually it is 
lowered, the hand sinks down, elbow and 
wrist are bent (Fig. 14). 

Perhaps the least flexible of catatonic atti- 
tudes is the well-known stance kept seem- 
ingly unchanged for hours. But even here 
our films reveal signs of adaptation. We do 
well to remember that nonpsychotic persons 
also learn to stand upright nearly motionless 
for a long time. In Hitler’s Germany senti- 
nels had to stand immobile, resembling a 


stone monument more than a human being. 


Cataleptic positions must not be interpreted 
as abnormal duration of innervation but as 
perseveration of attitude, perhaps as an in- 
capacity to initiate any change. 

Tf there is an increase of tone in the stu- 
porous patient, the “stupor” is certainly dis- 
tributed quite unevenly ; it is never complete ; 
the distribution does not follow any neuro- 
logical pattern. An attempt to engage our 
patient in hand-wrestling resulted in a bi- 
zarre combination of passivity with resist- 
ance. The patient surrenders to the action 
of the examiner. He surrenders—but only 
partially. He does not start any counter- 
movement by himself; at the same time he 
resists; he is not completely passive. He 
allows himself to be pulled over into an 
extreme position, yet he does not yield, He 
skillfully frustrates the efforts of his op- 
ponent. Finally, using the other’s hand as 
a kind of support, he balances on his right 
toes, his trunk bent forward and his left leg 
extended in the axis of the trunk, approach- 
ing the horizontal (Fig. 15), suggesting a 
somewhat unorthodox Degas. Whatever the 
artistic deficiencies, the dancing act makes it 
clear that there is no lack of action currents 
in this kind of “attitudinizing.” 

These pictures taken together leave no 
doubt that the motor system in the proper 
sense is not disturbed in the catatonic. These 
patients are not immobilized in the panzer 
of their musculature but hold themselves 
immobile. There is no irreducible increase 
of tone as in patients with paralysis agitans 
or in a pallidum syndrome. If this were so, 
the patient could not change his attitude from 
one moment to the next, from a stuporous, 
negativistic posture to  well-coordinated 
movements and back to frozen attitudes with 
mannerisms. 
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Neurological examinations in the cases 

presented here were negative as were the 
_EEG’s which showed but occasional insig- 

nificant deviations, the same as found in 
many noncatatonic cases. 

Our experiments, while they help to de- 
cide the controversy about the nature of cata- 
tonic motor disturbances, are a beginning 
rather than an end of research in this line. 
They present many new problems. First of 
all we would like to know why the catatonic 
patient responds to ball-playing, why this 
situation produces a change of attitude com- 
parable, within limits, to the effect of sodium 
amytal or carbon dioxide. “Regression”? 
Neither H. Jackson's concept of dissolution 
of functions nor Freud's idea of a return to 
earlier stages of libidinal development is 
applicable. Perhaps the answer may be 
found in the observation itself. We prompted 
the catatonic patient to participate in play- 
‘ing, in playing ball. Both factors count. 
Ball-playing is communication but communi- 
cation at a distance, and, as play without 
rules and aims, it is a communication and 
partnership without obligations and conse- 
quences, There is something more to be said. 
Tn playing, the catatonic patient responds to 
a specific situation, but this situation gains 
its meaning primarily in relation to and in 
contrast with the permanent situation of 
catatonia, We cannot expect to explain the 
transitory reversal fully without understand- 
ing catatonia itself. 

The proposition that catatonic symptoms 
are manifestations of a disturbance of action 
rather than an impairment of motility makes 
sense only if there is an essential difference 
between motion and action, between the 
means of transportation and the travel, or— 
if you will—between the physiological and 
psychological aspects of motion. 

Those who interpret catatonic behavior as 
a manifestation of a motor disturbance have 
chosen the more comfortable route; they do 
not have to explain how the many varieties 
of catatonic symptoms are related to each 
other. They may try to give such an ex- 
planation, but they need not; they could be 
satisfied with the assumption that the same, 
still-unknown agent affects a number of sub- 
organs of the brain, be it the cortex, the 
pallidum, the putamen, the caudate, the hypo- 
thalamus, or other locus. However, if one 


assumes a basic disturbance of activity, 
must go further and give an account of 
inner relations of all catatonic sympton 
Therefore we shall have to answer the qu 
tion: How are the manifold catatonic mo 
symptoms related to each other and how t 
the rest of the catatonic syndrome? 
presents a still wider problem: How arg 
the catatonic symptoms related to schizo 
phrenic manifestations in general? 4 

The answer to these questions may be fa 
cilitated if we consider the possibility that 
the schizophrenic patient does not live in 
space or a world in common with us and that 
therefore, his behavior should not be under 


us but as corresponding to the structure of 
the peculiar world in which he lives. The 
next question to be answered is: What is the 
structure of the world in which the catatonit 
patient exists?; or formulated differentl 
What is the schizophrenic’s mode of bei 
in the world? 

Closely related to these questions is the 
following: Does the schizophrenic expe 
ence his own body like a normal person, 
is his experience of his own body changed, 
in catatonia—and if so, in what way? 

All this leads to the last 2 questions: Ct 
we describe a (or the) fundamental disord 
of schizophrenic experience? Can we relat 
it to one biological disturbance? 1 

We have found rheoscopic studies supp! 
menting clinical experience and general the 
retical considerations a promising tool fi 
answering this array of questions. T! 
method permits, within limits, an expel 
mental approach to problems in psychop 
thology, providing evidence of facts a 
thereby helping to decide debatable opinion 

The experimental demonstration of 
reversibility of catatonic stupor establishes 
fact not unknown to the clinical psychiatris 
it reminds us that even in severe cases 
modes of schizophrenic responses need ni 
be coarctated to one. Even the severe schi 
phrenic may still have a variety of reaction 
at his disposal—but with all of them he f! 
mains schizophrenic. The pseudoreversibility 
warns us not to overrate prognostically min 
changes in the behavior of catatonic patient 

Evidence that the disturbance is pS 
chomotor rather than motor, an impairment 
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of action rather than of motion, does not 
necessarily imply a psychogenic origin of 
catatonia. In fact, seen in its full context, 
catatonic behavior leads to the opposite con- 
clusion—not revealing defenses originating 
from unconscious or conscious biographical 
experience in a world common to all of us 
but pointing, in its radical estrangement, to 
biological changes which transform the mode 
of being-in-the-world beyond the reach of 
normal or abnormal purpose and motivation. 
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PSYCHIATRIC TEACHING IN AN INTEGRATED MEDICAL 
CURRICULUM + 


EDWARD O. HARPER, M.D.,? Creve.anp, OHIO 


The brilliant biologist and physician of the 
last century, Thomas Huxley(1), wrote: 
Education is the instruction of the intellect in the 
laws of nature, under which name I include not 
merely things and their forces, but men and their 
ways. 


This was written in 1868; at the time a new 
scientific fervor was taking hold of the minds 
of men in medicine. The great Virchow was 
then building the foundation upon which 
modern medical science was to grow and de- 
velop. As medicine advanced, the votaries 
of the wonderful new sciences began to be- 
lieve that with more imaginative research de- 
signs and sharper investigative tools, all func- 
tions of the personality could be explained on 
a physicochemical basis(2). Unfortunately, 
there followed in the wake of these notable 
achievements a deplorable neglect of the 
study of “men and their ways.” The patient 
as a person and his relationship to the physi- 
cian, which accounted for most of the thera- 
peutic triumphs of the old family doctor, 
were permitted to go by the boards. 

Leaders in American medicine have re- 
peatedly told us that the patient, along with 
the medical student, must be brought back 
into better perspective. In the years follow- 
ing World War II there has been a real 
quickening of interest in medical education. 
Many schools in this country have critically 
reevaluated their curricula, and some have 
already initiated new experimental pro- 
grams. 

Soon after the war, the faculty of the 
School of Medicine of Western Reserve 
University carefully reexamined its own 
goals in medical education. Many members 
of the faculty seriously questioned whether 
the school was adequately training the stu- 
dents to keep abreast of the rapid progress in 
medical science. The practice of medicine it- 
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self is undergoing profound changes. Many 
of the diseases which at one time constituted 
the major concern of the house officers are 
now rarely seen on the wards, With this 
accelerated pace of medical progress, it is 
apparent that the faculty can no longer teach 
the student all the facts and techniques today 
which will meet his needs tomorrow. 

Accordingly, the dean, Dr. Joseph T. 
Wearn, appointed a committee on medical 
education, which was composed of the head 
of each department or his representative. 
After a very intensive study by this commit. 
tee, the broad aims and objectives for a new 
educational program were laid down. The 
preliminary work, requiring tens of thou- 
sands of man hours, involved over 150 fac- 
ulty members sitting on many committees. 
Although the planning was carried out in a 
truly democratic spirit, no one would assume 
that the democratic way of life is always con- 
ducive to peace and quiet. Things are not 
always serene when a psychiatrist sits down 
with a surgeon, an internist, an obstetrician, 
and other colleagues to work on a program 
for teaching the importance of emotion 
factors in medicine and then attempts to en- 
list their cooperation in teaching it. 

In the fall of 1952 the first class was 
launched on a completely reoriented medi 
curriculum. Teaching is done in a correlat 
manner with all departmental barriers re 
moved. Since complete coverage is impos 
sible, the curriculum emphasizes basic pri 
ciples, scientific evaluation of the data, the 
understanding of the patient as a person an 
as a member of society, and the development 
of sound attitudes’ within the student. The 
student himself is treated as a maturing 1 
dividual and is given increasing responsibility 
for his own education during the 4 years. 

The program for the first academic year 
deals with the normal and presents the fun- 
damental principles concerning the biolog" 
and psychological nature of man in terms 0 
structure, function, growth, behavior, an 
effects of the environment upon him. 
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program centers about 4 main areas: (1) 
basic science; (2) clinical science; (3) the 
execution of an original project ; and, strange 
as it may seem in medical school, (4) free 
time. 

The basic sciences, which constitute the 
major part of the first year, are taught in a 
correlated manner rather than in isolated 
courses by separate departments. An attempt 
is made to integrate structure and function 
by dealing with the pertinent anatomy, phys- 
iology, and biochemistry. Faculty members 
from various disciplines make up the subject 
committees responsible for the particular 
subject material and methods of presentation. 
Since the separate disciplines of anatomy, 
biochemistry, physiology, and microbiology 
are taught in this way, a new multidiscipline 
laboratory has been built in which each stu- 
dent is provided with a laboratory unit of his 
own. This he uses throughout the year, and 
the faculty comes to the student to instruct 
him in the various procedures. 

For the original research project the stu- 
dent is required to select his own project, to 
develop his approach and methods, make his 
experimental observations, and then analyze 
his own data. Such training is essential if the 
student is to develop scientific critique which 
will enable him to keep abreast of advances 
throughout his future professional life. 

One and one-half days per week are de- 
voted to free time. During this period, the 
student has absolutely no assigned work. He 
is at liberty to follow his interests into what- 
ever ateas they may lead him, whether it be 
biochemistry, advanced mathematics, or a 
ball game. 

The clinical science section meets 3 hours 
per week and is designed as an introduction 
to the study of man as an individual and as 
a member of the family in society. It was 
felt that during the first year the student 
should learn some of the basic concepts of 
human personality. The clinical science sub- 
ject committee recommended that: 


The student should know broadly that the total per- 
sonality is the resultant of inherited endowment as 
it is modified by the many dynamic forces of the 
environment, and that the most important factor in 
the individual’s early environment is his relationship 
with the mother, father and siblings. The whole 
family constellation is affected not only by illness, 
but by numerous social, economic, and emotional 
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factors, which are often significant in the preven- 
tion, diagnosis and treatment of illnesses. 


Students in the past have complained that 
one of the great obstacles encountered in 
studying basic concepts of human personality 
has been the lack of opportunities for them 
to make their own observations. The student 
has always been expected to make these 
observations in the basic sciences, but has 
been denied the same privilege in the clinical 
sciences. Tt was felt, therefore, that he should 
have a laboratory, so to speak, where he can 
observe people who are alive, growing, and 
reacting to the exigencies of life. 

To this end each first year student is as- 
signed a patient during the seventh month of 
her pregnancy. He interviews her in the 
Family Clinic, which was especially set up 
for him, then visits her in the home and fol- 
lows her through the delivery. After this, 
he sees her each month in her home. The 
emotional and physical growth of the infant 
is observed at regular visits in the Family 
Clinic, under the guidance of a pediatrician. 
The student makes a written note of the 
physical and emotional development of the 
infant and this becomes an integral part of 
the patient's record in the Family Clinic. By 
doing this, the student can readily see what 
the advent of a new infant means to a fam- 
ily Through his own observations he can 
appreciate the insidious ways in which a fam- 
ily is frequently caught up in a crosscurrent 
of psychological, economic, and cultural 
forces, and how these factors affect the health 
of individuals in the community. There is 
little theory about this. He knows what hap- 
pens to his patient as she meets the problems 
of everyday living. 

Here then is the beginning of the patient- 
physician relationship for the student. It 
stimulates his interest in the study of the 
basic sciences by seeing the integral part they 
play in the care of the patient. His enthu- 
siasm for learning about people is main- 
tained. This experience helps the student to 
realize that in modern medicine the physi- 
cian must work in cooperation with his col- 
leagues from the various medical and ancil- 
lary disciplines—nurses, social workers, and 
representatives from community health and 
welfare agencies. 

This introduction of the student to the pa- 
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tient occurs at the end of the first month of 
the school year following the period of orien- 
tation. Each week, a group of 10 students, 
one from each of the preceptorial groups, 
meet their patients. By Christmas, all have 
been introduced to their patients, and some 
of the first babies have been delivered. AI- 
though the medical student may help with 
making appointments, clarifying to the pa- 
tient the instructions of the doctor in the 
clinic, he in no way assumes responsibility 
for medical care. The patient clearly under- 
stands this, but the student comes to appre- 
ciate what his personal relationship means 
to his patient. He is told at the beginning 
that he is a member of a team who is giving 
care to his patient. 

These expectant mothers are carefully se- 

` lected by the social worker. They are free 
from organic and gross social pathology and 
show no obvious psychopathology. Members 
of the social service department of Univer- 
sity Hospitals discuss the social service sum- 
maries with the students before they meet 
their patients. Suggestions are given con- 
cerning the first interview, and, above all, the 
student is encouraged to get really acquainted 
with this individual who is facing a very im- 
portant health problem. 

Immediately after the initial interview, the 
obstetrical resident conducts the routine ex- 
amination of the patient, with the student 
standing by his side. More often than not 
he is a bit tremulous as he is shown how to 
palpate the abdomen and listen to fetal heart 
sounds. This is the student's big moment. 
Here is something alive, developing, the be- 
ginning of a life—the beginning of a new 
career for him. 

Classroom. material consists of lectures, 
movies, presentation of patients, and panel 
discussions. It is arranged to guide the stu- 
dent and increase his understanding of what 
he is observing and studying. The first month 
is devoted to orientation. Interviewing tech- 
niques as methods for obtaining data are 
discussed together with some of the funda- 
mental aspects of the patient-physician rela- 
tionship. 

As the students begin to meet their pa- 
tients, a member of the obstetrical depart- 
ment discusses the biology of conception and 
emphasizes the importance of understanding 
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the expectant mother’s emotional reactions 


as well as the physiochemical changes which 
are taking place. The biological dependency 
of the infant and what this means to the psy- 
chological development of man is considered 
next. The manner in which the needs of the 
infant relate it to the environment naturally 
leads to a discussion of the importance of the 


mother-child relationship and the significance 


of the emotional reaction of the mother to the 
pregnancy and to her role as a mother. At- 
tention is then directed to the role of the 
father, other siblings, and the child’s keen 
sensitivity to the changing moods of the par- 
ents, the occurrence of illnesses, death, and 
separation in the family. 

After the Christmas holidays, the student 


is introduced to the physical examination as 


a method of obtaining data. He learns that 
this is a procedure which must be performed 
with the utmost care and with the full realiza- 
tion that the patient may react to it in such 
a way as to distort the true picture. The 
physical examination is taught in a corre- 
lated manner with the basic science presenta- 
tion of the nervous, respiratory, cardiovascu- 
lar, and digestive systems. h 
After the student has had an opportunity 
to follow his infant, a lecture is given con- 


cerning the instinctual forces which are the 


source from which personality derives its 
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energy for growth and function. The mother 1 
is the object in the infant's environment 


which has to do with the gratification or the 


frustration of the infant’s instinctual needs 


Lectures and case presentations are centered 


around feeding and toilet training. It is 
emphasized that problems arise in normal 
growth and development, and the way they — 


are met by the parent has much to do wi! 


the future emotional growth of the indi- 


vidual. 


This material is presented not as psychia- — 


try, or pediatrics, or obstetrics, but as 2? 
integrated approach to the study of man, his 
normal structure, function, and growth. 

It is quite understandable that the student 


should enter into this new patient relation: 


ship with misgivings. In the past the faculty 


has been quite unmindful of the mounting 


anxiety of the student, except as some malad- — 


justed instructor has referred to it with icy 3 
derision. Instead of the wish to be a docto! —— 
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being utilized in the educational process, the 
student has been permitted to welter around 
in his own bewilderment and to build de- 
fenses which have often dulled his sensitivity 
and, thereby, tarnished the very quality which 
is the sine qua non of a fine physician. He 
has often been forced to conceal his anxiety 
behind history outlines and stethoscopes, and 
as a result, never learned how to deal with 
his own feelings of inadequacy and insecur- 
ity. Often he denies them, and then unwit- 
tingly does something to a patient for the 
sole purpose of allaying the gnawing feelings 
of frustration which assail him. 

To help the student with the study of the 
patient, as well as to appreciate the wealth 
of feelings which he himself brings to this 
relationship, a preceptorial system was devel- 
oped. One preceptor, serving as a colleague, 
advisor, and friend, is assigned to a group of 
8 students with whom he continues through- 
out the year. They meet for a 1-hour confer- 
ence after the classroom exercise Tuesday 
morning and for an additional hour Saturday 
morning. After each student meets his pa- 
tient, he reports to his colleagues in his group 
and tells what he has learned about her and 
how he has felt while going about it. He 
may discuss any questions he desires; no 
subject is barred. 

Much of the success of the clinical science 
program rests upon this relationship with 
the preceptors. They are selected from the 
departments of medicine, surgery, obstetrics, 
pediatrics, psychiatry, and pharmacology. In 
faculty rank they range from full professors 
to instructors. They are chosen in this man- 
ner so that the student may see that the 
faculty is really interested in correlation, re- 
gardless of age or medical discipline. Among 
other things, the preceptor gives the student 
a feeling of being accepted as a colleague, 
and with this goes the feeling of approval for 
what he is doing. 

At the end of the year the student writes 
up the history of the patient and her family 
and files it as part of the regular record in 
the office of the Family Clinic, where he may 
refer to it next year. 

The second year began in September 1953 
and followed the broad aims and philosophy 
of the program begun in the first year. The 
immediate aim of the second year, however, 
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is to develop in the student an understand- 
ing of those abnormal conditions which are 
classified as disease and the factors which 
influence the occurrence of the abnormality 
and interfere with the individual's adjust- 


ment to his environment. The patient and 


the infant were followed by the student 
throughout the second year. As part of the 
clinical science program in the second year, 
the student went to the medical ward where 
he interviewed a patient and wrote up a com- 
plete history and did a complete physical ex- 
amination. The patient was one who had a 
disease process which was being studied in 
the basic sciences. This exercise was car- 
ried out under the supervision of a preceptor. 
Psychiatric lectures were given as part of 
the subject committee material in the basic 
sciences. For example, delirious reactions 
were discussed along with pneumonia. The 
reaction of the child to hospitalization was 
brought out in relation to rheumatic fever. 
The emotional stress of the patient with a 
chronic illaess was presented in correlation 
with tuberculosis, Psychiatric lectures cen- 
tering about various psychotic reactions were 
also given. 

The third year of the new curriculum will 
begin in September 1954 and will complete 
the studies in an integrated manner of dis- 
eases of organ systems which was begun in 
the second year. The time given over to work 
in the clinics and wards will be increased 
to more than one-half of the scheduled time. 

The fourth year will begin in 1955 and 
will provide the student with full-time clini- 
cal experience to increase the knowledge 
and skills related to the patient, which he 
acquired in the first 3 years. Some correlated 
work in the basic sciences is being planned 
as part of the fourth year program. 

The interest and enthusiasm of the stu- 
dents and the tremendous sacrifices made by 
numerous members of the faculty lead one 
to believe that this program does have much 
to offer. The expectant mother, who was 
rushed to the delivery room and breathlessly 
asked the obstetricians where her doctor was, 
shows how much the physicians-in-training 
have contributed to their patients. 

This is an experiment in medical education. 
The faculty realizes that it must remain 
sensitive to the direction of medical progress, 
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to improvements in educational methods and 
to the needs of an ever-changing society. 
Because there is change in the teaching, it 
cannot be assumed necessarily that there is 
progress, The program is being evaluated 
critically and continuously. Sitting with 5 of 
the 10 preceptorial groups is a nonpartici- 
pating, skilled observer, who does nothing 
except record what is said and done in an 
effort to study changes in attitudes which 
grow out of the student’s experience and the 
interplay of forces within the group. We 
recognize the danger of our own bias in 
trying to evaluate the program and have 
invited groups outside the medical faculty 
to help with its evaluation. 

The program was designed to produce an 
intellectual atmosphere in which the medi- 
cal student may mature into an understand- 
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ing physician with sound attitudes, 
of independent thought and action, v 
in the basic sciences or concerning th 
lems of his patient. It is hoped that 
be a basic education which will 
the physician for continued study 
graduation, be he family physician, spe 
teacher, or investigator. The late Dr. 
liam Welch, of Johns Hopkins, voic 
aim of medical education very elo 
when he said(3), , 
And above all, put him in a position to cari 
education which he has only begun in medi 
. .. through the remainder of his life. 
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SOME ASPECTS OF JAPANESE PSYCHIATRY 
L. TAKEO DOI, M. D. Tokyo, JAPAN 


It is a great honor to be invited to your 
convention to deliver a speech on Japanese 
psychiatry. When Major Yessler told me 
about this invitation early in April, I was 
hesitant to accept it, because I knew I was 
not well qualified to say anything definite 
about Japanese psychiatry. I came only re- 
cently to psychiatry, that is, in 1950, after 
7 years’ experience in medicine including 3 
years’ service in the Japanese Army. And 
since I was in the United States for psychi- 
atric training from 1950 to 1952, I have ac- 
tually been with Japanese psychiatry for less 
than 2 years, One can hardly say that this 
length of time is adequate to make a survey 
of as vast a field as Japanese psychiatry. 
Therefore, I consulted 2 professors of psy- 
chiatry, Dr. Muramatsu of Nagoya Univer- 
sity and Dr. Suwa of Hokkaido University, 
to see if they would deliver a speech in- 
stead. They have both been trained in the 
United States and are far better qualified 
for this task because of their long and dis- 
tinguished service in Japanese psychiatry. 
Both of them, however, said that they could 
not possibly come to Tokyo at this time, and 
I had to decide to come to the task alone. 
I want you therefore to know from the be- 
ginning that what I am going to tell you is 
necessarily limited and can hardly cover 
even those things of importance in Japanese 
psychiatry. 

I think it will be proper to begin a talk on 
Japanese psychiatry by some reflection on 
its history. It is known that Dr. Baelz, a 
German internist invited by the Japanese 
government to help establish Tokyo Uni- 
versity Medical School, lectured on modern 
psychiatry for the first time in Japan in 
1879. But the regular course in the medical 
curriculum was initiated in 1886 by Dr. 
Sakaki, the first Japanese professor of psy- 
chiatry. Succeeding Dr. Sakaki as professor 
of psychiatry was Dr. Kure, who returned 
to Japan in 1901 after 4 years’ study in Ger- 


Presented May 4, 1954, at the Neuropsychiatric 
Conference, FEC, U. S. Army Hospital, 8167th 
Army Unit, Tokyo. 


many under Kraepelin and Nissl, and it was 
he, we may say, who determined the course 
of Japanese psychiatry for the following 50 
years up to this date. Dr. Kure found that 
neuropathology in particular, which he 
learned from Nissl, attracted a number of 
bright students, who in turn pursued this 
discipline with such intensity and enthusi- 
asm that it has become the most active field 
in Japanese psychiatry. But I do not want 
you to have the impression that Japanese 
psychiatry has been solely under the influ- 
ence of the German school, for there have 
been a few professors of psychiatry who 
have studied in France or the United States, 
though they have exerted comparatively lit- 
tle influence. Among them I mention only 
Dr. Marui who was professor of psychiatry 
at Tohoko University. He for the first time 
introduced psychoanalytical theories to Japa- 
nese psychiatry some 30 years ago after his 
study in the United States under Adolf 
Meyer and later established a branch of the 
International Society of Psychoanalysis in 
Japan, but the over-all result of his pioneer 
work was anything but a success. I shall 
return to this topic later. In this connection, 
Dr. Morita, who was professor of psychiatry 
at Jikei University, should also be men- 
tioned. He was the first Japanese psychia- 
trist who became intensely interested in psy- 
chotherapy and devised a special method of 
psychotherapy which starts with confinement 
to bed in isolation and goes on to occupa- 
tional therapy along with supportive ex- 
planation and counseling. This brand of 
psychotherapy was said to be effective for a 
type of neurosis called shinkeishitsu and was 
followed at various university clinics, nota- 
bly Kyushu University. (Shinkeishitsu lit- 
erally means nervousness, but denotes hy- 
pochondriac personality rather than just 
nervousness.) As a matter of fact, Dr. Mo- 
rita’s method is still in use at many places, 
and was reported by Drs. Jacobson and 
Berenber at the 1952 meeting of The Amer- 
ican Psychiatric Association? Now the in- 
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teresting thing is that Dr. Marui, interpreter 
of psychoanalysis to Japanese psychiatry, 
and Dr. Morita, founder of the new school of 
psychotherapy, were engaged in very hot 
arguments at the conventions in 1930, 31, 
and '32, on the relative therapeutic value of 
psychoanalysis and Morita therapy. It is 
remembered that this verbal duel between 
two professors was most exciting to all who 
attended the conventions, but no one ever 
really knew which side won the battle. 

I mentioned above that American psychi- 
atry had little influence on Japanese psychi- 
atry, but this has not been true since the end 
of the second world war. Japanese psy- 
chiatrists, hungry for new knowledge, have 
attempted to test and absorb whatever they 
found good in American psychiatry. But 
they have left one thing undigested so far: 
that is dynamic orientation which is so es- 
sential, as I see it, to American psychiatry. 
(Some of you may object to the adjective 
"essential," but will not deny that dynamic 
orientation is the most prominent feature of 
present American psychiatry.) To give you 
a general idea of the impact which dynamic 
orientation has had on the minds of Japanese 
psychiatrists, I think I shall do best by quot- 
ing from the keynote address by Dr. Uchi- 
mura entitled “The Past and Future of Japa- 
nese Psychiatry,” which was given at the 
Soth convention of the Japanese Neuropsy- 
chiatric Association in 1953. But before 
quoting from his speech, let me say a few 
words about Dr. Uchimura himself so that 
you may understand better the weight his 
speech had on Japanese psychiatrists, Dr. 
Uchimura has been professor of psychiatry 
at Tokyo University for the past 18 years 
and has been the most prominent figure in 
Japanese psychiatry. He was trained at the 
Institute for Psychiatric Research in Mu- 
nich, Germany, from 1925 to 1927 under the 
eminent Dr. Spielmeyer. (It may interest 
you to know that Dr. Lawrence S. Kubie, 
now practicing psychoanalysis in New York 
was in the same institute at the time when 
Dr. Uchimura was there and they became 
very good friends.) Dr. Uchimura's scien- 
tific interest then was naturally drawn to 
neuropathology, like other leading Japanese 
psychiatrists, and he has contributed numer- 
ous important papers to that field, ranging 
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from mid-brain pathology, pathogenesis of 
epilepsy to cerebral pathology caused by the 
atomic bomb. But his interest was not lim- 
ited to neuropathology alone, rather he has 
kept a keen interest in every field of psychi- 
atry, having published various papers on 
themes such as the Ainu race and its Imu, 
incidence of psychosis among the Japanese 
population, as well as conducting many re- 
search groups in twin study, electroencepha- 
lography, and psychosurgery. It should also? 
be noted here that he is a great teacher and? 
has educated more psychiatrists than any 
other professor. As a matter of fact, 12 con- 
temporary professors of psychiatry are his’ 
former pupils. (I may add that the one who 
is reading this paper is also one of his many 
pupils.) i 

Now returning to his keynote address at 
the Soth convention in 1953, Dr. Uchimuras 
statement about American psychiatry is as) 
follows : 

I was really surprised to know that Americam 
psychiatry had taken in so much from psycho 


sis on clinical psychological testing... . I flint 
it is a great task for Japanese psychiatrists toi 
understand correctly what dynamic psychiatry 1% 
and to face it with a critical mind.... Among 


of childhood experiences and milieu, especially it 
attempt to explain adult behavior or symptoms in 
terms of those experiences, which I find far-fetched” 
and lacking in substantial validation. 


In spite of this criticism, however, he does 
not oppose the practice of psychotherapy 
based on dynamic principles if it is the thing 
which really helps the patient, but here again 
he ponders about whether or not any um 
biased scientific study has ever been done t0 
test dynamics or psychoanalytical psycho- 
therapy against another brand of psycho 
therapy, so that we may recognize the unique. 
significance of dynamic psychotherapy. NOW. 
you may wonder what sort of psychopathok 
ogy Japanese psychiatrists generally entet 
tain, if most of them reject analytical PU 
chopathology as fictitious. One group takes” 
to German psychopathology represented by 
Karl Jaspers, now a famous philosopher 
and another group takes to French psycho 
pathology descending from Pierre Janet 
The former finds its followers mostly among 
Tokyo University psychiatrists and the lat- 
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ter mostly ane Kyoto University psy- 
chiatrists. 

Having 01 you to the prevailing 
academic atmosphere in Japanese psychia- 
try, I will proceed to a brief description of 
the present status of Japanese mental hy- 
giene. By this I mean the condition of men- 
tal hospitals as well as the system for train- 
ing psychiatrists and adjunctive staff. The 
estimated nation-wide population of the 
mentally ill in Japan, which excludes neu- 
rotics, but includes severe character disorder, 
is about 3,500,000, and one-fifth, 700,000 
consists of psychotics. Among these psychot- 
ics some 150,000 are believed to need hos- 
pitalization, while the total number of beds 
available for these patients amounts only to 
27,000, i. e., only 18% of the beds needed, 
and this figure, by the way, constitutes 
7.19% of all hospital beds in Japan. Fur- 
ther, if you compare the ratio of mental hos- 
pital beds to the total population of various 
countties in the world, that of Japan ranks 
with the lowest, namely, 2.2 per 10,000, 
whereas that of the United States is 50, 
which is the top figure. I do not believe that 
this incredible shortage of mental hospital 
beds can be explained simply on the basis of 
the low economic status of Japan. I per- 
sonally feel that the incentive of the public 
to promote mental hygiene has never been 
great here and the psychiatrists also on their 
part have not been so enthusiastic about en- 
lightening the public as they are about aca- 
demic research. It should be pointed out 
that the Japanese psychiatrists as a whole 
are very research-minded, but not so pro- 
fession-conscious as their American col- 
leagues are. This is reflected, I think, in 
their failure to establish the formal resi- 
dency program and the specialty board, the 
purpose of which is solely to maintain the 
high level of the profession. For instance, 
almost all young physicians who, after in- 
ternship, take psychiatric training at the uni- 
versity clinics, do start or prepare them- 
selves for some research within a year or so. 
Likewise, the fact that the Japanese psy- 
chiatrists show a considerable interest in 
psychometrics points in the same direction. 
This being the case, it seems to me that in 
Japan clinical psychologists will never enjoy 
an independent position as they do in the 


United States. This is entirely an opposite 
picture to that of the United States, where 
clinical psychologists not infrequently turn 
to a profession of psychotherapy, apart from 
their chief concern in psychometrics and its 
related research. Speaking about the train- 
ing of psychiatrists, it should also be men- 
tioned that making two different professions 
of psychiatry and neurology has not been 
the practice here, but there recently seems to 
be a steady movement in that direction, par- 
ticularly on the part of internists who have 
specialized in neurology. Incidentally, the 
total number of Japanese psychiatrists is 
estimated to be about 800, a very small num- 
ber, although there is a tendency to rapid 
increase in recent years. Now as for the 
training of adjunctive staff such as psychi- 
atric nurses, attendants, occupational thera- 
pists, there are no systematic courses or 
training centers for them at present. 

I want to add here, in passing, a few words 
about the present status of child psychiatry 
in Japan. There are now a few research 
centers for child psychiatry, but at the time 
of writing no medical school has a professor 
of child psychiatry on its staff. The child 
guidance clinic was introduced into postwar 
Japan according to the pattern in the United 
States and there are now about 110 clinics 
scattered throughout Japan, staffed mostly 
with clinical psychologists and social workers 
and only in rare instances with psychiatrists, 
At the present time these clinics chiefly 
serve as the temporary placement centers for 
orphans as well as mentally retarded chil- 
dren, and there is very little practice of 
guidance. This can be attributed to the fact 
that very few members have had enough 
training for the professional skill of guidance 
or counseling. As a matter of fact, psycho- 
therapy in general, has not yet established 
itself as a profession in Japan, its practice 
being mainly limited to moral support which 
the physician gives the patient casually, un- 
less it takes a particular form like Morita 
therapy. 

Now I will turn to the discussion of Japa- 
nese psychoanalysis. About this subject a 
very interesting and informative article by 
Dr. James Clark Moloney, entitled, “Under- 
standing the Paradox of Japanese Psycho- 
analysis,” appeared in a recent issue of the 
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International Journal of Psychoanalysis. In 
this article the author contends, judging 
from various articles which appeared in the 
Tokyo Journal of Psychoanalysis, that the 
practice of psychoanalysis in Japan is quite 
different from what it is in the Occidental 
countries, being contaminated, so to speak, 
by the Japanese way of life which all Japa- 
nese analysts share. This remark is inter- 
esting when you compare it with Drs. Jacob- 
son and Berenberg’s interpretation of Morita 
therapy as an embodiment of the Japanese 
way of life. I will quote Dr. Moloney’s 
conclusions : 

.. it is evident that these [Japanese] scientists 
entertain precisely the same attitude towards the 
individual as is expressed in Kokutai No Hongi 
[the name of the textbook meaning the cardinal 
principles of the national entity of Japan]. With- 
out question they subscribe to the concept of coe- 
vality with heaven, earth, and emperor, and they 
regard the individual as a segment of the national 
entity of Japan.. In the adaptation accom- 
plished by the Japanese psychoanalysts, the con- 
scious ego becomes synonymous with an awareness 
of the cardinal principles of the national entity of 
Japan. 

Speaking of the national entity of Japan in 
terms of coevality with heaven, earth, and 
emperor is quite out of date in postwar 
democratized Japan and nobody now believes 
in it [I hope so] but nevertheless Dr. 
Moloney’s observations are, in my opinion, 
essentially correct and still apply as far as 
the basic mentality of the Japanese people 
is concerned. However, if he draws the con- 
clusion from these observations that Japa- 
nese psychoanalysts necessarily and simply 
because of their being Japanese cannot grasp 
the true meaning of psychoanalysis, I cannot 
agree with him. To state this in simple 
words, what is really wrong with these Japa- 
nese psychoanalysts is their lack of proper 
psychoanalytic training. As a matter of fact, 
Dr. Kosawa, a former disciple of Dr. Marui 
who is the founder of the Japanese Psycho- 
analytical Society, is the only one who has 
had any form of training and he has had 
only 3 months of training analysis while he 
was in Austria in 1932, which can hardly be 
said to be adequate according to the stand- 
ard that the International Society of Psy- 
choanalysis sets up. I have been in close 
contact with him for the past few years and 
know how well read he is in psychoanalyti- 


his mind between his religion and psycho 
analysis. Hence, you may suspect that his 
approach to patients must be quite autho 
tarian, which it is; however, it may be said 
this his attitude is matriarchal rather than 
patriarchal according to his religious or 
psychoanalytical convictions. Now suppos 
ing that my theory that what is wrong with 
the Japanese psychoanalysts is their deficient 
training is right, the question remains as to 
what would become of the Japanese psychia 
trists or lay people when they undergo the 
proper course of training analysis. Wo 
they be more Occidental after analys 
than before, as may be derived from Di 
Moloney’s tacit assumption that the goal 0 
psychoanalysis is co-existent or identical 
with that of Occidental individualism? T 
phrase the question in another way, would 
those Occidentals, American or Europem 
who undergo analysis become more Occi 
dental or individualistic by analysis? Tui 
question is as interesting and thought-pU 
vocative as it sounds a little funny, but sind 
it involves the relationship of psychoanalyst 
as a science to psychoanalysis as a potens 
Weltanschauung or ideology and is not st» 
ject to a simple answer, I will not discuss? 
further. 
In discussing Japanese psychoanalyss 
above I came across the problem of cultura 
differences between the Occident and ff 
Orient. I think this problem, especially 1? 
bearing upon different types of mental P. 
tients, has lately drawn considerable ^ 
tention from American psychiatrists ? M 
cultural anthropologists and you may "r 
fore be interested in hearing the Japan 
psychiatrist's opinions on this matter. I a 
gret to say, however, that I have no de " 
opinion except a few unorganized thous?’ 
nor have I conducted any relevant restam 
myself. As I understand it, the pech 
team of Nagoya University is doing 15 
research along this line with the help of a 
DeVos, an American clinical psycholog M 
and another American cultural RS 
ist is expected to join the team this be 
a So far ix have not seen any P 
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lished report from them on this particular 
problem, and we look forward to seeing it 
soon. But I have an apprehension that if 
their research relies solely on psychometrics, 
and formal interpretations by the standard 
which is nothing else but a deduction from 
a large number of answers given by Occi- 
dental people, they miss a subtle, peculiarly 
Japanese trait which they are looking for, 
since they set out with a working hypothesis 
that there may be such a Japanese trait. Of 
course I do not mean that there is no possi- 
bility of getting a typically Japanese reac- 
tion on psychological testing, but I am 
afraid that what is most typically Japanese, 
if there is such a quality, will be lost through 
psychometrics as it is constructed now. The 
reason for my apprehension is very simple, 
that the typical psychology of a given nation 
can be learned only through familiarity 
with its native language. The language com- 
prises everything which is intrinsic to the 
soul of a nation and therefore stands for the 
best projective test there is for each nation. 
It is too obvious to say that psychiatrists in 
Occidental countries do not solely rely on 
psychometrics for psychological examination 
of their patients even if psychometrics turns 
out to be quite sensitive. How then could it 
be fit for determining a subtle national trait 
of a foreign country? I may add that a so- 
ciological study of a foreign nation also can- 
not have any depth without the knowledge 
of the language. For instance when you say 
with Dr. Moloney that the Japanese “regard 
the individual as a segment of the national 
entity of Japan,” how can you differentiate 


it from other totalitarian concepts such as 
exemplified in Nazism or Communism? Or 
is there no difference at all between them, so 
far as they are totalitarian? I am the one 
who takes the view that there is a difference 
psychologically and sociologically in the de- 
grée and quality of being totalitarian, subtle 
and elusive as it may be. At any rate I 
would strongly recommend to you, if you 
are interested in getting to the bottom of 
Japanese psychology, that you thoroughly 
familiarize yourself with the Japanese lan- 
guage and associate with as many non-Eng- 
lish-speaking Japanese people as possible. 
This must be a sine qua non for a complete 
study of the Japanese culture. 

I have tried to give you the origin and the 
prevailing academic atmosphere in Japanese 
psychiatry, a description of the slow develop- 
ment of mental hygiene and the unsuccess- 
ful movement of Japanese psychoanalysis, 
and have drawn your attention to the prob- 
lem and difficulty of studying the Japanese 
culture and its bearing upon psychiatry. I 
have deliberately avoided discussing in de- 
tail numerous contributions by the Japanese 
psychiatrists, most of which are in the or- 
ganic field, mainly because I am not as fa- 
miliar with them as I should be. 

Now in closing, I want to express again 
my deep appreciation for this invitation, 
which I consider not only as a great personal 
honor, but an honor to the entire body of 
Japanese psychiatry, since this is the first 
time, to my knowledge, that a Japanese psy- 
chiatrist has been invited to address a con- 
vention of American psychiatrists. 
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TREATMENT OF BARBITURATE ADDICTION WITH 
ACUTE WITHDRAWAL SYNDROME 
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The steady increase in barbiturate addic- 
tion during recent years is a serious medi- 
cal problem. Acute barbiturate intoxication 
ranks highest among admissions to general 
hospitals for acute poisonings, and barbitu- 
rates are now the most popular suicidal 
agents(1). Barbiturate addiction only re- 
cently has been recognized as a clinical en- 
tity. In 1949 it was shown experimentally 
that following the regular administration of 
large amounts of barbiturates, tolerance and 
well-defined abstinence changes developed 
quite consistently(2). It was formerly be- 
lieved that barbiturates did not cause addic- 
tion, but rather habituation, and that abrupt 
withdrawal produced no symptoms except 
craving for the drug. Isbell et al.(1, 3) have 
stated that addiction to barbiturates is not 
only real, but more undesirable than addic- 
tion to any of the opiates. In chronic barbitu- 
rate addiction, abstinence is in fact more 
dangerous to life than is abstinence from 
morphine, in morphine addiction, The treat- 
ment of barbiturate addiction is difficult, and 
management of the withdrawal syndrome is 
lengthy and necessitates constant care. 

A case is presented wherein chlorproma- 
zine hydrochloride (Thorazine 2) was used 
in the treatment of chronic barbiturate in- 

. toxication, exhibiting the acute withdrawal 
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syndrome. Contrary to customary treatment; 
barbiturates were abruptly withdrawn om 
admission to the hospital. 


The patient, a 39-year-old, white housewife, was 
a known barbiturate addict for many years. Shi 
was admitted to the Kings County Hospital 
September 29, 1954, with severe nausea, vomiting, 
abdominal cramps, weakness, and insomnia of on 
and one-half days’ duration. At the time of ad- 
mission she had not taken drugs for 16 hours. 
The present illness began over 10 years ! 
when the patient sought help for nervousness, 
Phenobarbital was prescribed. Shortly theres 
she began to take secretly increasingly large 
of various barbiturates. She finally averaged 2 t 
3 grams daily. Hospitalized voluntarily in 1950, il 
a state mental hospital, where barbiturates wef 
withdrawn gradually, the patient was discharged ] 
60 days, and soon thereafter was ingesting er 
usual amount of barbiturates. Paraldehyde wi 
taken, rarely, when barbiturates were unavailable 
In 1952, the patient was admitted to the King 
County Hospital because of severe nausea, vomit 
and tremulousness, At the time of admission sl 
had been ingesting as much as 4.0 grams amobatble 
tal sodium daily. Barbiturates were gradually with 
drawn over a 31-day period. Shortly after d M 
charge the patient was again taking 3.0 grams 0 
amobarbital sodium daily. ji 
During the same year she was again admitted i 
a state mental hospital on a voluntary basis. 4? 
admission lasted 4 months, and as usual barbiturate 
were withdrawn gradually. She also received 1 
electroshock treatments. The patient said that S44 
felt somewhat better following these, though sone 
what confused and amnesic. Shortly after € 14 
charge from the state hospital, the patient was 07 
again taking as much as 4.0 grams of the drug 
daily. 3 
On September 1, 1954, she again presented a 
self at the Kings County Hospital becas 
nausea, vomiting, and severe depression. She 
treated over a 14-day period, during whi 
barbiturates were gradually withdrawn. As US! 


On September 29, 1954, two weeks af 90 
charge, the patient again presented herself n. J 
mission. She had been without drugs for 16 
and complained of nausea, vomiting, abdom 
cramps, weakness, and insomnia. Physical exam 
nation revealed a very apprehensive, well-nouris?" 
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and developed woman, who was sitting up in bed, 
yomiting and retching almost continually, Her lips 
and tongue were dry. She exhibited coarse tremors 
of the hands and fasciculations of the muscles of 
her extremities were evident. Her reflexes in gen- 
eral were hyperactive but equal. The remainder of 
the physical examination was within normal limits. 


CounsE 


During the first day the patient tolerated nothing 
by mouth and intravenous infusions were given to 
restore fluid and electrolyte balance. Thorazine,? 
25 mg., was given intramuscularly at 6-hour inter- 
vals; and 8 c.c. of paraldehyde was given intra- 
muscularly at 4-hour intervals. The vomiting and 
retching diminished in frequency and ceased in 18 
hours, ‘The patient appeared less apprehensive and 
much improved, though insomnia persisted. 

'Thorazine?, 50 mg. 3 times a day, was given 
orally on the second and third days. Paraldehyde 
was reduced to 4 c.c. intramuscularly, at 4-hour 
intervals. The patient was much more relaxed and 
comfortable. However, coarse tremors and twitch- 
ings of various muscle groups were occasionally 
noted. 

Thorazine? was increased to 50 mg. 4 times daily, 
on the fourth and fifth days. Oral paraldehyde, 
3 cc. every 6 hours was administered. The patient 
appeared calm and remarkably improved. There 
was return of her appetite and she tolerated well 
a 2,000-calorie, high protein, multi-vitamin supple- 
mented diet. The coarse tremors decreased and 
muscular twitchings were infrequent. The patient 
still complained of insomnia. 

Paraldehyde was discontinued on the sixth day 
and Thorazine was increased to 50 mg. every 4 
hours. Considerable improvement was noted in the 
patient’s physical and emotional status. She became 
cheerful for the first time since admission, applied 
cosmetics, listened to the radio and was ambulatory. 

From the seventh to the thirteenth day, she was 
maintained on Thorazine?, 50 mg. every 4 hours. 
The patient continued to improve. She became 
stronger, developed a feeling of well-being, and 
was able to sleep better by the ninth day. 

On the thirteenth day, Thorazine? was drastically 
reduced to 20 mg. every 4 hours, without producing 
any untoward effects. Improvement continued to an 
uneventful recovery. Thorazine? was discontinued 
on the fifteenth day, and the patient was discharged 
from the hospital on the following day. 

Patient was seen one month after leaving the 
hospital, and as yet had not resumed drug intake. 
She had gained weight and stated that she felt well. 

She was seen again 3 months after discharge. 
She stated that she had not taken any sedation, and 
had no need to do so, Her only complaint was oc- 
casional insomnia. 


Discussion 


Isbell e¢ al.(3) presented a study which 
emphasized that sudden withdrawal of bar- 


biturates or reduction to 2096-5096 of the 
accustomed dose, is followed by a clear-cut 
withdrawal syndrome. This syndrome is 
characterized by weakness, apprehension, 
anxiety, slight fever, anorexia, nausea, vomit- 
ing, tremors, disturbance in the cardiovascu- 
lar adjustment on standing, insomnia, con- 
vulsions, and psychosis. Convulsive seizures 
occurring during barbiturate withdrawal 
have been observed quite commonly at the 
United States Public Health Service Hospi- 
tals at Lexington, Kentucky, and Fort 
Worth, Texas(4, 5, 6, 7). Hewitt(8) re- 
ported 12 cases in which a toxic psychosis 
occurred during barbiturate withdrawal. 
Curran(3) discussed the effects of barbitu- 
rates on emotional processes and occurrence 
of psychosis with barbiturate intoxication. 
Any combination of the above-mentioned 
symptoms may occur with drug withdrawal. 
Recovery from chronic barbiturate intoxica- 
tion, and from the withdrawal syndrome, 
when it occurs, is usually complete and 
without permanent residual damage (1). At 
present, treatment of barbiturate addiction 
consists of withdrawing the drug slowly, per- 
haps over a period of a month(1, 2). Some 
observers(8) give an adequate dosage of a 
narcotic drug during the gradual withdrawal 
of the barbiturate in order to avoid the dan- 
ger attendant on the concomitant abstinence. 
Isbell et al. report that unless the patient be- 
comes psychotic, the acute withdrawal 
symptoms gradually disappear after 2 or 3 
weeks. 

The use of Thorazine* made it possible 
to immediately withdraw barbiturates and to 
effect a rapid amelioration of symptoms. 
Consequently, the hospital stay was con- 
siderably shortened. 

It is our feeling that the improvement 
noted was due to the effects of Thorazine? 
and that paraldehyde was unnecessary. Sig- 
nificant doses of paraldehyde were given 
only during the first 96 hours. Paraldehyde 
was discontinued on the fifth day and it alone 
would in no way constitute adequate treat- 
ment for this withdrawal syndrome. 


SuMMARY 


A patient with barbiturate addiction and 
the acute withdrawal syndrome was treated 
successfully with Thorazine? We feel this 
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drug warrants further clinical investigation 
in the treatment of drug addiction. 
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A STUDY OF ISONIAZID AS AN ADJUNCT TO PSYCHOTHERAPY 
WM. J. TURNER, B. S., M. D., Huntincron, N. Y. 


Since January 1953, 18 ambulatory psy- 
chiatric patients, representing all major diag- 
nostic categories with the exception of or- 
ganic and senile psychoses, have been studied 
at the outpatient psychiatric service of the 
Roosevelt Hospital and in private practice, 
with the original aim of determining the 
effectiveness of isoniazid as an adjunct to 
psychotherapy. With this in mind subjects 
were chosen who had had at least 1 year of 
psychotherapy prior to isoniazid, and a se- 
lected group of 8 were chosen who were 
under treatment by 7 of my colleagues at the 
Roosevelt Hospital. Each of these were un- 
der modified psychoanalytic therapy. They 
were matched as to diagnosis, age, and sex. 
One-half were given a placebo for 8 weeks 
followed by isoniazid 100 milligrams t.i.d. 
for 8 weeks. The other half had the isoniazid 
followed by placebo. Special attention was 
paid in all cases to the dynamic meaning of 
the medication of the patient in an effort to 


1 We should like to thank Chas, Pfizer & Co., 
who supplied tablets of both isoniazid and placebo. 


rule out effects due to magic thinking, oral 
gratifications, and the like. While 5 patients 
improved under the medication, in 3 cases 
this was only temporary. The improvement 
in these 5 cases could not be related to diag- 
nostic category. However, each of these 
patients had strongly inhibited or repressed 


oral needs (2 alcoholics, neurotic vomiting, - 


an obsessional neurotic with food preoccupa- 


tions, and a paranoid with speech inhibition), i 
Among the other patients were a number 
with apparently similar oral difficulties who 
were not improved at all. Improvement con 
sisted in a decrease of intensity and dura: 


tion of rage accompanied by improved sleep 
improved appetite, increasing ability to vef- 
balize their feelings, and better social rela- 
tionships. These effects appeared to be above 
and beyond those due to purely psychody- 
namic factors. While isoniazid has too sli 
and evanescent and unpredictable an effect 
to be generally of value in the treatment of 
psychiatric disorders, it is thought that it 
could be useful as an adjunct in the psycho- 
therapy of orally inhibited individuals. 
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PSYCHOSIS RESULTING FROM PENICILLIN HYPERSENSITIVITY 
REPORT OF A CASE AND REVIEW OF THE LITERATURE * 
SHELDON B. COHEN, Lr. MC-USNR, New OnrzANs, La. 


Penicillin, the most widely used of anti- 
biotics, is daily employed by almost every 
practicing physician. Despite the fact that 
untold thousands of lives have been saved by 
penicillin, recent journals (I, 2, 3, 4, 5, 6, 7) 
contain numerous cases of severe reactions 
to the drug. Intramuscular injection, oral 
ingestion, and parenteral application have all 
produced anaphylactic reactions, as well as 
a multitude of less severe reactions. Indeed, 
Blanton(1) reported the case of a 35-year- 
old drug salesman, so sensitive to the drug, 
that he developed severe paroxysmal dyspnea 
with coughing, wheezing, and rhinorrhea, 
when a patient in an adjoining, closed room 
was given penicillin by aerosol. It is gener- 
ally accepted (3, 5) that 576-1046 of those re- 
ceiving the drug show some untoward mani- 
festation, usually mild, transitory, allergic 
phenomena. Kern(3) believes that penicillin 
today is the commonest cause of drug allergy 
and that manifestations of penicillin sensi- 
tivity cover the whole gamut of allergic reac- 
tions and immunological deaths. 

In view of the above, it is surprising that 
only 3 previous reports(8, 9, 10) of severe 
psychiatric abnormalities associated with a 
reaction to penicillin could be found in the 
literature, Cormia, in 1945, reported the case 
of a 29-year-old soldier who, while receiving 
local applications of penicillin for a chronic 
eczematoid dermatitis of the face, became 
agitated, depressed, and confused. Associ- 
ated with the mental symptoms were fever, 
urticaria, massive edema of the face and ex- 
tremities, pulmonary edema, and arthralgias. 

Kline and Highsmith (9), in 1948, reported 
the case of an 18-year-old girl who had both 
oral and intramuscular penicillin for otitis 
media, 5 days following the uncomplicated 


1 The opinions expressed in this paper are those 
of the author and do not necessarily reflect the 
viewpoints of the U. S. Navy. 


use of intramuscular penicillin for an upper 
respiratory infection. Two days after ter- 
mination of therapy, she developed fever, 
urticaria, and arthralgias. With the adminis- 
tration of pyribenzamine, urticaria began to 
subside. Four days later she became restless, 
suspicious, and complained of hearing voices. 
When pyribenzamine was discontinued the 
hives were exacerbated and the mental symp- 
toms became more pronounced. Two days 
after reinstitution of the drug the hives sub- 
sided and the mental symptoms disappeared. 

Robinson, et al. (To), in 1952, reported 2 
cases of toxic psychosis in middle-aged men, 
which they attributed to penicillin in one in- 
stance, and chloromycetin and penicillin in 
the other, Both patients had visual hallucina- 
tions. The one who received penicillin alone 
also showed depression and grandiosity. The 
patient who received both drugs had tremors, 
dyspnea, and tachycardia. Disappearance of 
mental symptoms, with no specific treatment, 
was rapid in both. 

It is quite possible that other, milder, psy- 
chological reactions have been ignored or 
overlooked by busy physicians, preoccupied 
with the more obvious and demanding physi- 
cal manifestations of the allergic reaction to 
penicillin. 

Morginson(11), classifying the toxic reac- 
tions accompanying penicillin therapy, listed 
16 types of reactions produced by the anti- 
genic properties of penicillin. One of these 
was, “Euphoria and laughing, psychotic 
depression, agitation, confusion and nerv- 
ousness.” However, he presented no case 
material bearing on this topic and the only 
reference apparently relevant was the previ- 
ously cited case of Cormia. 

The following is the report of a patient 
who developed a transient psychotic reaction, 
associated with physical phenomena of an ob- 
vious allergic nature, following the ingestion 
of oral penicillin. 
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The patient, a 23-year-old white male, EN?, was 
admitted to the hospital, December 16, 1953, tense, 
anxious, tremulous, confused, and disoriented. Dur- 
ing the preceding week he had been suffering from 
a "cold"; 2 days prior to admission he decided 
to treat himself, using “cold tablets” given to him 
a number of months previously by his former 
HMC. He took 2 tablets (each containing 250,000 
units of crystalline potassium penicillin G) whose 
content was unknown to him at the time and, within 
24 hours, developed pedal edema and generalized 
urticaria, soon followed by elevation of tempera- 
ture. On the morning of December 14 he reported 
to sick bay with the above complaints and was 
given calamine lotion and pyribenzamine, taking 4 
50 mgm tablets during the day. The following 
morning he reported the urticaria as improved. 
That evening, after going home, he was unable to 
sleep, began sweating profusely, and had an ele- 
vated temperature, He felt himself “souped-up” 
and his family noted that his pupils were dilated 
and did not constrict when they flashed a light into 
them. He could not sleep, became irrational, and 
his brother brought him to the hospital. 

On admission the patient walked about the ad- 
mitting room and looked under tables and chairs, 
as though searching for something. He apparently 
thought himself aboard ship as he told the intern 
to “take the first watch and wake me up for the 
second watch.“ He was started on epinephrine 
0.25 cc sc q 4 h and given calcium gluconate, 10 cc, 
Lv. Within a few hours the confusion cleared, the 
patient became approximately oriented for time, al- 
though he was still moderately tremulous and had 
Persistence of generalized urticaria. Epinephrine 
and calcium gluconate were discontinued and within 
24 hours the patient showed an increase in confu- 
sion, angioneurotic edema of the lips appeared, and 
complaints of itching recurred. After being placed 
on epinephrine again, the urticaria began fading, 
itching disappeared and the patient became more 
alert and less disoriented. Within 48 hours after 
admission, he was clear mentally, and remained so 
throughout his hospital stay. To ascertain the pos- 
sible influence of pyribenzamine, he was given this 
drug, in increasing doses, up to 200 mgms daily, 
without any noticeable effects. He was observed 
for 2 weeks, during which time he remained clear 
and alert. 

History revealed the patient had 3 previous urti- 
carial Feactions to penicillin. In March 1951, he 
was given oral penicillin, one tablet daily for 3 
weeks, as part of a “test company” in boot camp. 


developed acute pharyngitis, was treated with 
600,000 units of procaine penicillin in oil and again 
developed fever, urticaria, and pedal edema which 
subsided on symptomatic treatment. In September 
1953, while hospitalized for acute epididymitis, he 
again received procaine penicillin, with occurrence 
of allergic manifestations. Again, symptomatic 


treatment was successful During none of thes 
previous allergic episodes were psychotic m nifes 
tions evident, 5 
While in the hospital in September 1952, the: 
tient developed sudden, unexplained pain in the p 
cordial region, which was diagnosed as acute p 
carditis, etiology unexplained. (This was confirm 
by EKG.) Recovery from this was uneventful 
Background.—The patient was born and ream 
in a small West Virginia coal mining town, bel 
the third of 4 children born to a coal miner and 
wife. Parents, siblings, and relatives are in go 
health, with no known mental illnesses or allergi 
The patient completed high school at the age of 
after which he worked for 2) years in the d 
mines. He then joined the Navy in March 1 
and has been aboard his present ship for the g 
2 years. He became a third class petty officer! 
year, likes his work, spends a good bit of his spa 
time studying engineering and plans to make 
career of the Navy. He has been married, tó 
hometown girl, for a year and feels that their mat 
riage is quite satisfactory. As soon as circumstat 
permit he plans to buy a home and raise a fa 
Aboard ship he is reported to be a very 
hard-working, conscientious, well-liked ind 


Discussion 


This case bears many similarities to MB) 
one described by Cormia (8) and to thatt 
Kline and Highsmith(9). All these patien 
developed fever and urticaria shortly betor 
or concomitant with, the onset of mei 
symptoms. Other allergic manifes ion 
such as edema of the face and extremitié 
pulmonary edema, and arthralgias, occttre 
in 1 or 2 of the cases but not in all 3. 
ably coincidentally, all of these patients 
young adults who apparently had previous 
enjoyed good physical and mental heal 
The probable allergic nature of the phend 
ena was shown in this case and that of Ki 
and Highsmith when withdrawal of antihis 
minic agents (epinephrine and pyrioe 
mine, respectively) produced an exact. 
tion of the mental symptoms, as well as ff 
urticaria. One patient received topical p 
cillin therapy, one oral, while the third h . 
combination of oral and intramuscular pen 
cillin. : 

Quite different are the 2 cases of Robins 
et al. (ro). Although probably suffering +% 
psychoses, neither patient showed clear 
evidence of hypersensitivity in other SY 
toms (unless the dyspnea and tachycardi 
the patient who received both penicillin 
chloromycetin might be so construed). 
lack of information concerning the 14 
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and extent of the original illnesses, which 
were severe enough to require hospitaliza- 
tion, the possible role of other drugs, and the 
use of 2 antibiotics with one of the patients, 
make the role of penicillin less clear in these 
2 patients. 

The breakdown of the cases into 2 groups, 
similar with respect to toxic mental manifes- 
tations, and dissimilar with respecf to gen- 
eralized manifestations of hypersensitivity, 
appears explicable on the basis of 1 of the 
2 following hypotheses. First, those cases 
displaying only psychotic phenomena may 
have been due to a toxin liberated by the 
original clinical condition, the physiological 
and psychological stress incident to the con- 
dition, or to some other drug received by 
the patient during the course of therapy. 
More adequate protocol would help to clarity 
this issue. Secondly, it is possible that the 
cerebral tissues of these patients were more 
sensitive to the antigenic properties of peni- 
cillin, thereby limiting the clinical phenomena 
to the central nervous system. Sensitivity 
studies of such patients would adequately 
test the veracity of this hypothesis. 

It has been demonstrated by Walker and 
Johnson(12) that injection of penicillin into 
the cerebral cortex of cats, monkeys, and hu- 
mans can produce seizures, the convulsions 
appearing directly related to the dosage of 
penicillin. Walker, et al.(13), have shown 
that systemically administered penicillin is 
absorbed by the brain in sufficient quantity to 
affect the electrical activity of the brain. Of 
51 patients who received penicillin for dis- 
eases other than those of the central nervous 
system, 60% had electroencephalographic 
abnormalities while receiving the drug, 
whereas EEG’s before and after therapy 
were normal, 

It seems logical that nervous tissue, like 
other tissues of the body, can respond to an 


The writer recently saw, in consultation, a 
Somewhat similar case: A middle-aged woman 
developed lobar pneumonia, with a temperature of 
104° F. and was near prostration. With intra- 
muscular procaine penicillin and symptomatic man- 
agement, she showed rapid clinical improvement. 
However, on the fourth hospital day, she had a 
Paranoid break," with ideas of reference, persecu- 
tory delusions and auditory hallucinations. Mental 
symptoms cleared within a few days, despite con- 
tinued administration of penicillin. 
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antigen, and that, in certain individuals, the 
tissues of the central nervous system will be 
the primary shock organ, producing psycho- 
logical and, or, neurological changes. That 
the latter is true is demonstrated by the cases 
of peripheral neuritis reported by Kolb and 
Gray (14). 

Kline and Highsmith(9) postulated that 
endematous lesions in the brain were respon- 
sible for the psychotic phenomena in their 
case, citing the simultaneous recurrence of 
urticaria, arthralgia, and mental symptoms 
when the antihistaminic agent was with- 
drawn. 

This case has been reported because of the 
rarity of similar cases in the literature, a 
rarity which, it is felt, is not duplicated in 
clinical practice. It is beyond the scope of 
this paper to cover the numerous other, more 
common, manifestations of penicillin reac- 
tions, already amply covered in numerous 
papers. The plea of many writers who have 
spoken for more judicious use of this ex- 
tremely valuable, life-saving drug can only 
be repeated. To say the least, elimination of 
its use in the treatment of minor illness, such 
as the common cold, where there is no sound 
medical justification for its use, as well as 
careful inquiry regarding any past allergic 
phenomena, should be the sine qua non for 
the employment of penicillin. 


SUMMARY 


A case of psychosis resulting from hyper- 
sensitivity to penicillin is reported and the 
literature on the topic reviewed, showing the 
paucity of previously reported cases, Hy- 
potheses regarding the mechanism of action 
of penicillin in producing psychological 
changes is presented. 


BIBLIOGRAPHY 


1. Blanton, W. B., and Blanton, F. M. J. Al- 
lergy, 24: 405, Sept. 1953. 

2. Boger, W. P., Sherman, W. B., Schiller, I. W., 
Siegal, S., and Rose, B. J. Allergy, 24: 383, Sept. 
1953. 

3. Kern, R. A., and Wimberly, N. A., Jr. Am. J. 
Med. Sc., 226: 357, Oct. 1953. 

4. Siegal, S., Steinhardt, R. W., and Gerber, R. 
J. Allergy, 24:1, Jan. 1953. 

5. Smith, L. W. Penicillin Decade, Washington: 
Arundel Press, 1951. 

6. Sterling, A. J. Allergy, 24: 542, Nov. 1953. 

7. Weiss, L. R. J. Allergy, 24:407, Sept. 1953. 


8. Cormia, F. E., Jacobsen, L. V., and Smith, 
E. L. Bull. U. S. Army Med. Dept., 4:694, Dec. 


1945. 
9 Kline, C. L., and Highsmith, L. S. Ann. Int. 
Med., 28: 1057, May 1948. 8 

10. Robinson, G. W., Robinson, G. W., Ir., Hines, 
P., Loewy, L., and De Mott, J. D. Dis. Nerv. Sys- 
tem, 13:370, Dec. 1952. 


1r. Morginson, W. J. J. A. M. A., 132: 915, U 
14, 1946. 

12. Walker, A. E., and Johnson, H. C. A 
Surg. 50:69, Feb. 1945. 

13. Walker, A. E., Johnson, H. C., Case, J. 
and Kollros, J. J. Science, 103: 116, Jan. 1946. 

14. Kolb, L. C., and Gray, S. J. JAMA, 1 
323, Oct. 12, 1946. 


A CASE OF A HIP-FRACTURE OCCURRING DURING ELECTRIC 
SHOCK TREATMENT IN A PATIENT WITH AN 
AMPUTATION STUMP: 


JOHN LANZKRON, M. D., MinnLgrTowN, N. Y. 


Bernard H., a 57-year-old white male, 
was admitted to the Middletown State Hos- 
pital on December 10, 1952, and a diagnosis 
of dementia praecox, paranoid type was 
made. Aside from the fact that the patient 
had a left mid-thigh amputation, physical 
examination was within normal limits. This 
amputation was necessary in 1926 following 
a motor accident. Patient walked fairly well 
with his artificial limb. 

On April 2, 1953, a course of electric 
shock treatments was started. On April 11, 
after the third electric shock treatment with 
120 volts, .2 seconds, producing a grand mal 
seizure, the patient complained of pain in 
his left hip. X-ray of the left hip did not re- 
veal any fracture. Electric shock treatments 
were then discontinued ; he slightly improved 
mentally. 

On December 29, 1953, electric shock 
treatments were again started because pa- 
tient’s mental condition warranted them and 
his physical condition was satisfactory. On 
December 31, after patient had received his 
fifth electric shock treatment with 110 volts 
3 sec, producing a grand mal seizure, he 
complained of severe pain in his left hip 
joint. There was pain on movement and 
pain on pressure in his left hip joint; he 
could not lie or sit on the left side. X-ray, 

1The author wishes to express his thanks to 


Dr. Walter A. Schmitz, Director, Middletown 
State Hospital. 


January 4, 1954, showed a fracture of f 
neck of the left femur with the usual d 


left leg in Buck’s traction which was d 
on January 4, 1954. On February E 
traction was taken off; patient was Hm 
comfortable when he was lying quietly, 0 
he still had pain on movement. X-ray 0 
left hip joint, March 4, 1954, showed tl 
most of the femoral neck had now be 
absorbed. à 

At the beginning of May patient C) 
move his leg without pain although he 8 
had some restriction in movement. 1 
therapy was ordered, so that patient 4 
would be able to use his artificial limb. 

Kalinowsky and Hoch in their ? 
Shock Treatments, Psychosurgery and OM 
Somatic Treatments in Psychiatry state V 
der contraindication for electric shock: 


A problem is presented only by bone dre 
previous fractures as well as amputation ^ 
... we have also treated patients with am 
tion stumps without difficulties. 


Dr. Kalinowsky gave the following exp" 
tion of the above-mentioned statement? 


The listing of amputation stumps as à P^ 
reason for fractures was based entirely ed 
retical grounds because of the decalcifica 

stumps. I never heard of a fracture in SUC curd 
but treated my own amputation cases with 5 
It is for this reason that I believe yours g. 
first case to prove that my fear was jus 
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AN INTERESTING CASE OF PORPHYRIA * 


S. HIRSCH, M. D. anp F. A. DUNSWORTH, M. Ds 
Haurax, N. S. 


During a recent review of the cases of 
porphyria seen on the psychiatric service of 
the Victoria General Hospital, it was felt 
that the following case was interesting 
enough to warrant reporting. 

Mrs. M. G., a 27-year-old white, Scottish 
war-bride, of superior intelligence, was first 
admitted to the hospital in June 1947, com- 
plaining of abdominal pain, frequency, and 
dysuria. Because of an exhaustive negative 
medical investigation and obvious anxiety, 
she was seen by the psychiatric service. The 
history revealed a very difficult past and 
present life situation to which she adjusted 
herself poorly, and a diagnosis of “anxiety 
reaction” was made. 

She was next admitted on May 21, 1949, 
complaining of abdominal pain of 10 days 
duration and burning on urination. It was 
noted that hypodermic injections of sterile 
water relieved the pain. On May 24, an 
acute psychotic episode began and lasted 2 
weeks, She complained of “electric shocks,” 
“pins and needles running through her,” and 
of weakness of the limbs. She had paranoid 
delusions about the nurses, auditory and 
visual hallucinations, talked to herself, and 
urinated on the floor. She later said that the 
limb weakness began after she visited a para- 
plegic patient and that she knew it was the 
result of suggestion. She described the onset 
of episodes of abdominal pain under stress- 
producing conditions at home and gave a 
long history of instability from early child- 
hood, including some borderline hallucina- 
tory episodes. She described what appeared 


1From the Psychiatric Service of the Victoria 
General Hospital and the Department of Psychiatry, 
Dalhousie University. 

2 Assistant Professor of Psychiatry, Dalhousie 
University. 

Associate Professor of Psychiatry, Dalhousie 
University. 


to be an autistic love affair with the minister 
of her town. He had visited her a few days 
before the psychotic episode began. She was 
very dramatic and voluble and clung to any- 


.one who would listen to her. She improved 


spontaneously with supportive measures, and 
left the hospital. 

Her next admission was August 19, 1949. 
Two weeks earlier she had had another at- 
tack of acute abdominal pain and vomiting, 
followed by constipation. A week later her 
arms and legs had become weak. At the 
time of admission all upper and lower limb 
movements were very weak. The neuro- 
logical service, in consultation, offered a ten- 
tative diagnosis of hysterical paralysis. 

Sodium pentothal was given intravenously 
and direct suggestion used to aid in quick 
mobilization. "This quickly restored full 
movement of the legs but did not affect the 
arms. Following this, the leg weakness was 
variable. 

Two days after admission it was noticed 
that the patient's urine was reddish brown 
and more careful history revealed that the 
patient had had periods of reddish urine for 
atleast 3 years. Repeated examinations of 
the urine revealed porphyrins to be present. 
Her condition quickly deteriorated. On 
August 29, severe respiratory difficulty be- 
gan and the patient died on August 30. 
Postmortem examination confirmed the diag- 
nosis of porphyria. 

This case illustrates well the variable pic- 
ture possible in porphyria, the complex com- 
bination of organic and psychogenic symp- 
toms that can occur in what is primarily 
organic disease, and the danger of overesti- 
mating the importance of what seem to be 
classical psychogenic factors. It also illus- 
trates the danger of drawing positive con- 
clusions from restoration of function by the 
aid of intravenous barbiturates. 


HISTORICAL NOTE J 


DR. JOHN P. GRAY AND THE GUITEAU CASE 4 


In a letter dated December 31, 1932, writ- 
ten 50 years after the time and the events he 
tefers to, Dr. Edward N. Brush, former edi- 
tor of this Journal, speaks of his former chief, 
Dr. John P. Gray, superintendent of the 
Utica (N. Y.) State Hospital, and his con- 
nection with the Guiteau case. 

Charles J. Guiteau, a religious fanatic with 
the aggressive exhibitionism of the street- 

‘corner preacher and a warped viewpoint, 
probably paranoid, had made a vain appeal 
to President James A. Garfield for appoint- 
ment to the Paris consulship, although the 
post was already occupied. He laid his plan 
and shot the President July 2, 1881. Presi- 
dent Garfield died September 19 and Guiteau 
was brought to trial for murder. Dr. Gray, 
one of the most prominent forensic psychia- 
trists of his time, was chief expert witness 
for the prosecution. 

In his letter Dr. Brush writes: “In Feby 
1882 Dr. Gray was called to Washington 
for conference with the U. S. District At- 
torney and his associates over the exceptions 
which had been filed by Guiteau’s counsel, 
He returned to Utica late in the afternoon 
of March 16th and at about 7: 30 while sit- 
ting in his office at the Asylum looking over 
some letters which had come in his absence 
and which I had answered and docketed for 
his information a man appeared at his office 
door which stood open and shot him. The 
ball entered about half an inch below the 
outer corner of the left eye and emerged 
about the center of the right cheek. 

"Dr. Gray as you may know was a very 
fleshy man; he had a very full face, the bullet 
went around, rather than through, the bones 
of the face and no serious damage resulted— 
though I believe the shock to the nervous 
system hastened the Doctor’s death, which 
took place in December 1886. 

"An account of the Guiteau case occurs 
in the American Journal of Insanity, Vol. 


704 


XXXVIII, Jan’y., 1882, occupying some 14 
pages. Owing to the Doctor's illness 


April issue for 1882 did not appear. 4 

“Dr. Gray was in many ways a great man, 
He did dominate American Psychiatry. Hal 
he turned to politics he would have gone fat 


_His judgment of men, of their motives, of 
| 


what they were really trying to do, concealed 
perhaps by some other apparent object, way 
really at times uncanny.” | 

Through Dr. Gray's influence the man 
who had attempted to kill him was not put 
ished as a would-be assassin but was com 
mitted to the Asylum for Insane Criminals 
at Auburn, N. Y. A 

The trial of Guiteau lasted 10 weeks aul 
most of the time was occupied by the qut; 
tion of the defendant's mental conditioni 
There were 16 medical witnesses for th 
prosecution holding that Guiteau was sait 
and 8 for the defence maintaining that Jt 
was insane. The accused appeared to end 
the proceedings thoroughly. He made his 
own plea: “My defence is insanity" ; It wa 
God's act, not mine." He frequently inter 
jected comments of approval or denial 9 - 
evidence of the various witnesses was betig 
given. 
Dr. Gray was the last witness called ih 
evidence which was given at great length (% 
pages in this Journal) was no doubt the ny 
influence in determining the outcome 0: Hi 
case. Guiteau was convicted of murder d | 
was hanged July 30, 1882, a year and a 
days after he had shot the President ® 
the United States. P 

Exhibitionist to the last he created a Spe“ 
tacle on the scaffold upon which The M ane 
commented thus : 

The exhibition of Friday, in which Guiteau Wi 
suffered to conduct a sort of religious servi ie. 
sisting of the reading of a chapter from the Bib“ 
a blasphemous and ruffanly and incoherent DIA 
and ridiculous poem was disgraceful, not simply | 


| 


y 
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our administration of justice, but to our civilization. 
Neither the Rev. Mr. Hicks nor the Warden can 
excuse his share in the transaction by pleading that 
he was taken by surprize. They knew what the 
criminal was going to do. His prayer was written 
out and the clergyman actually held the paper and 
the Bible for him to read. A more deliberate in- 
decency and profanation has not been committed in 
our day, and it is greatly to be regretted that those 
who were responsible for such a shameful scene 
cannot be punished for it as they deserve. 


A troubling thought occurs—that if Gui- 
teau had been tried in the year of grace 1955 
instead of 1882 the experts for the defence 
might have been successful, in which case 
the assassin, who was only 40 at the time of 
his crime, might spend several decades of his 
life in the protection and even comfort of a 
mental institution at the expense of those 
who pay taxes. 


THE INTELLECTUAL LIFE 


I think the scientist's most important educative task is to get the average man to feel 
that the life of the intellect not only is a good life for those who actively lead it, but that 
it is also good for society as a whole that the intellectual life should be made possible for 
those capable of it, and that it should be prized and rewarded by the entire community. It 
is perhaps a gamble that society as a whole can be made to feel this, But I believe it is a 
gamble to which the scientific man is committed. If the human race is such a sort of 
creature that it cannot be made to feel that intellectual activity and satisfaction of the 
craving for understanding are goods in themselves then we might as well shut up shop 
here and now, and those of us who are made that way henceforth get the intellectual satis- 
factions necessary to us as best we can, surreptitiously and in spite of our fellows. 


P. W. BRD N 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


St: Our attention has been called by Dr. 
John Whitehorn to what he characterizes as 
“an inadvertent misinterpretation” of a quo- 
tation from The Psychiatrist, His Training 
and Development, to which we referred in 
our recent article on psychotherapy (Am. J. 
Psychiat., 111: 401, 1954). The quotation 
was: “In formulating psychodynamics, indi- 
viduals tend to select their postulates with 
strong feelings of conviction, in accordance 
with private feelings or group allegiances 
rather than public knowledge.” As Dr. 
Whitehorn has correctly pointed out to us, 
“this statement was not originally presented 


as a description of method to be employed: 
reaching conclusions, but rather as a frank 
and explicit acknowledgment of one of the 
hazards or difficulties for anyone attempting 
creative work in the field of psychody 
namics.” 
It was not our intention to misrepresent 
Dr. Whitehorn’s meaning and we wish 
apologize to him if our statement has led to 
any such misinterpretation on the part of out 
readers. We have great sympathy and re 
spect for earnest efforts to delineate clear] 
the limitations and sources of uncertainty in 
psychodynamics. i 
Kart W. Bowman, M, Di 

Miron Rose, M.D! 


PRESIDENT’S PAGE 


Recently there came to the attention of 
the writer a brief report of the activities of 
the Mental’ Health Section of the World 
Health Organization during the first 5 years 
of its existence, 1949-54. It will be remem- 
bered that the chief of this section is Dr. 
George R. Hargreaves, a distinguished Eng- 
lish psychiatrist, and a Corresponding Mem- 
ber of The American Psychiatric Associa- 
tion. Since so few American psychiatrists 
are familiar with the important and exten- 
sive program carried on by the Section a 
brief outline of its work will doubtless be of 
interest. 

At the headquarters of the World Health 
Organization in Geneva the main objective 
of the Mental Health Section is to assist in 
the development of knowledge on mental 
health to a point where it can be applied by 
public health administrations. Practical use 
of such knowledge is made particularly in 
selected regions where it can be dissemi- 
nated and applied through projects based on 
the conditions and needs of the area. A pro- 
gram designed to achieve these objectives 
is carried out by means of headquarters 
studies, meetings of experts, consultant as- 
sistance to countries, regional seminars, and 
fellowships. 

One type of activity which has proved 
highly successful and probably could have 
been undertaken only by an international 
organization has been the preparation and 
publication of reviews on subjects of interna- 
tional interest. For this purpose short-term 
consultants are recruited to make a thorough 
study of widely scattered literature, to inter- 
view experts, and visit institutions concerned 
with the problem in a number of countries. 

The first of these reviews, Psychiatric 
Aspects of Juvenile Delinquency, was origi- 
nally prepared as a contribution to the 
United Nations' program for the prevention 
of crime and the treatment of offenders. This 
study reviews existing knowledge and prac- 
tice on the psychiatric aspects of the etiology, 
prevention and treatment of juvenile delin- 
quency. In order to write this review the 


consultant assigned to the task conferred 
with over 150 experts on juvenile delin- 
quency and visited 60 institutions during a 
tour of United States and of Europe. 

Another study was Psychiatric Examina- 
tion of Offenders. This recommended a rou- 
tine psychiatric examination before trial and 
suggested the establishment of scientific legal 
institutes with social, psychiatric, and medi- 
cal divisions for observation, investigation 
and advice as to the further treatment of of- 
fenders. Another extensive review dealt with 
the welfare of homeless children with special 
reference to the psychological damage caused 
by the separation of the infant or young child 
from the mother. In addition to the original 
English and French editions by the World 
Health Organization this monograph was 
published in Danish, German, Serbo-Croat, 
Spanish, and Swedish translations. 

A third monograph, The African Mind in 
Health and Disease: A Study in Ethnopsy- 
chiatry, reached only speculative conclusions 
but posed many questions and it is hoped will 
stimulate further investigation of a compli- 
cated problem. 

Other studies have been a comparative 
survey of existing legislation on the hospi- 
talization of mental patients, on child de- 
velopment and its disorders with special 
reference to findings derived from electro- 
physiological and psychological research, and 
on juvenile epilepsy and its neurological, 
pharmacological, psychological, and social 
implications. Other studies which have 
either already been begun or are about to be 
initiated are on alcoholism, the epidemiology 
of psychiatric disorders, and juvenile schizo- 
phrenia. 

Another activity in the mental health pro- 
gram of WHO has been the holding of meet- 
ings by the Expert Committee on Mental 
Health. This Committee includes experts of 
high standing from different countries who 
may be called upon from time to time for 
advice on specific problems. It meets when 
convened by the Director-General to discuss 
and produce a report on subjects of special 


707 


708 


current interest. Among subjects considered 


by this Committee have been the integration 
of mental health activities with other WHO 
programs, the development of postgraduate 
teaching facilities for psychiatrists, psychi- 
atric social workers, clinical psychologists 
and psychiatric nurses; also the role, func- 
tion, and administration of the community 
mental hospital. Other committees have 
dealt with such subjects as that of drugs 
liable to produce addiction, the problem of 
alcoholism, the study of homeless children, 
also the care of the mentally subnormal. 

Another service rendered by the Mental 
Health Section has been that of providing 
consultant assistance to individual govern- 
ments. The consultant surveys existing 
facilities in the particular field in which ad- 
vice has been sought and submits recom- 
mendations for development. 

A particularly successful type of activity in 
the mental health program has been the in- 
terchange and dissemination of knowledge by 
means of international seminars. Experts 
bring to these seminars new knowledge 
which is ready to be applied. The applica- 
tion is then discussed by representatives 
from different countries. These representa- 
tives have particular knowledge of the re- 
gional background, also the stimulus to apply 
the knowledge and experience on return to 
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their own countries. These seminars haye 
covered many mental health problems, fre- 
quently subjects especially acute in certain 
regions. y 

In addition to its many other services pro- 
vided by WHO has been that of granting 
fellowships. Usually these have been granted 
for one of two purposes: either to enable 
suitable persons chosen by their governments 
to attend regional seminars, or to enable na- 
tionals at the request of their government to 
train in other countries in order that they 
may be better equipped to further mental 
health work in their own countries, The sub- 
jects of study by persons receiving the 
second type of fellowship have usually been 
general mental health, psychiatry, child psy- 
chiatry, and child welfare and guidance, A 
few fellowships were awarded for the study 
of such subjects as alcoholism, epilepsy, 
electroencephalography, psychiatric nursing, 
clinical psychology, psychosomatic medicine, 
juvenile delinquency, and other problems. 

It is obvious that through its Mental 
Health Section WHO is not only contribut- 
ing much to our knowledge of social and. | 
other problems growing out of mental and 
personality disorders but is disseminating 
this knowledge to a breadth equalled by n0 


other agency. ] 
AnTHUR P. Noves, M. D. 


COMMENT 


SOUTHERN GOVERNORS’ CONFERENCE 


The Governors of the 16 Southern States 
met in conference at Boca Raton, Florida, 
November 11-13, 1954. Most of the Gover- 
nors were present, and I had the privilege 
of being present by invitation from the Gov- 
ernor of Virginia to participate in that por- 
tion of the program relating to mental health 
matters, especially the problems of training 
and research in this field. 

I must say that I have never seen a group 
of top level officials, especially the younger 
governors, more enthusiastic toward this 
problem as it relates to their respective 
states, and the very positive expression that 
it is urgent that something of a more con- 
structive nature must be done. 

A review of events leading up to this meet- 
ing may be appropriate. The Governors’ 
Conference in 1953 at Seattle, Washington, 
unanimously endorsed the report, “Training 
and Research in State Mental Health Pro- 
grams,” prepared by the Council of State 
Governments. That report strongly recom- 
mended interstate compacts and arrange- 
ments for the training of psychiatric person- 
nel and joint participation by the States in 
mental health research. It also recommended 
periodic regional mental health conferences 
for the furtherance of these objectives, 

In November 1953, the Southern Gover- 
nors’ Conference at Hot Springs, Virginia, 
took further action in regard to the above- 
mentioned action, and recommended: 

(1) That the Southern Regional Educa- 
tion Board begin an immediate survey of 
facilities for the training of psychiatric per- 
sonnel in the South, and that it report to 
this Conference those institutions best quali- 
fied to take additional students in the psy- 
chiatric disciplines from states which have 
no such training facilities. 

(2) That the Board also initiate a survey 
of institutions doing mental health research 
in the South, and that it recommend to this 
Conference those institutions capable of 
being enlarged to do additional research. 

(3) That upon completion of the above 
Surveys by the Board, but in any case not 


later than July 30, 1954, a Southern Re- 
gional mental health conference he held to 
discuss the surveys and draw up interstate 
compacts in mental health research and 
training. 

(4) That, in the interim, the individual 
states make official surveys of their training 
and research facilities—with particular em- 
phasis upon raising mental institutions in 
each state to the level of residency or affiliate 
accreditation—and that results of these sur- 
veys be presented to the 1954 regional men- 
tal health conference. 

(5) That the Southern Regional Educa- 
tion Board be requested to report the results 
of its study and any action taken to the 1954 
Southern Governors’ Conference. 

The Southern Regional Education Board 
obtained a special grant from the National 
Institute of Mental Health, employed a 
project staff, named a commission on Mental 
Health Training and Research which latter 
group defined the objectives and scope of the 
project and requested the Governors of the 
several states to appoint local mental health 
training and research committees which was 
done. 

The state committees made official surveys 
in their respective states of their needs and 
resources in mental health training and re- 
search and compiled recommendations for 
intrastate and interstate action, 

The findings of the surveys made by the 
individual state survey committees can be 
summarized as follows: (1) Mental dis- 
orders are a growing burden upon the states, 
(2) The states must have more trained per- 
sonnel in mental health programs. (3) The 
states need new knowledge. 

In accordance with the contents of the 
Governors' recommendations a regional con- 
ference was held in Atlanta, Georgia, July 
21-24, 1954. This conference was attended 
by representatives from each of the states, 
about 170 in number, and included, gover- 
nors, legislators, lay people of varied inter- 
ests and professional people of various dis- 
ciplines. 
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This conference recommended that: (1) 
The states should increase appropriations to 
their universities and agencies which pre- 
pare mental health personnel and are able 
to undertake mental health research. (2) 
States which need trained people but lack 
training facilities should first consider estab- 
lishing regional arrangements with states or 
universities which can provide opportunities 
for training. (3) The states should jointly 
encourage the growth of regional mental 
health research centers. (4) The states 
should establish a Regional Council on Men- 
tal Health Training and Research. 

At its November 11, 1954, meeting in 
Boca Raton, Florida, the Southern Gover- 
nors’ Conference accepted the report of the 
Southern Regional Education Board and 
passed the following resolution : 


Wuexzeas, The Southern Governors’ Conference 
at its meeting on November 4, 1953, recommended 
that the Southern Regional Education Board sur- 
vey mental health training and research facilities in 
the 16 states of the Conference, and report the re- 
sults of its study to the 1954 Southern Governors’ 
Conference, and 

Wuereas, Committees which the governors of 
the various states appointed and the Southern Re- 
gional Education Board have surveyed facilities in 
accordance with the recommendations of the 1954 
Conference, and 

Wuereas, The findings and recommendations of 
the survey point toward the need for increased 
emphasis on training and research in mental health 
within each state; for interstate agreements on de- 
velopment and use of facilities for training and re- 
search in mental health; and for the establishment 
and support of a Regional Council on Mental 
Health Training and Research as a means of as- 
sisting states, and 

Wuereas, These findings and recommendations 
have been formulated and endorsed by a distin- 
guished Commission, by state committees and heads 
of state programs of mental health, by the Re- 
gional Conference on Mental Health Training and 
Research, and by the third annual Legislative Work 
Conference on Regional Education, 

Now, Therefore, Be It Resolved, That the South- 
ern Governors’ Conference accept the recommenda- 
tions for increased emphasis on training and re- 
search in mental health within the states, for 
interstate arrangements on development and use of 
facilities in mental health training and research, 
and for the establishment and support by the states 
of a Regional Council on Mental Health Training 
and Research to assist states to achieve these ends, 
and 

Be It Further Resolved, That the Southern Gov- 
ernors' Conference ask the Southern Regional Edu- 
cation Board to organize the proposed Regional 
Council on Mental Health Training and Research, 
and encourage each state to participate in the work 
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of the Council by appropriating to the Board $8,009 
a year to support the Council’s operation, use of 
such funds to be restricted to activities of 
Council, and 

Be It Further Resolved, That the Southern Goy- 
ernors’ Conference express its appreciation to the 
Southern Regional Education Board; to the many 
professional and lay persons who participated in this 
historic effort, and particularly to Dr. Nicholas 
Hobbs, Project Director, for his leadership; the 16 
state chairmen and the many committee member; 
for their vigor and devotion; and the National In- 
stitute of Mental Health, Public Health Service, 
for its financial and professional assistance. { 


Upon receipt of the above mentioned re 
lution the Southern Regional Educati 
Board passed the following resolution: 


WnznzAs, Upon request of the Southern Gover- 
nors’ Conference the Southern Regional Educati 
Board has organized and conducted a survey of 
mental health training and research in the Southem 
States, and 

Wuereas, The Southern Governors’ Confe 
has endorsed the recommendations of the survey; 
and has requested the Southern Regional Education 
Board to organize a Regional Council on Mental 
Health Training and Research, and has encouraged 
the states to participate by making appropriations 
to the Southern Regional Education Board for this 
purpose, and i 

Wuereas, The organization of such a Cound 
clearly lies within the purposes and powers of tlt 
Southern Regional Education Board as defined by 
the Southern Regional Education Compact, 

Now, Therefore, Be It Resolved, That the South- 
ern Regional Education Board agree to establin 
said Regional Council on a temporary basis if fun 
can be obtained from other than state sources for 
the support of the Council pending the availability 
of appropriations by state legislatures, and ; 

Be It Further Resolved, That the Southern Re- 
gional Education Board agree to organize E 
Council as an integral part of its operation, when 
least 8 states make funds available for that purpose 

It should be said by way of Garten 
that although the governors bae 
adopted the resolution some of the olde 
governors made it clear that by so doing they 
were not committing their states to the ex 
penditure of money. s but 

I think the task will be accomplished A 
there is still some work to be done to get i 
required number to make the necess? 
financial contribution. R 

So in the South we continue to E 
progress against passive and sometimes $ oa 
born resistance. Even though we et 
green light, sometimes the motor stalls, es 2d 
cially on a cold day, and by the time l 
started again the light is red. D 

Josern E. Barrett, M. P. 


NEWS AND NOTES 


CENTENNIAL oF SAINT ELZABETHS Hos- 
PITAL.—On January 15, 1855, Saint Eliza- 
beths Hospital in Washington, D. C., admit- 
ted its first patients. This year it celebrates 
its centennial. Now a component unit of the 
U. S. Department of Health, Education, and 
Welfare, it was established by Act of Con- 
gress as the Government Hospital for the 
Insane. Dorothea Lynde Dix (1802-1887) 
was responsible for this action by the Con- 
gress, and her name will be given this year 
to the new 420-bed admission and treatment 
building at Saint Elizabeths, the Dorothea 
Lynde Dix Memorial Pavilion, 

On May 5 and 6, 1955, there will be held 
at the Hospital a 2-day meeting with invited 
guest speakers of international repute. A 
historical pageant depicting the life and 
works of Miss Dix—planned, written, and 
enacted by patients of the hospital—will also 
be presented at this time. 

During its hundred years Saint Elizabeths 
Hospital has had but 5 superintendents, in- 
cluding the present incumbent, Dr. Winfred 
Overholser. All 5 have been presidents of 
The American Psychiatric Association. The 
hospital has never been identified with any 
single school of psychiatric thought. It has 
trained thousands of psychiatrists, psychol- 
ogists, psychiatric nurses and social workers, 
ministers, occupation therapists, and others 
engaged in the treatment of the mentally ill. 
The several superintendents, notably Drs. 
White and Overholser, as well as a number 
of members of the staff (Bernard Glueck, 
John Lind, Ben Karpman), have enjoyed 
outstanding reputations as forensic psychia- 
trists, 

Shortly after the Russo-Japanese War, 
military psychiatry was introduced to this 
country at Saint Elizabeths Hospital and, 
during the past 40 years, there has been a 
close liaison between the psychiatric division 
of the military medical services and the Hos- 
pital. In World War II, hundreds of medi- 
cal officers, nurses, corpsmen, and Red Cross 
Workers received their psychiatric orientation 
here. The only public mental hospital in 


America which offers an A. M. A.- approved 
internship is Saint Elizabeths. 

Inquiries concerning the Centennial Cele- 
bration may be addressed to the Centennial 
Commission of Saint Elizabeths Hospital, 
Washington 20, D. C. 


Miss Anne GoopricH, DEAN oF 
INunskEs.—The nursing profession lost one of 
its great leaders in the death on the last day 
of 1954 of Miss Annie Warburton Goodrich 
at the age of 89. 

During her extraordinary professional 
career of more than 60 years, Miss Goodrich 
had held many of the highest posts in the 
nursing world, some of them unique. She 
had established at Yale University the first 
graduate school of nursing in the world, and 
was the first woman dean at that university. 
The U. S. Army’s first school for nurses was 
another monument to her professional ac- 
tivities, and she had also held the appoint- 
ment of special consultant in nursing educa- 
tion to the U. S. Public Health Service, For 
her work in setting up training for nurses 
serving in World War I, Miss Goodrich was 
awarded the Distinguished Service Medal. 
The first graduating class (1921) of the 
Army School of Nursing, established by 
Miss Goodrich, numbered 500, believed to 
be a record figure. 

She was devoted to all branches of nurs- 
ing education and the demands upon her 
time were many. Even after her retirement 
she traveled and lectured extensively. Dr. 
Burlingame took advantage of her advisory 
collaboration by securing her services as con- 
sulting director of nursing at the Neuropsy- 
chiatric Institute of Hartford Retreat (1938- 
1941). 

Miss Goodrich had served as president of 
various national and international nursing 
organizations, had been given honorary de- 
grees by several universities, and awarded 
medals by France and Belgium. 

At the New York World’s Fair in 1939, 
Miss Goodrich, for her contributions to the 
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public welfare, was named one of the 12 out- 
standing women of the last 50 years. 


THORAZINE AND RESERPIN STUDIES.— 
The New York Department of Mental Hy- 
giene has been conducting tests in 20 hos- 
pitals under the jurisdiction of the Depart- 
ment and directed by Dr. Henry Brill, 
assistant commissioner in charge of research, 

Approximately 1,400 patients with various 
diagnoses, many of them in disturbed mental 
states and hospitalized for years have been 
treated with thorazine since May 1954. Seven 
hundred patients were treated with reserpine. 
In both groups there was relief from anxiety 
and emotional tension, and the patients were 
more comfortable and accessible to other 
types of therapy. 

In a statement, January 19, 1955, Dr. 
Brill said: “Treatment indications are that 
thorazine and reserpin are valuable supple- 
ments to existing therapies and in some cases 
have replaced electric shock and lobotomy. 

about 70% of properly selected patients 
have shown significant improvement. 
On the basis of these findings we have de- 
cided that thorazine and reserpin will be used 
in the treatment of all suitable patients in De- 
partment of Mental Hygiene institutions," 


AMERICAN MEDICAL WRITERS! ASSOCIA- 
TION.— This Association, an affiliate with the 
American Association for the Advancement 
of Science, and being "America's Only Asso- 
ciation Devoted to Improvement of the Writ- 
ten Word in Medicine,” will hold its twelfth 
annual meeting at the Hotel Jefferson in St. 
Louis, Missouri, September 30 to October 1, 
1955. 

The American Medical Writers’ Associa- 
tion was organized in 1940 as the Mississippi 
Valley Medical Editors Association and be- 
gan its career with 27 members, In 1948 it 
was reorganized as the American Medical 
Writers’ Association, and has presently 603 
members, 

One of the services offered is the editorial 
revision of manuscripts intended for medical 
journals at the nominal charge of 4 dollars 
for manuscripts up to 1,000 words, and 3 
dollars for each additional 1,000 words or 

less. This service is limited to members of 
the American Medical Writers’ Association 
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and is intended “to help maintain and ad 
vance high standards of medical literature) 

The address of the secretary, Ha i 
Swanberg, M. D., is 209-224 W. C. U. Build 
ing, Quincy, Ill. 


Karen Horney Lecrure.—tThe third 
annual Karen Horney Lecture will be given 
by Dr. Kenneth E. Appel, professor of psy 
chiatry, University of Pennsylvania, on the 
evening of March 23, 1955, under the spom 
sorship of the Association for the Advance 
ment of Psychoanalysis, at the New Yor 
Academy of Medicine. The lecture will b 
preceeded by a dinner in the President's Gal 
lery of the Academy. Dr. Appel’s subjed 
will be “Principles and Practices of Psycho 
therapy." 


Detaware Strate Menica Journal 
Menta HyoreNE Numper.—The anni a 
Mental Hygiene number of this Jou nal, 
of which Dr. M. A. Tarumianz is the asso 
ciate and managing editor, appeared in Att 
gust 1954. Nearly all of the articles in this 
issue were contributed by members of Di 
Tarumianz’ staff at the Delaware State Hos 
pital at Farnhurst. E 

In an editorial comment, Dr. TarumiatZ 
expresses a hope that the governor of Dt 
ware will appoint a committee to consi 
the need for establishing a medical school al 
the State University, a project that has beet 
under discussion for some time. 


RESEARCH ON JUVENILE DELINQUENCY 
—Fifteen experts in the fields of psychology 
and psychiatry will participate in a confe 
ence on the psychological causes of juvene 
delinquency being sponsored by the Welfa i 
and Health Council of New York City. A 
conference, made possible by a gift of $2,50% 
from the Edward L. Bernays Foundation 
will be held March 4-5, at the Princeton Inn, 
Princeton, New Jersey. 1 1 

The Welfare and Health Council is Uf. 
voluntary planning and coordinating ae 1 
for more than 380 public and private soc 
service organizations in New York City: 


Dr. Core Heaps Broprrysics Tano 
TORY.—Surgeon-General Leonard A. Sch a 


of the U. S. Public Health Service has E 
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nounced the appointment of Dr. Kenneth S. 
Cole as director of biophysics in the Na- 
tional Institute of Neurological Diseases and 
Blindness at Bethesda, Maryland. 

Dr. Cole, formerly technical director of 
the Naval Medical Research Institute, is an 
authority on the biophysics of the nervous 
system and the transmission of nerve im- 
pulses, 


New Jersey NEUROPSYCHIATRIC Asso- 
CIATION.—This association has elected the 
following officers for the year 1955: presi- 
dent, Dr. J. Lawrence Evans, Englewood, 
N. J.; president-elect, Dr. Evelyn Ivey, Mor- 
ristown; secretary, Dr. Ira S. Ross, Newark; 
treasurer, Dr. David McCreight, Marlboro ; 
trustees: Drs. Robert Garber, Princeton; 
William Furst, East Orange; Leon Rezni- 
koff, Weehawken; Luman Tenney, Prince- 
ton; John Kelley, New Brunswick; and 
Floyd Fortuin, Paterson. The past-presi- 
dent is Dr. Frank P. Pignataro, Red Bank, 
N. J. 


Tue WASHINGTON PsvcHiATRIC Soci- 
ETY.—At its meeting, January 14, 1955, this 
Society elected the following new officers: 
Dr. Marshall DeG. Ruffin, president; Dr. 
Winfred Overholser, president-elect; Dr. 
Marvin L. Adland, secretary; Dr. Norman 
Taub, treasurer. Council members are Dr. 
Ruffin, chairman, and Drs. Marvin L. 
Adland, Robert A. Cohen, Douglas Noble, 
Winfred Overholser, Seymour J. Rosenberg, 
and Norman Taub, 

The Washington Psychiatric Society and 
the Metropolitan District Branch have voted 
to combine organizations, effective July 1, 
1955, and the new organization will be 
known as The Washington Psychiatric So- 
ciety, a District Branch of the APA. 


SECOND INTERNATIONAL CONGRESS OF 
NeuropatHoLocy.—The Second Interna- 
tional Congress will be held in London, Sep- 
tember 12-17, 1955, and is being organized 
by the British Committee to the Congress. 

Messrs. Thos. Cook & Son, Ltd., have 
been appointed as official agents for travel- 
ing arrangements, 

The preliminary meeting for the Second 
International Congress, held in London, 


July 15, 1954, proposed the following main 
topics for discussion in plenary sessions: 
(1) Cytochemistry of the neurons in rela- 
tion to injury and other environmental 
changes, excluding lipoidoses. (2) The 
blood-brain barrier in inflammation and al- 
lergy. (3) Problems in the malignancy of 
gliomas. ; 

The chairman of the American committee 
to the Congress, appointed by the American 
Association of Neuropathologists, is Dr. 
Armando Ferraro, 722 West 168th Street, 
New York 32, N. Y. Papers for the Con- 
gress program, not exceeding 10-15 minutes’ 
reading time, may be sent to Dr. Ferraro. 

Members of the American Association of 
Neuropathologists, the American Neurolog- 
ical Association, The American Psychiatric 
Association, and the American Association 
of Pathologists, interested in presenting pa- 
pers dealing with neuropathological prob- 
lems, are cordially invited to do so. 


RonscHACcH  Trsr 'WonksHoPs.—The 
Department of Psychology, University of 
Chicago, announces its 1955 summer work- 
shops in the Rorschach test, to be conducted 
by Dr. S. J. Beck the weeks of July 11-15 
and July 18-22. The basic processes in test 
evaluation will occupy the first week. The 
second week will be devoted to problems of 
advanced clinical interpretation, exemplified 
by children in more disturbed states and by 
adults in milder neurotic conditions. Work- 
shop I may be taken by students at, or ready 
for, the intern level. Admission to Work- 
shop II is limited to psychologists and psy- 
chiatrists in clinical positions or practice. 
For full information, write to the Executive 
Secretary, Department of Psychology, The 
University of Chicago, 5728 South Ellis 
Avenue, Chicago 37, III. 


Summer SCHOOL or ALCOHOL STUDIES. 
—The Summer School of Alcohol Studies 
of the Laboratory of Applied Physiology, 
Yale University, will hold its thirteenth an- 
nual session during the 4-week period, June 
27 to July 22, 1955. 

Lecturers will be drawn from the Yale 
University faculty and from other institu- 
tions. Specialists in various fields, such as, 
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medicine, religion, education, and public 
health, will also address the student body. 
Men and women engaged professionally 
in activities in which a knowledge of the 
problems of alcohol would be an advantage 
will be considered qualified for admission. 
All other applicants will be required to have 
a college education or equivalent experience. 
For further details address the Registrar, 


DISCIPLINE 


Thinking about sense-objects 

Will attach you to sense-objects ; 

Grow attached, and you become addicted ; 

Thwart your addiction, it turns to anger; 

Be angry, and you confuse your mind ; 

Confuse your mind, you forget the lesson of experience; 
Forget experience, you lose discrimination ; 

Lose tion, and you miss life's only purpose. 
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Summer School of Alcohol Studies, 52 Hj 
house Avenue, Yale Station, New Have 
Conn. 


AMERICAN ORTHOPSYCHIATRIC Ass 
TION.—The thirty-second annual meeting 
this association is being held from Februa 
28 through March 2, 1955, at the Hot 
Sherman, Chicago, Illinois, 


—BHAGAVAD-GITA 
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Uses AND ABuUsEs oF PsvcHoLocy. By H. J. Ey-- 


senck. (London: Penguin Books, 1953. Price: 
2/6d.) 


Dr. Eysenck’s views on personality are well 

known to professional psychologists. He has al- 
ready expounded them in a series of monographs 
summarizing the results of his very numerous ex- 
perimental studies. These studies are remarkable 
for strict adherence to objectivity in observation 
and careful statistical assessment of their results. 
. This austerely scientific approach has not re- 
stricted the scope of his enquiries, which have been 
concerned not merely with clinical aspects of mental 
disfunction, but have ranged widely over the whole 
field of social psychology. He has devised measures 
of antisemitism, of radicalism and conservatism, and 
of the authoritarian character; and has applied his 
experimental techniques to exploring such elusive 
subjects as graphology, and the sense of humor, 

His own sense of humor is well to the fore in 
this first “popular” presentation of his opinions on 
current topics in psychology. It tempers the trench- 
ant criticisms which he directs against schools of 
thought which he considers less than scientific. 
Reading his vigorous, not to say explosive, chap- 
ters one is reminded of a colloquy from Boswell : 

Dr. Johnson: Well, we had a good talk.“ 

"Boswell: Yes, Sir, you tossed and gored several 
persons." 

In turn, psychoanalysts, holists, believers in the 
efficacy of the interview as a selection device, psy- 
chotherapists who believe that they contribute to 
their patients' getting better, and educationists whose 
views do not concur with Dr. Eysenck’s are 
chastised with bell, book, and candle. An especially 
vigorous drubbing is reserved for Geoffrey Gorer, 
whose essay on the American character is singled 
out as one of the abuses of psychology. 

These polemics could be exasperating were the 
author's hubris uncontrolled. He clearly shows, 
however, both in his own work and in his judgment 
of others that he respects originality of thought 
whenever it is combined with readiness to submit 
to scientific testing of the hypotheses to which it has 
given rise, Ambiguity and loose thinking are his 
enemies, and he is always willing to give credit 
where he feels it is due—even to Sigmund Freud. 
His diatribe against Freudians ends with the anath- 
ema: “Psychoanalysis is unscientific,’ but he goes 
on in this, as in each several context, to show how 
Scientific methods of enquiry could turn interesting 
Speculation into established fact. 

Popular psychology has sometimes tended to be- 
Come a debased currency, but this fresh and stimu- 
lating volume will go far to enlighten the intelligent 
lay reader about the achievements and the aspira- 
tions of the science as it stands today. Its scope is 
Wide, as is shown by the four main divisions of the 
text—Intelligence "Testing, Vocational Psychology, 


Abnormal Behaviour (including sections on psycho- 
therapy and psychoanalysis), and Social Attitudes. 
This is: a book which challenges, and which must 
provoke disagreement at one point or another, in 
anyone of spirit: but its provocation is of the salu- 
tary kind which leads one to think again and mar- 
shall one's evidence. Dr. Eysenck is forthright in 
condemning muddled thinking, but humble in the 
face of well-substantiated facts. As a result, in 
spite of its polemic tone, this is a very positive and 
heartening exposition of the subject. 
G. M. Carstairs, 
Institute of Psychiatry, 
London, England. 


La GuénmoN PsycHoLocoue. By C. G. Jung. In- 
troduced and arranged by Dr. Roland Cahen. 
(Geneva: University Library, Georg & Co., 
1953. Price: 900 fr.) 


A few words as to Dr. Cahen's purpose in pre- 
paring this book: The views and teachings of 
Jung relating to psychotherapy are to be found 
throughout his numerous published contributions. 
A dozen years or so ago Cahen expressed the wish 
that Jung might bring together in organized form 
in a single manual the substance of all this scat- 
tered material. But Jung was preoccupied with 
many other subjects, as his later books have at- 
tested, and left the task to Cahen. The present 
volume is the result; it took 10 years to produce it. 
Its title was inspired by that of the master work— 
Les Médications Psychologiques—of Pierre Janet, 
“ce précurseur de genie qui fut le maitre de Jung.” 

As everyone knows, Jung was one of the original 
Freudians; but the “beloved son" became a heretic, 
repudiating fundamental Freudian principles to set 
up his own system of psychology, personality evo- 
lution, paleosociology, and mysticism. His prodi- 
gious mind could not be confined within clinical 
limits, but surveyed also the worlds of folklore, 
philosophy, religion, mythology, and alchemy. (The 
transmutations the alchemists arrived at, he be- 
lieves, throw light on the psychological metamor- 
phosis which is the goal of psychotherapy.) 

From all this background it was inevitable that 
Jung's kind of psychotherapy should be sui generis. 
At the same time in its breadth it would make 
room for individual differences among practitioners. 
First of all it is needful for the physician practicing 
psychotherapy to strive to free himself to the very 
utmost of preconceptions (ideally of course impos- 
sible). Each patient must be accepted as a unique 
personality presenting unique problems; and, just 
as important, each physician will evolve his own 
personal method sa methode c'est lui.” So true 
is this, the author comments, that "any physician 
who announces that he will give treatment accord- 
ing to this or that authority, by such limitations 
compromises the very purposes of his treatment." 
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And further, “The most important curative factor 
in psychotherapy resides in the personality of the 
physician.” 

Tracing the history of twentieth century psycho- 
therapy one obseryes that each phase “porte en 
soi un cachet singulier: celui du définitif.” Thus, 
the author notes, one finds advocates of catharsis 
who seem never to have heard of the interpretation 
of dreams, Freudians who will have nothing to do 
with the psychology of Adler, Adlerians who take 
no stock in the unconscious. Chacun semble cap- 
tivé par cette séduction du définitif qui émane de 
la phase, quelle qu'elle soit, où il se trouve. 
Together with the broadest perspective in psy- 
chology and human relations, self-knowledge and 
self-discipline are indispensable to the therapist. 
The final phase of self-training for the practice of 
his profession and likewise the ultimate goal in the 
treatment of his patient Jung calls metamorphosis 
of the personality. 

Psychotherapy becomes a form of dialectic, which 
originally was the art of conversation among the 
ancient philosophers. In the Jungian dialectic be- 
tween physician and patient the physician must 
"renoncer à toute prétension de savoir préalable 
et infaillible, à toute autorité, à toute volonté, 
d'influence, qu'elle soit massive et délibérée ou, pire 
encore, inconscietete, et insidiense" In this ideal 
rapport the questionably possible is aimed at, 
namely, the elimination of any element of sugges- 
tion. That the physician should free his mind to 
the utmost of preconceived ideas goes without say- 
ing, and that he should assume the role of “a co- 
participant in a process of individual development. 
It is a supreme rule of the dialectic procedure 
to accord to the individuality of the patient the 
same dignity and the same rights to existence as 
to that of the physician.” 

There follow detailed discussions of the practice 
of psychotherapy, its means and objectives, based 
on Jung’s psychology. This completes the first of 
the two parts into which the work is divided. 

The second part includes an outline of the evo- 
lution of the Jungian method divided into decades 
beginning with 1910. In the chapter dealing with 
the second decade, "the situation of psychotherapy 
“in 1920," Jung discusses the differences between the 
doctrine of Freud and his own, dutifully endeavor- 
ing to make allowance for his own parti Pris. As 
1 puts it pud views are "the most accu- 
rate expression of his personal Psychol: SiO 
of what he has subjectively experienced. ys Heis 
himself the most obvious example of his own psy- 
chology.... Others than Freud have other psy- 
chologies,” for example, Alfred Adler. Jung re- 


a pathological standpoint, 
perspective of their defects. . I prefer to disci- 
pline myself to understand the human being in the 
perspective of health and to free the patient from 
this psychology that Freud describes on every page 
of his works." 

Jung elaborates several Points on which his 
Weltanschauung contrasts with that of Freud. 
There is for example "lincapacité de Freud à 


comprendre l'expérience religieuse," Jung ta 

granted the validity of religious experience 
exposes himself to the charge of mysticism, Ano 
of the traits which, as he says, “distinguishes 


At all events the psychotherapist “n 
trop se hater d'écarter tout schématisme, 
dogmatism, tout esprit doctrinaire, si l'on 
éviter que le diveloppement de notre therop 
n'aboutisse à une impasse.” 


Tun Pracrice or Psycuoruerary. By C. G. Ju 
Translated by R. F. C. Hull. (New Yor 
Pantheon Books, 1954. Price: $4.50.) 


It is of interest to compare this volume with! 
French treatise on the psychotherapy of J 
issued in 1953. In the latter work, La 
Psychologique, Dr. Roland Cahen has brought 
gether all the material dealing with psychotherq 
in the numerous publications of Jung. This m 
terial he has then arranged and adapted to prod 
an original book which is his own. When] 
showed the manuscript to Jung, the latter d 
turned the pages inquired whether this or 
chapter was his or Cahen's. 

The present work is indubitably Jung’s. It d. 
not claim to present everything that Jung has v 
ten on psychotherapy but it does offer his 
important papers, many of them translated M 
for the first time. Each chapter represents à se 
rate paper or monograph and the bibliog 
references are given. The dates of the 
items range from 1928 to 1951. | A 

This part of the book, dealing specifically 
the practice of psychotherapy, runs to 160 pagt 
(The Cahen text fills 316 pages.) But in the pret 
volume is included a lengthy dissertation W 
Pages) on the Psychology of Transference 
published as Die Psychologie der Übertrag! 
1946. Here Jung is not writing for the no 
assumes moreover some familiarity with his € 
book Psychology and Alchemy (v. reviews 
Journal Noy. 1954). The reason is pe 
cerns in the situation that analysts call tran: it 
a striking and close parallelism with the symbol 
and imagery of alchemy. 

From the original Freudian concept ot 
tragung Jung has diverged. “Although I orig 
agreed with Freud that the importance of the ttn 
ference could hardly be overestimated, inct 
experience has forced me to realize that its im 
tance is relative. The transference is sud 
medicines which are a panacea for one a 
poison for another. In one case its appears ; 
notes a change for the better, in another 
hindrance and an aggravation, if not a change 
the worse, and in a third it is relatively zs 
tant. Generally speaking, however, it is 4 ai 
phenomenon of varying shades of meaning 
absence is as significant as its presence. i 

But it is the alchemical significance that 
particular interest; and here, as Jung fol 
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the amateur is likely to find himself beyond his 
depth. We had best stay on the shore and only 
look out o’er the mystic waves. The “mystic mar- 
riage” of the alchemist which became the chemical 
combination of the chemist represented an “affinity” 
of the bodies drawn together and these were 
thought of in human terms as male and female. 
This mystic union is expressed in Christian my- 
thology as the marriage of Christ and the Church, 
also, as often depicted in art, Christ becomes the 
celestial bridegroom of women devoted to the 
saintly life. In other systems too the same concept 
occurs, as in the mystic union of the soul with the 
deity in states of trance or illumination. A similar 
process is postulated in the “unconscious” transfer 
by the neurotic patient of his maladjustment to the 
doctor. “This bond is often of such intensity that 
we could almost speak of a combination“... In 
Freudian teclinique the doctor tries to ward off the 
transference as much as possible... Hence the 
doctor’s preference for sitting behind the patient.” 
Jung states reassuringly that this phenomenon “can 
happen [also] to the teacher, the clergyman, the 
general practitioner, and—last but not least—the 
husband.” 

An untaught person cannot hope to follow Jung 
through the multitudinous intricacies of this tena- 
cious bond between patient and doctor, if indeed it 
were desirable to do so. In this section of the book 
also are long theological discussions with Latin 
quotations from the Church fathers which may not 
strike one as particularly germane to scientific 
medicine or therapy, although it would be heresy 
to the all-the-way Jungian to say so. But these 
are all exemplified in the philosophy of alchemy 
and in the psychology of the unconscious. “Alchemy 
describes, not merely in general outline but often 
in the most astonishing detail, the same psycho- 
logical phenominology which can be observed in 
analysis of the unconscious process.” 

There follows “An Account of the Transference 
Phenomena Based on the Illustrations to the 
Rosarinae Philosophorum.” There are numerous 
illustrations from the alchemical text with ample 
exegesis reflecting profound scholarship before 
which the reviewer can only bow humbly and 
impotently. 

The author reassures us in an Epilogue that his 
illustration of his subject by means of alchemical 
symbolism “must be regarded as a mere experi- 
ment,” and that he has “no desire to attribute any 
conclusive significance to it.” He considers it worth 
while for the light it throws on the transference 
Phenomenon, which “is without doubt one of the 
Most important syndromes in the process of indi- 
Viduation; its wealth of meanings goes far beyond 
mere personal likes and dislikes. By virtue of its 
Collective contents and symbols it transcends the 
individual personality and extends into the social 
sphere, reminding us of those higher human rela- 
tionships which are so painfully absent in our 
Present social order, or rather disorder. . . . It is 
as though the psyche were the indispensable instru- 
ment in the reorganization of a civilized community 
as opposed to the collectivities which are so much 
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in favor today, with their aggregations of half- 
baked mass-men. This type of organization has a 
meaning only if the human material it purports to 
organize is good for something. But the mass-man 
is good for nothing—he is a mere particle that has 
forgotten what it is to be human and has lost its 
soul. What our world lacks is the psychic con- 
nection; and no clique, no community of interests, 
no political party, and no State will ever be able to 


replace this.” iae 


A PHILOSOPHICAL Stupy oF THE HUMAN Minn. By 
Joseph Barrell. (New York: Philosophical 
Library, 1954. Price: $6.00.) 


This book is a study of personality, a classifica- 
tion and diagnosis of types of normal personality, 
It owes much to James and Jung, and also draws 
heavily upon the author’s own personal experience 
and his general reading in literature. By its title 
it claims to be a philosophical study, and as such 
it will be discussed here. The author considers 
philosophy to be wisdom about the human mind— 
“wisdom possessed for the most part by psycholo- 
gists,” and it is his purpose to communicate this 
wisdom to the lay public. He is saying in short that 
philosophy may be equated with psychology. This 
has been said before, but it is a momentous propo- 
sition. On it hinges the entire importance which 
the author appears to attach to his book. It is 
therefore scarcely credible that he has not given it 
a particle of discussion by way of justification. He 
gives a further reason for calling the work phi- 
losophy, namely, that it represents a synthesis of 
the various truths obtained from different schools 
of psychology. Such an effort of amalgamation is 
regarded as a specifically philosophic task. This 
suggests, contrary to the first proposition, that 
philosophy is something distinct from psychology. 
But is not the synthesis of truths in any special 
field of scientific inquiry, or the making of them to 
cohere in a system of explanation, one of the prin- 
cipal aspects of scientific inquiry? The physicist 
is continuously engaged in doing it in physics, and 
the psychologist in psychology. There is nothing 
in the least “philosophical” as opposed to “scien- 
tific’ about such an activity. It belongs to the very 
nature of scientific inquiry itself. It would be a 
pity if, as seems possible, Professor Barrell has 
committed himself to missing the audience for 
whom his book was written. 

R. F. McRag, 
Dept. of Philosophy, 
University of Toronto. 


Tue PainruL PHANTOM. By Lawrence C. Kolb, 
M.D. (Springfield: C. C. Thomas, 1954. 
Price: $1.50.) 


This is a monograph of the American Lecture 
Series which superbly discusses the psychology, 
physiology, and treatment of the painful phantom. 
A list of references is appended. 

Kolb points out that the observation has been 
made that the painful phantom, in contrast to the 
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painless phantom, is infrequently encountered ; that a 
complaint of pain may represent an affective associ- 
ation or symbolization; that references to the phan- 
tom and the superstitions attached to it extend far 
into the past. Kolb states that “the occurrence of 
the phantom phenomenon is best explained as the 
patient’s enduring concept of his total body image 
after the loss of a part through amputation.” 

He found evidence that the amputee tends to pro- 
ject his defect into his environment. The mono- 
graph contains several excellent case histories. 

According to Kolb, failure of the amputee to 
make the necessary adaptations suggests the exist- 
ence of a co-existing personality disturbance. He 
states “amputation leads to an upsurgence of anxiety 
owing to the distortion of the patient’s concept of 
his body and therefore of himself. This distortion 
requires readaptation in relation to others and to 
society.” 

This monograph of 50 pages is of inestimable 
value to all physicians and surgeons who must deal 
with the problem of amputations, of phantom limbs, 
and with the rehabilitation of the amputee. 

T. L. Sontat, M. D., 
Ochsner Clinic, 
New Orleans, La. 


PsvcuiATRIC NumsiwG. Fifth Edition. By Katharine 
McL. Steele and Marguerite L. Manfreda. 
(Philadelphia: F. A. Davis, 1954.) 


In this edition of their text the authors have added 
5 new chapters: Personality Development, Obser- 
vation of Symptomatic Behavior, Observation of 
Neurologic Symptoms, Psychophysical Control of 
Disturbed Patients, and Postpartum Psychoses and 
Neuroses. Toxic psychoses are discussed elsewhere, 
and the new chapter on postpartum psychoses isa 
discussion of the type of personality thought to be 
most susceptible and the possibilities of psychiatric 
prevention. The former chapter on Educational 
Therapy has become a more inclusive one, now 
called Therapeutic Activities. 

There will be full agreement with the authors’ 
statement that one of the most difficult and contro- 
versial problems of psychiatric nursing is the skilful 
management of acutely disturbed patients; nor need 
they apologize for special attention to this problem, 
since the book is quite largely concerned with neces- 
sary techniques. This chapter contains most useful 
illustrations of safe and effective methods of con- 
trol; but perhaps more useful still is the emphasis 
on methods of foreseeing and preventing the devel- 
opment of emergency situations. 

The final chapter, written by a male sociologist, is 
an attempt to show the role the public health nurse 
should play in the psychiatric field in the commu- 
nity, particularly in prevention. The author stresses 
the point that the public health nurse “should be 
able to recognize incipient psychiatric problems and 
to teach the principles of sound mental hygiene.” 

He indicates her functions in home, industry, 
school, and the armed forces: and emphasizes the 
nurse’s long and continuous relationship with the 
patient “from the time of prenatal existence and 


birth through the crises of life down to death.” 
She has much to do with laying the foundations of 
mental hygiene for babies and their mothers, He 
regrets therefore that so few public health nurses 
have had specialized psychiatric experience. It is 
unfortunately too true that is so. The psychological 
aspects of their work and specifically the subject of 
mental hygiene are not entirely neglected in the 
preparation of public health nurses, but few have 
had the vivid experience of actual contact with the 
mentally ill as they have with the physically ill. This 
is one of the results of an unsound system of nursing 
education, now in process of change. Basic prepa- 
ration for nursing should of course be general; it 
must consider equally the patient in the hospital and 
in the community at large, so it must make no arti- 
ficial distinction between the psychological and the 
physical aspects of that patient. 
N. D. Fmıer, B. A., R. N., 
School of Nursing, 
University of Toronto. 


Tue TECHNIQUE or PSYCHOTHERAPY. By Lewis R. 
Wolberg, M.D. (New York: Grune & Strat- 
ton, 1954. Price: $14.75.) 


Under the biography of the author of this book 
in the 1950 Biographical Directory of The Ameri- 
can Psychiatric Association one finds: “Publica- 
tions :— Technics of Psychotherapy’ (1950).” Ap- 
parently much more time was required in the 
writing and publication of this book than was origi- 
nally planned or else its concept was changed. 
Neither would be suprising considering the author’s 
purpose as stated in the Preface: “to delineate a 
basic sound structure of good psychotherapy.” 

The result of his efforts is a rather large but 
easily readable book of some 53 chapters plus a 
case history which comprehensively summarizes 
the whole field. The author’s eclectic approach is 
well exemplified in the first chapter. It is titled by 
a question (What Is Psychotherapy ?), states and 
discusses his answer (“a form of treatment for 
problems of an emotional nature in which a trained 
person deliberately establishes a professional rela- 
tionship with a patient with the object of remov- 
ing, modifying, or retarding existing symptoms, of 
mediating disturbed patterns of behavior and of 
promoting positive personality growth and de- 
velopment”), and then adds for comparison defi- 
nitions by 13 others. 

In the earlier part of the book the emphasis is 
on the general principles of psychotherapy, on the 
different “kinds” of psychotherapy, and on the 
strategy of the various phases of psychotherapy. 
The larger part of the book deals with the tactics 
of treatment. Both sections are useful. Few, if 
any, approaches are not considered; for example, 
under “supportive therapy” one finds such treat- 
ments as dianetics, shock therapies, and psycho- 
surgery. Drawing on his own clinical experience 
and that of his pupils, the author gives example 
after example of how specific situations and prob- 
lems may be handled.. This is done by well-chosen 
quotes of the patient and the therapist. There are 
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not many books written in this manner, which the 
beginning psychotherapist can read to learn a way 
of handling a problem, and which the more ex- 
perienced therapist can use for comparison. The 
tactical problems brought up for discussion are 
encylopediac. 

The author perhaps does not quite achieve his 
goal but in summarizing many of the ideas about 
the strategy and tactics of psychotherapy he has 
done a valuable job which anyone particularly inter- 
ested in psychotherapy will find useful He may 
not define "the" technique, but he delineates “a” 
technique. 

A bibliography, recommended reading list, and 
clinical forms are appended. 

The typeface and paper, although they make for 
ease of reading, also make the book cumbersomely 
large for lap reading. 

J. Martın Myers, M. D., 
Pennsylvania Hospital. 


Tur Roors or PsvcHoruemaPy. By Carl A. 
Whitaker, M. A., M. D., and Thomas P. 
Malone, M. A., Ph.D. (New York and To- 
ronto: Blakiston, 1953. Price: $4.50.) 


The preface of this book states that it proposes 
“a scientific formulation of the art of psychother- 
apy.” In so far as it is possible to make a science 
of an art, the authors have succeeded in a brilliant 
manner, 

They are bound by no rigid allegiance to any 
school of psychotherapy but it is obvious that the 
broad stream of their argument results from the 
joining of many tributaries—the largest from 
Freud but of little less importance also from Jung, 
Rank, Sullivan, Fromm-Reichmann, and Franz 
Alexander. 

One is immediately impressed that the authors 
accept the inherent dignity of the individual, 
whether patient or physician, yet they are not 
blinded to the human imperfection of each. Their 
emphasis is on what is “constructive” ; “positive” ; 
“well” in the patient. The emphasis is on synthesis 
rather than analysis; the present rather than the 
past. 

This attitude has broken through the chains 
of some psychiatric thinking which has been bound 
to a past where searching for origins was first nec- 
essary to form a basis for therapeutic operations. 
The emphasis on "psychotherapy"— the therapist" 
rather than on “psychoanalysis” or “the analyst" is 
a healthy omen. 

The unconscious is “not just a reservoir of pa- 
thology” but a “healthy segment (of the per- 
sonality) to be used productively and creatively.” 
. This book has excellent chapters on the “Biolog- 
ical Basis of Psychotherapy” and “Adaptation,” in 
which are stressed the natural thrust of life toward 
balance and health—the healing of any injury. This 
Potential of homeostasis becomes the keystone of 
their approach to psychotherapy. The psychiatrist, 
to quote, is “a catalyzer aiding in the emergence 
of the individual’s potential energy.” References 
to psychotherapy in terms of a catalyst abound in 


the book, yet the authors repeatedly state the im- 
portance of the therapist’s reacting deeply, respond- 
ing freely himself in the therapeutic procedure. 
Though this involves an obvious contradiction, one 
can appreciate the point of view of the authors who 
want to deemphasize the active, verbal participation 
of the therapist and stress the mute but powerful 
communications between therapist and patient which 
express themselves in things unsaid, but felt and 
responded to as in changes in muscular tension, or 
the tone, timbre, rhythm, etc., of voice. 

It is a relief to read of the therapeutic help avail- 
able in our culture rather than to be reminded again 
of the pathological miasma of our milieu. 

From Chapters VII through XV the authors dis- 
cuss the process of psychotherapy, from the point of 
view of the patient and the therapist both in inter- 
action as a mutual experience. Chapter X, “The 
Process of Psychotherapy” is a most fascinating 
one. Here therapy is perceived as divided into 3 
parts—the presymbolic phase, the symbolic phase, 
and the ending, and as clear an account as the re- 
viewer has ever read of what happens in any suc- 
cessful psychotherapy is given. In this chapter is 
brought out (and further developed in succeeding 
chapters entitled, “Anxiety and Psychotherapy,” 
“The Therapist as a Person,” “Patient-Vectors in 
the Therapist”) the problem of transference and 
counter-transference, its origins, expressions and 
its resolutions. Again the authors’ objectivity mixed 
properly with kindness and tolerance is well dis- 
played. 

Change and growth, as inherent capacities of life, 
are echoed throughout each chapter. Psychotherapy 
is emphasized as a maturing experience for the 
therapist as well as the patient. 

The last chapter “Some Techniques in Brief Psy- 
chotherapy” gives practical, usable suggestions to 
the therapist in his relationship to the patient. This 
chapter should prove valuable to anyone dealing 
with patients, whether physicians, social workers, 
psychologists, or religious workers. 

This is an important publication. It is in itself a 
piece of art as well as science, created by men of 
courage and integrity and above all by men who 
are real human beings. 

Donatp Hamaitton, M. D., 
The New York Hospital, 
White Plains, N. Y. 


Mopern CLINICAL Psycuiatry. Fourth Edition. By 
Arthur P. Noyes, M. D. (Philadelphia: W. B. 
Saunders, 1953. Price: $7.00.) 


Here is a comprehensive discussion of the various 
phases of psychiatry with few if any sectarian im- 
plications. More attention has been given to psy- 
chology, psychoanalysis, and such special fields as 
psychotherapy, psychosomatic conditions, and the 
current types of therapy. There is an admirable 
statement of the historical aspect of psychiatry with 
comments on the various outstanding figures in the 
development of that science. The classification of 
psychiatric disorders as officially adopted by The 
American Psychiatric Association is used. 
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A new format has been utilized, including 
changes in binding, page , etc., all of 
which are in keeping with the title, a credit both to 
the author and to the publisher. 

W. C. S. 


Tue Srupy or THE Brain. A Companion Text to 
the Stereoscopic Atlas of Neuroanatomy. By 
Hyman S. Rubinstein, M.D., Ph. D. (New 
York: Grune & Stratton, 1953.) 


This concise text “represents a course in func- 
tional neuroanatomy built around the dissection of 
the brain.” The author has made available his 
laboratory instructions and lecture notes as they 
have evolved in the course of 20 years of teaching 
experience. The presentation is therefore direct, 
logical, concise, and rounded out with functional and 
clinical considerations. To read the account of the 
pyramidal system or the hypothalamus is to ac- 
quire a grasp of the fundamentals of the anatomy, 
mechanism, and significance of these parts. 

Because the book is a companion text to the 
Stereoscopic Atlas of Newroanatomy by the same 
author there are relatively few illustrations and 
these are line drawings. The sketches of the 
stages in the dissection of the brain are the ex- 
planatory figures taken from the Atlas and are too 
small to be of value. The diagrams of pathways are 
nicely planned but tend to include too much. 

C. G. Surrg, M. D., 
Dept. of Anatomy, 
University of Toronto. 


Reappratsinc CRIME TmEATMENT. National Proba- 
tion and Parole Association Yearbook. Edited 
by Matthew Matlin. (New York: National 
Probation and Parole Association, 1953. Price: 
Cloth $2.00; Paper $1.50.) 


This volume, edited by Matthew Matlin, consists 
of a collection of papers presented at the 24th An- 
nual Conference of the National Probation and 
Parole Association, Cleveland, May 1953, and pa- 
pers presented at the Congress of Correction in 
"Toronto, October 1953. The various authors who 
have contributed are drawn from the ranks of 
active administrators, social caseworkers and other 
specialists in the fields of probation, parole and cor- 
rectional institutions. Such names as Walter C. 
Reckless, Sanford Bates, and Sherwood Norman 
are representative of the calibre of most of the 
contributors. 

The contributions cover an extreme range of 
material and although fairly representative of cur- 
rent opinion on the treatment and prevention of 
delinquency and crime, they presume a fairly inten- 
sive knowledge of the problems dealt with. The 
volume can therefore not be considered a text in 
these areas but rather a means of review for those 
actively engaged in this specialist field. 

The material presented is a description of the 
casework process directed toward probation and 
parole and some of the administrative aspects of 
the problem. Some of the articles are concerned 


with the prison and detention problem presented in 
dealing with the offender. A brief review is offered 
of legislation and court decisions relating to proba- 
tion and parole in various areas of the United 
States. The program and organization of the Na- 
tional Probation and Parole Association is also 
described. 

The publication should be of interest to active 
workers in these various fields, both in the case- 


. work area and those involved in administrative 


problems. A publication of this nature is to be 
recommended as a means of recording and creating 
ready access to the proceedings of such valuable 
scientific meetings. 
J. W. Arcueson, M. D., 
"Toronto Juvenile and Family Court, 
Toronto, Canada. 


WIEN Minos Go Wronc. By John Maurice 
Grimes, M.D. (New York: Devin-Adair, 
1954. Price: $3.50.) 


This book is a passionate inditement of the pres- 
ent state hospital system. “The attack is made with 
the firm conviction that our present system is wrong 
from almost every point of view conceivable.” The 
author devotes the greater part of his work to his 
attempt to prove this thesis. Indeed, psychiatry 
itself comes under his scathing rebuke. He refers 
to the official classification of mental disorders as a 
ponderous product of the profound cogitation of 
bigwigs of The American Psychiatric Association, 
It is described as a monstrosity, and the recent 
modification is an incomprehensible thing. Dr. 
Grimes himself is able to very simply diagnose and 
treat. He is quite certain that manic-depressive dis- 
order, schizophrenia, and psychoneurosis are merely 
reactions to failure. He is certain of psychiatric 
resistance to this concept “for such a simple ex- 
planation of the functional disorders makes their 
psychiatric knowledge and skill seem less im- 
portant, and it weakens their monopolistic hold on 
their lucrative mental patient practice. Indeed it 
makes immediately obsolete the new psychosurgery, 
which actually destroys brain substance, the more 
conservative shock therapy which merely gives the 
patient a series of epileptic fits, and the once fre- 
quent hypodermic injections which were often given 
just because the doctor did not know what else to 
do. And it even suggested that psychiatry, if it 
ever becomes effective, will have to be linked wit 
psychology and sociology, no knowledge of which 
is now required of those who treat our vast armies 
of mental patients." 

It is very unfortunate that Dr. Grimes intemper- 
ateness has interfered with his judgment. He un- 
doubtedly has an extensive and detailed knowledge 
of many state hospitals and the abuses which occur 
in them. Many of his observations and recommen- 
dations are undoubtedly penetrating and accurate. 
On the other hand much of this book is so obviously 
an oversimplification and a diatribe that it cannot 
be taken seriously by the professional. 

Joszez D. Suran, M. D., 
New York City: 
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THE OPERATIONAL MATRIX OF PSYCHIATRIC PRACTICE 


I. CONSISTENCY AND VARIABILITY IN INTERVIEW IMPRESSIONS OF 
DIFFERENT PsyCHIATRISTS * 


G. N. RAINES, M. D., PortsmoutH, Va. AND J. H. ROHRER, PH. D., New OxLEANS, LA. 


It is a common observation that psychi- 
atrists frequently differ among themselves in 
their professional impressions of an indi- 
vidual or group of individuals. These differ- 
ences in opinions are reflected in variations 
in diagnoses, prognoses, and treatment pro- 
cedures, Variability between psychiatrists 
in psychiatric impressions of the same pa- 
tient have been attributed to differences in 
training and clinical experience(1), failure 
of communication brought about by the use 
of different nomenclatures(7) and defini- 
tions(8), and differential social stimulation 
value of the various psychiatrists which 
elicits different reaction patterns from the 
same patient(1). The personality dynamics 
of the psychiatrist himself has been stressed 
by many as a cause for his greater sensitivity 
to certain facets of the patient’s personality 
and a greater perceptual distortion of other 
facets. 

Because of the general importance of psy- 
chiatric diagnosis and prognosis, particularly 
in the armed forces, the Neuropsychiatry 
Branch, Bureau of Medicine and Surgery, 
U. S. Navy, has sponsored a number of inves- 
tigations into psychiatric selection proce- 
dures and methodology. In observing and 
participating in these, the impression has 
been gained that variability in interview im- 
pressions of different psychiatrists may well 
be the keystone of the selection structure. 
An attempt has been made to apply the sta- 
tistical methods of “objective” science to this 
baffling problem and the many questions it 
poses; the results will be presented in this 
and several papers to follow. 

Four questions emerged early: (1) Are 


1 Statistical analyses reported herein were made 
under ONR Contract N7 onr 43404, T. O. #4, be- 
tween the Office of Naval Research and Tulane 
University. The authors express their thanks to 
Dr. E. L. Hoffmann for his assistance in making 
those analyses. The opinions expressed herein are 
the authors’ and do not necessarily reflect the 
Opinions of the Department of the Navy. 


there any systematic patterns of individual 
variation that occur in psychiatric impres- 
sions? (2) If variations do exist, how do 
they influence the validity of diagnostic and 
prognostic statements? (3) If systematic 
variations exist, to what can they be at- 
tributed? (4) Can statistical methods be 
applied successfully to such a complicated 
clinical problem? 

The present paper is a report of an inves- 
tigation of questions 1, 2 and 4, plus a tenta- 
tive hypothesis, suggested by the collected 
data, bearing on question 3. Subsequent 
reports will test the hypothesis with varying 
statistical approaches, 


METHOD AND PROCEDURE 


General Background.—Since 1949 the Marine 
Corps Schools, Quantico, Virginia, have conducted 
a 4-week screening course to select men for com- 
missioning in the Marine Corps from candidates 
recommended by their respective Commanding Offi- 
cers. The candidates were a relatively homogeneous 
group. The details of the procedures and some of 
the results are to be found elsewhere(9) and will 
only be outlined here. 

During the 4-week course, the candidates were 
organized into platoons of about 45 men each, and 
the platoons into sections of about 15 men each, 
The line officers in charge of each section, together 
with the line officers in charge of the platoon and 
the company, observed each candidate in a wide 
variety of test situations designed to simulate 
known service situations. On the basis of these 
observations, 4 line officers assessed each of the 
candidates in relation to the other candidates in his 
platoon, and from these evaluations a rank order- 
ing of the candidates was derived. The rational 
basis for this procedure is clear: a work sample 
provides the basis for making predictions about 
subsequent behavior in similar situations. 

Quite apart from this evaluation by line officers 
was the portion of the assessment program con- 
ducted by the Neuropsychiatry Branch. In this 
portion, which required approximately 27 hours 
per candidate, extensive and detailed data were 
gathered on each man, These data formed the basis 
for evaluation of the candidates, but were not used 
in the final selection of the candidates for commis- 
sioning; rather, the data were collected to ascer- 
tain the contributions that this material could make 
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to the prediction of long-term effectiveness of the 
candidates. M 

Psychiatric Assessment Staff—The psychiatric 
‘assessments were made by navy medical personnel 
taken from regular duty as psychiatrists at various 
navy installations in the eastern part of the United 
States. As demonstrated in Table 1, they had con- 
siderable experience in navy psychiatry; a billet 
routinely involving assessment work. All the psy- 
chiatrists had worked together previously on assess- 
ment teams. Just prior to the beginning of each of 
the 2 assessment periods, in which data reported 
herein were gathered, a 2-hour briefing session was 
held in which definitions and meanings of evalua- 
tion terms and procedures were discussed. Five 
of the psychiatrists participated in both assessment 
periods. 

Evaluation Procedures—The data for this re- 
port were collected at 2 assessment periods, 5 weeks 
apart, each lasting 5 days. An individual psychi- 
atric interview, which lasted approximately 20 
minutes, was conducted with each candidate. Just 
prior to being interviewed the candidate filled out 
a personal history form which requested pertinent 
details about the developmental, motivational, emo- 
tional, and social backgrounds of the candidate. 
This personal history was taken to the psychiatrist 
at the time of the interview and was scanned before 
the interview was opened. The candidates assessed 
were assigned at random to the psychiatrists. Fol- 
lowing each interview the psychiatrist filled out a 
psychiatric evaluation form on the man. Fig. 1 is 
a reproduction of the form used. The scale at the 
top was checked by the psychiatrist to indicate his 
impression of the probable success of the candidate 
as a marine officer. Some criticism of the use of 
the form was expressed, but each psychiatrist 
agreed that it would be possible to make at least 
a “best guess” evaluation of the candidate in terms 
of the information requested. Thus it was assured 
that an opinion or rating was expressed by all psy- 
chiatrists on the categories included in the form. 
The data recorded on the forms were evaluated by 
2 independent methods. 


TABLE 1 


PROFESSIONAL TRAINING AND EXPERIENCE 
BACKGROUND OF PSYCHIATRISTS 
(AT TIME or EXPERIMENT) 


E i N i 

E $ d LP ni n 

3 8 opg Bee ORS xil 

2 e REC si „ TER 

8 88 gti SGR Saz REB 
5 4 3 No 
vé 3 2 No 
5 3 2 No 
6 5 5 Eligible 
9 8 7 Yes 

12 9 8 Yes 

4 3 I No 
4 3 3 No 
4 3 I No 


* Participated in 2 assessment periods. 
** Did not participate in reliability portion of study. 
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Random Assignment Method.—The first method 
was to correlate the psychiatrist's impression of the 
probable success of the candidates as marine offi- 
cers with the lineal ranking of the candidate made 
by the marine line officers conducting the course. 
These rankings served as a “criterion” for evalu- 
ating the “probable success” rankings made by the 
psychiatrists. 

A second method to evaluate the data on the 
psychiatric evaluation form was as follows: (1) 
The percentage of assignments to each personality 
classification was calculated for all psychiatrists; 
(2) The percentage of assignments to each per- 
sonality classification was calculated for each psy- 
chiatrist; (3) The summed classifications for each 
psychiatrist were superimposed graphically on the 
average of the summed classifications for the group. 

The rationale for random assignment of the 
candidates to psychiatrists, utilized in this proce- 
dure, involved the assumption that the candidate 
population would be divided between psychiatrists 
in such a manner that each would see (within 
sampling error) an equal number of subjects show- 
ing the same predominant personality types. Pro- 
viding this assumption was tenable, each psychi- 
atrist was expected to report the same pattern of 
distribution of personality types as observed by the 
psychiatric group as a whole. If systematic patterns 
of variation between psychiatrists did exist, the in- 
dividual and group distributions would differ. 

Re-interview Method. During one assessment 
period, 124 officer candidates were given a second 
psychiatric interview. These men were assigned at 
random to the psychiatrists with the restriction that 
no psychiatrist should interview the same candi- 
date a second time. Thus 2 independent psychiatric 
evaluations were available on each 124 men. 

The over-all ratings of “probable success as an 
officer” were evaluated by correlating the ratings. 
The checked data on dominant personality type 
were evaluated by contrasting the frequency with 
which a given psychiatrist had checked each cate- 
gory for the group of men he had seen ("observed 
frequency”) with the average pooled frequencies 
with which those categories were used by the other 
psychiatrists who had seen the same men (“ex- 
pected frequency”). A similar analysis was made 
of the data indicating the most dominant (ie, 
checked 1) defense mechanisms. 

The “brief subjective summary” paragraphs were 
analyzed by use of “content analysis” techniques (5, 
6). Twenty-one categories were used.? 

The 248 evaluation sheet summaries coded were 
evaluated in the same manner as the checked cate- 
gory data; ie. the frequency with which a given 
psychiatrist had used each category was graphically 
contrasted with the average frequency of use by 
the other psychiatrists who had seen the same men. 

Finally, a reliability check was made on the con- 
sistency of content coding by drawing, at random, 
25 of the summaries and independently recoding 
them 2 weeks following the original coding. 


2 The categories and method of scoring are avail- 
able from the authors on request. 
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“DESCRIPTIVE CATEGORY SCALES 


Check dominant personality Check in order of frequency used, three STRESS SCALE (check one) 


max. Stress max. assets 
min, liabilities 


dominant mechanisms utilized (1,2,3) 


type 
1. REPRESSION 
1.1 partial repression 
1.2 disturbed interpersonal relations 


1. anxiety 
1.3 secretiveness max, stress max, assets 
1.4 taboos and scruples mod, liabilities 
2. hysteria 1.5 indecision 
2. ESCAPE max, assets 
* 2.1 phobia max, liabilities 
3. obsessive 2:2 regression 


2.3 flight to fantasy 
2.4 hyperactivity 


4. psychopathic 2.5 flight to reality 


— 
3. DISGUISE 
5. cyclothymic —— —— 3.1 displacement mod. liabilities 
3.2 introjection 
3.3 projection mod, stress max, assets 
6. schizoid 2 3.4 aggression max, liabilities 
3.9 character defense-narcissism, 
masochism, etc. max assets 
7. paranoid 3.6 rationalization min. liabilities 
4. MODIFICATION 
5 max, assets 
8. other? ZERUAN 111 mod. liabilities 


4.3 compensation 
, 5: TESTING REALITY 


6. PAYING A PENALTY 
6.1 restitution 


7. AUTOEROTISM 
7.1 masturbation 


Fig. 1A reproduction of the psychiatric evaluation form used in this study. 


specify 


mod, stress max, assets 
min. liabilities ' 


. stress max. assets 


max, assets 
max, liabilities 
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RESULTS 


The identification of the type and number 
of contributions which psychiatrists can 
make to the successful assessment of person- 
nel was one goal of this assessment research 
program. It has been well documented (2, 3, 
4, 10, 11) that the psychiatrist makes signifi- 
cant contributions to effective selection from 
a draft population. The contributions that 
the psychiatrist can make to the far more 
difficult and subtle problem of identifying 
potential officer leaders in a group of care- 
fully selected, outstanding enlisted men has 
been less well documented. Theoretically, 
at least, the psychiatrist should be able to 
make a distinct contribution to these pro- 
grams as well. He is evaluating an indi- 
vidual who is functioning in an interpersonal 
situation. There, aspects of the candidate’s 
personality structure and their dynamic im- 
plications for present and future behavior are 
considered from the unique point of view 
provided by psychiatric training, and this 
information is synthesized to emerge as the 
“impression” of the psychiatrist. 

Psychiatric-Line Officer Comparison.— 
One way used in the present study to evalu- 
ate the contributions made by psychiatrists to 
successful officer assessment was to corre- 
late the psychiatrist’s “over-all” ratings of 
probable officer success with the following 
“criterion” measures: (1) Independent es- 
timates of probable success made by the 
training line officers at the conclusion of the 
assessment course; (2) evaluations made by 
each candidate (peer ratings) of the prob- 
able officer success of the other candidates 
in his platoon; (3) rank ordering of suc- 
cessful candidates at the end of a 6- month 
officer basic training course. 

Figure 2 presents a bar graph distribution 
of the percentage of total over-all ratings, 
assigned each rating category, by each psy- 
chiatrist. It will be noted that each psychi- 
atrist tended to have his own individual 


8 The ideal criterion against which to evaluate 
the psychiatric impression would be the actual per- 
formance of the men in the status position of 
“officer.” Research is being sponsored by the 
Neuropsychiatry Branch, Bureau of Medicine and 
Surgery, U. S. Navy, designed to evaluate these 
psychiatric impressions against carefully collected 
officer performance data on these men. 
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frame of reference for judging the range of 
“officer potential” present among the candi- 
dates they saw. Psychiatrist C, for example, 
anchored his ratings in categories “1” and 
“4,” with the preponderance of ratings fall- 
ing in category “3.” Psychiatrist A, in con- 
trast, distributed his ratings throughout the 
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* Fic. 3.— Distribution of combined ratings by 
psychiatrists of probable officer success. 


range of from “1” to “5,” with the tendency 
for the majority of his ratings to be average 
or above. Appropriate statistical tests showed 
that the chances were less than one in 100 
that the distributions of ratings, in Fig. 2, 
were from a common population of ratings, 
i.e., ratings on comparable groups by psychi- 
atrists all using comparable criteria. Thus, 
these graphs demonstrate the role of indi- 
vidual differences among psychiatrists in 
lowering the interpsychiatrist reliability of 
psychiatric impressions. 

Figure 3 demonstrates that the combined 
ratings for all psychiatrists are distributed 
in a symmetrical manner, thus permitting the 
use of correlational analysis to evaluate the 
degree of agreement with the line officer rat- 
ings. The graph in Fig. 3 labeled "corrected 
ratings" is one in which the distribution 
takes into account the number of men seen 
by each psychiatrist. 

Table 2 presents the result of the correla- 
lational analysis. All of the coefficients are 
positive and statistically significant. It will 
be observed that a much higher agreement 


TABLE 2 


INTERCORRELATIONS Horb BETWEEN THE Psy- 
CHIATRIC "OvER-ALL" EVALUATION or CANDI- 
DATES AND OTHER CRITERION MEASURES OF 
Canpiwate Fitness (N = 886) 


Line Peer Final 

officer ("buddy") class 

rating rating standing 
Psychiatric evaluation.. 0.30 0.33 0.34 
Line officer rating... 0.67 0.86 
Peek eins MN Lm 0.76 
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held between the line officers and the peer 
ratings than held between either of those 
ratings and the psychiatrists' ratings. At least 
two different factors may account for this 
result: (1) the line officers judged the men 


against a perspective of officer duties and re- 


sponsibilities which was different from the 
perspective used by the psychiatrist; or, 
(2) the psychiatrists were perceiving aspects 
of the candidates' personality structure which 
were not perceived by the line officers. From 
the data at hand it is not possible to state 
which of these 2 possibilities were operating, 
although it is probable that both were in- 
volved. The performance follow-up data 
should provide information to clarify this 
point. The finding of this analysis that psy- 
chiatrists, on the basis of a 20-minute inter- 
view, do identify officer leadership potential 
in an homogeneous group of “normal” su- 
perior adult men has significance in its own 
right since it establishes the statistical va- 
lidity of the psychiatric impression for evalu- 
ating superior “normal” adults. 
Psychiatrist-Psychiatrist Comparison: 
Random Assignment Method.—To provide 
information on the degree to which different 
psychiatrists were in agreement on the dis- 
tribution of dominant personality types in 
the candidate population assessed, an analy- 
sis was made of that portion of the data. The 
results are summarized in Fig. 4 and Table 3. 
Tn Fig. 4 the data are presented separately 
for each psychiatrist, for each assessment 
period. The white bars indicate the per- 
centage of the total ratings assigned to each 
personality type by a given psychiatrist. The 
stippled portions of the graphs represent the 
average percentage of the total ratings as- 
signed by all other psychiatrists working on 
the assessment team. Figure 4 clearly 
demonstrates that each psychiatrist was ob- 
serving different dominant personality types 
in the group of men he observed, but all had 
a greater percentage in the "compulsive" 
category than in any other single category. 
Psychiatrist A checked "anxiety" as the 
dominant type with greater frequency than 
did the rest of the team; Psychiatrists B and 
D checked “schizoid,” “paranoid” and 
“other” with greater frequency, and so 
forth. Figure 4 also demonstrates that the 
diagnostic differences were stable over time, 
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IN EACH 


OTHER 


RIGHT BAR IS JUNE GROUP 
DOT PATTERN IS AVERAGE OF ALL PSYCHIATRISTS 
Fic. 4—Distribution of individual psychiatrist’s personality type ratings made during the 
“random assignment” period they participated in. 


i.e., were observed in both the May and June 
assessment periods. At least 2 hypotheses 
are suggested by the data presented in Fig. 
4: (1) The assignment of candidates to psy- 
chiatrists resulted in a distribution, by per- 
sonality type, with unusual probabilities such 
that Psychiatrist A had assigned to him more 
candidates who, in fact, were “anxiety” 
types, Psychiatrists B and D were assigned 
more candidates who were “schizoid” or 
“paranoid” and so forth; or, (2) that the 


evaluation form was serving as a “projective 
device" and the observed differences 1 
flected significant aspects of the psychiatrist $ 
operating frame of reference, including his 
own psychodynamic structure. In order to 
test the first hypothesis, 124 men were inter- 
viewed a second time by different psychi- 
atrists. 

Re-interview Method. There were 7 555 
chiatrists who took part in this portion o 
the study. The possibility that the first inter- 
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TABLE 3 
SHOWING THE FREQUENCY WITH WHICH EACH PSYCHIATRIST CHECKED THE VARIOUS 
PERSONALITY TYPES AND THE AVERAGE RATING ON “OFFICER POTENTIAL" 
For EAcH TvrE* 
Personality type Totals 
B = 8.2 3 4 3 Baa M 
50 VVV Ek BBR ag 
a )) y ERT Be 
A Urdu edes 31 4 30 6 0 9 3 1 84 
Ave. rating 3.32 2.25 3.47 3.50 0 1.67 2.33 3.00 3.12 
B Reds... 9 2 47 0 3 46 24 35 166 
Ave. rating 2.67 2.00 3.17 0 3.33 2.41 2.54 2.06 2.60 
eg, 1 27 82 I 8 14 0 10 143 
Ave. rating 2.00 3.04 3.05 2,00 3.25 2.21 0 2.70 2.94 
eee 13 I 19 I 6 23 9 14 86 
Ave. rating 2.15 1.00 3.37 0 2.67 1.78 2.11 2.14 2.31 
E Fred. 8 3 111 2 3 17 8 12 164 
Ave. rating 2.38 2.33 3.01 2.50 2.67 2.29 2.25 2.17 2.78 
R 3 1 21 2 6 3 0 5 41 
Ave. rating .. 3.00 4.00 2.01 1.00 2.50 2.00 0 1.60 2.56 
he, 3 I I 28 2 4 3 7 9 55 
Ave. rating .. 200 200 279 2.00 325 2.00 2.14 2.22 2.55 
A E a a vias sce 3 4 18 4 2 9 15 I 56 
Ave. rating .. 2.67 3.00 3.56 2.00 3.00 2.78 1.03 3.00 2.77 
Ines! 3 1 38 7 2 9 b 14 79 
Ave. rating .. 2.67 3.00 3.24 1.86 250 2.22 2.40 2.07 2.70 
Total by type..... 72 44 304 25 34 133 71 IOI 874 
Total ave. rating.. 2.82 2.82 3.12 2.20 2.91 2.21 2.27 2.16 2.73 


* (Range of Rating Scale: 


view might influence the candidate’s be- 
havior in the second interview was not a 
source of error in the evaluation of the psy- 
chiatrists, since the data were pooled for 
first and second interviews for each psychi- 
atrist and for the group of psychiatrists with 
whom each was compared, thus cancelling 
out this possible source of error. 

The correlation between “probable offi- 
cer success” ratings made on each of 124 
men by different pairs of psychiatrists was 
15, a correlation not significantly different 
from zero.* 

Figure 5 graphically presents an algebraic 


This finding raises an interesting point in rela- 
tion to the theory of measurement in that the 
validity coefficient (r between psychiatrist and line 
officer) is significantly higher than the reliability 
coefficient (r between psychiatrists). A technical 
explanation of the way the obtained validity can, 
in fact, be higher than the obtained reliability is 
beyond the scope of this paper. The explanation is 
to be found in the size of the sample drawn from 
a population of psychiatrists. 


o= unacceptable; 5 = outstanding). 


matrix showing the degree of difference in 
the opinions of the different psychiatrists, It 
will be seen that Psychiatrists C, D, and G 
accounted for most of the variance difference, 
i.e., the correlation would have been much 
higher if the data on only Psychiatrists A, B, 
E and F had been used. 

Figure 6 presents the frequencies with 
which each personality type category was 
checked by each psychiatrist. Again, the 
white bar (i.e., “observed frequency") indi- 
cates the frequency with which a given 
psychiatrist used a given personality type 
category, and the stippled portions (i. e, ex- 
pected frequency”) represent the frequency 
with which the other psychiatrists, who 
interviewed the same men, checked the cate- 
gory. It will be noted that the same charac- 
teristic variations between psychiatrists oc- 
curred as was observed in Fig. 4, e.g., the 
tendency of Psychiatrist A to see more 
anxiety in the candidates than did the rest 
of the psychiatrists. On the basis of the data 


728 


DEGREE OF AGREEMENT BETWEEN 
VARIOUS PSYCHIATRISTS 


ONE RATING UNIT DIFFERENCE 


Fic. 5—An algebraically derived matrix indicat- 
ing the degree of agreement between psychiatrists 
who interview the same men. 


presented in Fig. 6, it is justifiable to reject 
the hypothesis that the difference observed 
in the “random assignment” evaluation was 
due to an unusual distribution of candidates 
to psychiatrists. 

This leaves us with the alternate hypothe- 
sis, i. e., that the evaluation form serves as a 
“projective device" and the observed differ- 
ences reflect significant aspects of the psychi- 
atrists’ personalities. In an attempt to explore 
this hypothesis, an analysis was made of the 
frequency with which the different psychia- 
trists checked the "dominant mechanisms" 
reported in the interview-reinterview data. 
The results of that analysis are presented in 
Fig. 7. 

Again, it will be seen that each psychiatrist 
had his own preferred mechanisms, as judged 
against the pooled judgments of the other 
psychiatrists. If the "projection" hypothesis 
is tenable, it follows that the psychiatrist 
would not only project his own unique “per- 
sonality type" concerns and values, but also 
reveal the mechanisms typically utilized as 
defenses. 
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As mentioned earlier, some resistance by 
the psychiatrists to the use of the evaluation 
form was observed. Evaluation forms do re- 
quire definite commitments to diagnostic 
categories. They are constructed specifically 
for categorizing, and do not reflect the nu- 
ances of interpersonal transactions typical of 
human personality. An hypothesis may be 
offered to the effect that the differences ob- 
served in Figs. 4, 6, and 7, are, in some way, 
a function of the format of the evaluation 
form. To test this hypothesis a content 
analysis was run on the brief clinical sum- 
maries written by each psychiatrist on each 
candidate seen in the interview-reinterview 
portion of the study. Four personality types 


were mentioned in the summaries with suffi- ` 


cient frequency to justify their evaluation. 
The distribution of those frequencies are 
shown in Fig. 8. The basis of comparison 
used is the same as used for Fig. 6 and 
7. Generally the results are the same as 
those previously observed in the evaluation 
form data, with 3 exceptions worth noting. 
(1) there was a lower frequency of use of 
diagnostic terms in the clinical summaries 
than there was on the evaluation form, a re- 
sult to be expected but still worth mention- 
ing, since it explicitly demonstrates that the 
clinical summaries are more diffuse and ob- 
scure with respect to precise diagnosis; (2) 
in the clinical summaries, Psychiatrists B 
and C exhibited a relatively greater fre- 
quency in 2 categories; paranoid-schizoid for 
B, anxiety for C. These same 2 psychiatrists 
were markedly higher than the others in the 
frequency with which they checked “dis- 
guise” as a defense mechanism—apparently 
the less “structured” clinical summary makes 
for greater difficulty in disguising significant 
personality tendencies. (3) Psychiatrists D, 
E, and F had a marked reduction in the 
frequency with which they used diagnostic 
categories in the clinical summaries; F was 
outstanding in this respect. It was also Psy- 
chiatrists D, E, and F who had a markedly 
higher frequency of reporting the use of “re- 
pression" as a dominant defense mecha- 


5A check was made on the consistency with 
which the categories could be identified from the 
context by the coder. An agreement of ninety-on€ 
per cent was obtained on a ten per cent sample 
the summaries independently coded after a pet 
of two weeks. 
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who interviewed the same men, 
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Fic. 7.—The amount of agreement on rated dominant defense mechanisms diagnoses between 
psychiatrists who interviewed the same men. 
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PERCENTAGE OF OBSERVED AND EXPECTED FREQUENCIES 
OF MENTION OF PERSONALITY TYPES IN CLINICAL SUMMARY 
BY PSYCHIATRISTS ON RELIABILITY STUDY 
“ANXIETY OBSESSIVE SCHIZOID — - PARANOID 
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Fic. 8— The amount of agreement expressed in the clinical summaries between psychiatrists 
who interviewed the same men. 


132. 


nism—apparently the less “structured” clini- 
cal summaries permit repression to occur 
more easily. 


Discussion 


The results of this study support a “pro- 
jection” hypothesis to account for the vari- 
ance between psychiatrists observed here; 
that is, that one of the major variables re- 
sponsible for variation between psychiatrists 
in impressions of patients is the differing 
personalities of the psychiatrists themselves. 
The type of clinical experience of the psy- 
chiatrists in this study was homogeneous 
enough to make doubtful that the observed 
differences could be attributed to this factor. 
Moreover, the professional structure within 
which they were working (Naval Neuro- 
psychiatry) is one in which informal in- 
service training has been aimed explicitly at 
developing a common frame of reference 
within which to view psychiatric practice. 
This latter fact, plus the overt agreement 
reached in the discussion of meanings of 
diagnostic categories and terms, argue 
against attributing the observed differences 
to this variable. 

Inspection of Fig. 5, in conjunction with 
Table 1, reveals that length of experience in 
psychiatry, and length of experience in Navy 
psychiatry, are not major factors in the vari- 
ance between psychiatrists in this study. 
Psychiatrist A, with 4 years total and 3 years 
Navy experience, is in closer agreement with 
E (8 years total, 7 years Navy) than E is 
with F (9 years total, 8 years Navy). Psy- 
chiatrist B (3 years total, 2 years Navy) is 
in closer agreement with F than is A; D, 
third in length of experience after E and P, 
is farthest from agreement with his 2 immedi- 
ate seniors than any other member of the 
group. These facts argue against length of 
time in the specialty as a major variable to be 
considered here. 

A. study of Table 3 in conjunction with 
Fig. 2, 4, 6, and 8 is most suggestive. Psy- 
chiatrist 4, for example, sees much more 
anxiety in his candidates than the average 
psychiatrist. At the same time, he places a 
higher rating on anxiety than his total aver- 
age rating (Table 3). He also places a 
premium value on obsessive traits, and his 
highest value on psychopathic personalities, 
of which, again, he sees more than the aver- 
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.age. Psychiatrist B, who sees more than the 


average schizoid and paranoid personalities, 
does not think well of either, and grades 
them below his average rating. It thus seems 


clear that the psychiatric decision involves 


not only the psychiatrist's emotional prob- 
lems and defenses, but also his entire value 
system and probably his self-image. 

Leaving the empirical data for a moment, 
and approaching the "projection" hypothesis 
from a theoretical point of view, it is that 
very hypothesis which forms the basic core 
of postulates in the theory behind psychiatric 
therapy. Theseare: That the patient brings 
to the therapeutic situation a unique per- 
sonality which has evolved from the trans- 
actional experiences he has had throughout 
his life span ; that this experience-determined 
structure produces characteristic ways of 
interreacting with others; that the effects of 
the transactional experiences form a frame 
of reference within which the patient orients 
his perceptions, cognitions, and motivational 
strivings. It follows logically that the psychi- 
atrist can perceive a patient only in terms 
of the frame of reference which his own per- 
sonality provides. While his verbalized 
evaluation may limit itself to the personality 
characteristics of which he is aware in him- 
self, the total evaluation will include those 
personality characteristics operating in the 
psychiatrist at an unconscious level. The 
data presented above support this theoretical 
conclusion. 

This conclusion should not be thought of 
as justifying the additional conclusion that 
the psychiatric interview lacks validity in 
that psychiatrists cannot agree on diagnostic 
categories. As noted previously, the psychi- 
atrists did agree that the homogeneous 
highly selected group of candidates tended 
to be of a compulsive type and their evalua- 
tion of “officer potential," based solely on a 
20-minute psychiatric interview, was signifi- 
cantly correlated with independent estimates 
made by line officers who had made intensive 
observations of the men over a period of 4 
weeks. The “projection” hypothesis does 
have implications for psychiatric training 
programs in that it points to an important 
dimension which must be considered if the 
field of psychiatry is to move on to scientific 
maturity. 
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I. A group of experienced psychiatrists 
interviewed, for 20 minutes each, 886 highly 


selected officer candidates. On the basis of 


the information gained in the interview, they 
estimated the probable success of each candi- 
date in the position of Junior Combat Offi- 
cer, They also made judgments on each man 
of his dominant personality type and his 
typical defense mechanisms utilized. 

2. The psychiatrists’ judgments of prob- 
able officer success correlated, at a. statisti- 
cally significant level, with the independent 
judgments of line officers who made exten- 
sive observations of the candidates over a 
4-week period. This finding makes tenable 
the conclusion that the psychiatric interview 
can be used to identify potential officer 
leaders in a group of carefully selected, 
homogeneous, intellectually superior, adult 
men. 

3. Data were presented demonstrating 
that the group of psychiatrists showed sig- 
nificant differences in the frequency with 
which they observed different personality 
types in random samples drawn from the 886 


‘men and, also, that different psychiatrists 


tended to see different personality traits in 
the same man. 

4. A tentative hypothesis is offered as the 
best explanation of the differences reported 
in the paragraph above. Briefly, this hy- 
pothesis states that the differences observed 
in the diagnostic judgments of psychiatrists 
result from differing frames of reference 
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which are deriyed from the transactional life 
experiences of the psychiatrists. This results 
in a greater sensitivity on the part of the 
psychiatrist for certain facets of the patient’s 
personality structure, and a greater percep- 
tual distortion on the part of the psychiatrist 
to other facets of the patient’s personality 
structure. Once perceived, correctly or dis- 
tortedly, each item is subjected to the psy- 
chiatrist’s value system. 

5. Further tentative tests of the “projec- 
tion” hypothesis are underway. A study de- 
signed to make a more crucial test of the 
hypothesis will be reported. 
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CLINICAL ASPECTS OF COMBINED PSYCHIATRIC TREATMENTS 
DESIRE ANNAU, M. D., Marcy, N. Y. 


There is a growing trend of scepticism 
toward the efficacy of methods in psychiatric 
treatment. Hoch(1) edited the discussions 
of the 37th meeting of the Psychopathologi- 
cal Association, under the title Failures in 
Psychiatric Treatment. Zubin(2) demands 
selected treatment and control groups to 
evaluate the therapeutic results. Similar crit- 
ical reviews are numerous, declaring one or 
the other method of treatment as useless, or 
of only palliative and ephemeral value. 
Bourne(3) went so far as to speak of The 
Insulin Myth,” saying that “the evidence for 
the value of insulin treatment is unconvinc- 
ing.” He believes that electroconvulsive 
treatment is of equal, or even greater value. 

On the other hand, there are several 
optimistic reports. The “Stockton Project” 
(4) proved, without doubt, that an “inten- 
sive, multilateral approach” can be a potent 
factor in the rehabilitation of increasing 
numbers of the so-called chronic patient. 
Bond(5) made a thorough evaluation of the 
improvement and recovery rate of patients 
of the pre- and shock-treatment period. He 
reports favorable results for the latter, even 
in the critical 5-year perspective. 

When comparing these contradictory 
opinions, one has to consider the sources of 
the material evaluated, the statistical methods 
used, the therapeutic methods applied, 
whether short or long-term evaluation was 
made, and last but not least, what diagnostic 
criteria were followed and what improve- 
ment-rating system served to measure the 
results. 

According to country-wide statistics, about 
97% of the hospitalized mental patients are 
treated in state institutions. It is a well- 
known fact, recognized even by politicians 
(6), that most of the state mental hospitals 
are badly overcrowded, understaffed, and far 
below the modest standards of the A. P. A. 
(7). Another even more important fact is 
that the senior members of state hospital 
staffs, having ample experience and qualifica- 
tions, are greatly overburdened by admin- 
istrative duties. Thus, therapeutic activities 
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are carried out by the junior staff members 
with little psychiatric training, familiar with 
only the superficial technicalities of thera- 
peutic methods. 

The statistical methods used are usually 
rather crude. Calculations are made on suc- 
cessive cases, fresh and old, acute and 
chronic, mixed together. This fourfold evalu- 
ation of every case is of prime importance 
when considering therapeutic measures and 
results. (By “fresh” cases we mean a recent 
and first psychotic episode in a “normal” 
prepsychotic personality; by “old,” insidious 
onset in a peculiar personality, characterized 
by shyness, asocial habits, hypomanic or de- 
pressive moods, obsessive-compulsive traits, 
paranoid attitudes, etc. “Acute” means the 
sudden onset of a psychotic episode, relapse 
after a previous attack, or an exacerbation 
of a psychotic state, all with predominantly 
emotional coloring. “Chronic” signifies stabi- 
lized or gradually progressing psychoses of 
the disturbed or apathetic type.) The number 
and frequency of therapeutic applications 3$ 
often disregarded. Additional therapeutic 
measures, such as the handling of the hospital 
environment, psychotherapeutic, group or 
individual approach, sedatives or other medi- 
cations, are left out of the statistical evalua- 
tion. 

The therapeutic methods are chosen 
mostly by convenience and availability, wi 
only arbitrary timing, once, twice, or three 
times weekly, in series of 20, or indefinitely. 
The “maintenance treatment" often is mis- 
used—without any system. A 

It is true that we are still far from being 
able to make exact indications for the proper 
therapeutic measures in individual cases, but 
there is already a rich body of experience 
indicating a certain selectivity of our thera- 
peutic possibilities. Observations and evalua- 
tions of all the facts known about the ther" 
peutic methods and the individual patients 
eventually will help us to come nearer to the 
proper indication. 

Ratings of therapeutic results are made 
usually a short time after the termination 
of the treatment. Improved patients are iS 
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charged, often into the environment which 
made them sick.“ The improved, who are 
not as yet ready for discharge (similar to 
the unimproved), are transferred to a 
“chronic ward,” where the general thera- 
peutic atmosphere is quite different. In all 
instances, the patient is soon beyond the 
therapist’s reach. In retrospective, long-term 
evaluation, too many patients are lost. 

The diagnostic criteria are still very dis- 
similar, constantly changing and varying 
from one hospital to another. The diagnosis 
of schizophrenia is in the course of increasing 
inflation. 

Improvement ratings are made very super- 
ficially, the behavior aspect being the most 
common one. The question of insight is very 
difficult to evaluate in patients deeply 
disturbed upon admission, or after convulsive 
treatment, because of the memory impair- 
ment concerning their psychotic episode. 
There is no time for full evaluation, as for 
instance in the Malamud-Sand rating scale, 
and the junior staff members are unable to 
answer respective questions. 

In private sanatoria, and in research insti- 
tutions, where optimum conditions prevail, 
there is usually a selected type of patient, not 
representative of the mental hospital popu- 
lation in general. In the former, the thera- 
peutic methods are chosen to comply with 
the patient’s or his relatives’ wishes; in the 
latter, they are selected for purposes of re- 
search, 

This brief enumeration of only a few of 
the shortcomings in the evaluation of thera- 
peutic results should suffice to show how 
difficult it is to get a clear picture of the 
efficacy of psychiatric therapies. 

Of course, the greatest handicap is that we 
know nothing about the etiology of so-called 
functional psychoses, and very little about the 
action-mechanism of our therapeutic meth- 
ods. In pessimistic reports, this factor is par- 
ticularly emphasized. As Kalinowsky(8) 
puts it: “We can only say that we are treat- 
ing empirically disorders whose etiology is 
unknown, with shock treatment whose action 
is also shrouded in mystery.” In this writer’s 
Opinion, the search for the etiology should go 
parallel with and not deter further study and 
use of available therapeutic methods. Psy- 
chiatry is not alone in the difficult position 
of dealing with diseases, the etiology of which 


is as yet unknown. Nobody knows the eti- 
ology of diabetes mellitus, insulin deficiency 
being only one aspect of the disturbed carbo- 
hydrate metabolism. Houssay’s experiments 
showed clearly how many factors are in- 


‘volved; nevertheless, nobody would hesitate 


to give insulin and to prescribe a proper diet, 
knowing that it is not a cure but merely a 
maintenance treatment, leaving the original 
disease uninfluenced, but prolonging the 
working ability and the life of the patient. 
The same is true of pernicious anaemia, but 
who knows the etiology? Lack or shortage 
of the intrinsic, extrinsic, and maturity 
factors are only the consequences of an un- 
known etiology. Liver extract is still the 
best empirical treatment with true lifesaving 
potentialities. 

On the opposite side of the picture are 
diseases whose etiology is well-known, there 
being as yet, however, no useful treatment. 
Poliomyelitis is one of these fateful examples. 
Again, there are other diseases whose causa- 
tive agent is known, where therapeutic results 
are excellent. That general paresis is caused 
by the spirocheta pallida no one doubts, 
but the scientifically and etiologically im- 
portant question is why only a very small 
percentage of syphilitics become paretic. 
Why, also, another small percentage develop 
tabes or tabo-paresis is as yet not answered. 

The originally highly contested and contro- 
versial “nonspecfic” malaria treatment gave 
excellent results, in contrast to the “specific” 
arsen preparations. Our therapeutic control 
methods are "nonspecific," the most impor- 
tant being Dattner's cell count, which means 
nothing else than a nonspecific meningeal 
reaction. 

In the few aforementioned diseases, clinical 
observations and laboratory findings helped 
to uncover powerful therapeutic agents, with- 
out any etiological knowledge. Similarly, our 
presently available psychiatric therapies offer 
us a few well-established facts and valuable 
clinical observations, allowing us to draw 
certain conclusions, and giving us a glimpse 
into the deeper mechanism of these thera- 
peutic methods. (Everything said in this 
connection applies equally to the various 
psychotherapeutic methods. There is still 
heated discussion about the action mechanism 
of psychotherapy and we continue to wait 
for a generally accepted "theory." Neverthe- 
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less, nobody would discard psychotherapy 
simply because it does not attack the eti- 
ology.) 

Let us enumerate only a few examples. 
Electroconvulsive treatment could be called 
nearly specfic in cases of involutional melan- 
choly. Six to 10 treatments free the patient 
of the most horrible mental torment, and as 
a rule, it never recurs. Thus we are entitled 
to speak about a cure! That this type of 
depression eventually would recover spon- 
taneously—if not ended by suicide—does not 
minimize the merits of the treatment, saving 
the patient 2-3 years of intense suffering, and 
mental institutions the almost superhuman 
effort of preventing suicide. Aside from 
these facts, however, we have here a classic 
example of how a deeply disturbed indi- 
vidual can suddenly be rendered “normal,” 
merely by provoking a few epileptic seizures 
with the help of electricity. 

We have here one important starting point 
of investigation about what happens to the 
individual through a “nonspecific” epileptic 
seizure, which brings him out of the deepest 
depression to a relatively satisfied and happy 
life. There are a few theories but they do 
not help us to go further. The theory of 
the need for punishment does not resist care- 
ful observation. If the treatment is carried 
out properly from the technical and psy- 
chotherapeutic standpoint, there is no fear (9) 
of the treatment, and it is not regarded as 
a punishment nor is there any recollection. 
The "death and resurrection" theory can be 
defended in part, since there is, in fact, a 
hiatus in memory. Many patients do not 
recall having had such treatments. There 
are certain memory defects, which seem to 
be selective; these cause clouding or forget- 
fulness of emotionally laden and individually 
important events. Leo Alexander (10) offers 
an impressive experimental example. This 
writer can give one of the many instances 
which seems to bolster this opinion : 


A female patient who complained about loss of 
memory after ECT was asked the routine questions 
as to her name, her doctor's name, etc., which she 
answered correctly. Finally she was asked how 
many children she had. She mentioned "two" in- 
stead of the three she really had. An immediate 
interview revealed that at the time she had become 
pregnant with her third child, she had become 
deeply interested in another man, without having 
relations with him. She had felt very guilty about 
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this love, and believed that the third child had been 
“conceived in sin.” 


There are a few physiological theories which 
will be mentioned in discussion of individual 
cases. 

In contrast to involutional melancholy, the 
involutional paranoid reactions do not re- 
spond to ECT. If there is a concommitant 
depression, this is easily removed, but the 
paranoid trend remains unchanged. Insulin 
coma treatment occasionally has a beneficial 
effect, but often all our methods fail. 

The manic-depressive depression does not 
respond as well to ECT. More applications 
are necessary, and even if the depression 
vanishes, there remains often a certain loss 
of initiative and retardation, unless a hypo- 
manic pseudo-cheerfulness ensues. According 
to Lewrenz(11), the depressive phase con- 
tinues its course despite shock treatment, 
only the actual depression being alleviated. 
The phasic recurrence of depression remains 
undisturbed but can be prevented by well- 
timed, occasional applications. Manic-de- 
pressive manic states need the most intensive 
treatment—usually 2 to 4 daily applications— 
for a longer period. The phasic recurrence 
remains uninfluenced. 

All these clinical observations, and many 
others reported in a former paper (12) and 
collected since, seem to indicate that various 
methods have certain characteristic actions, 
influencing different types of reactions. 
Knowing, however, that there are only @ 
very few clear-cut clinical pictures expressing 
“pure” depression, “pure” anxiety, “pure 
paranoid trends, etc., it seems obvious that 
a combination of the different methods would 
give more satisfactory results. To show the 
validity of this hypothesis is the purpose of 
this paper. 

Of course, in addition to physical treat- 
ments, the entire armamentarium of psychi- 
atric treatment methods should be utilized. 
Essential to the treatment proper 19 i 
handling of the atmosphere—the spirit O 
a hospital—so that everything that is done 18 
done for the benefit of the patient, and the 
creation of a group attitude with patient 
doctors, nurses, and attendants include é 
Occupational and recreational activities 
should be planned to give the patient the 
feeling of anticipation and usefulness, dis- 
tracting him from his morbid preoccupatio?- 
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Psychotherapeutic interviews should be given 
as regularly as routine examinations and 
bedside commentaries with a physically sick 
patient. 

This combined therapeutic approach will 
make the evaluation of a single treatment 
measure even more difficult. From the thera- 
peutic standpoint, it is only important to 
know what measures we have to take or 
combine for the rehabilitation of the patient. 
An internist would never think of giving 
digitalis alone to a decompensated patient 
but would immediately prescribe complete 
physical and mental rest, diet, and diuretics. 
He does not doubt the action of digitalis, but 
knows that without other well-balanced 
therapeutic measures, the chances of compen- 
sation would be very poor or impossible. 

The following examples of such combined 
approaches should illustrate the foregoing 
ideas, and help to formulate more specific 
indications. It should be emphasized that the 
cases described are not typical, but rather 
random cases, and could be multiplied. They 
are chosen only because of the various 
treatments applied with such a final grade 
of improvement that the patients were able 
to leave the hospital and resume their former 
activities, 

E.B. is a 43-year-old, married, strictly Catholic, 
middle-class, white woman, In January 1952 her 
daughter became pregnant by a colored man. She 
became very depressed and tearful and completely 
sleepless. She was in constant fear of “what will 
come next?" The embarrassing situation of her 
unmarried daughter was resolved by the adoption 
of the child, but the patient remained in the same 
condition. 

The following treatments were given: April 
1952, sedatives without result; May 1952, ECT, de- 
pression relieved, sleeplessness persisted; October 
1052, in private sanatorium treated with sedatives 
without improvement; November 1952, Amphe- 
tamin and carbondioxide, without result; January 
1953, admitted to the hospital. She was moder- 
ately depressed, her chief complaint being complete 
sleeplessness and the dominant fear of "what will 
happen next?" The official diagnosis was reactive 
depression. She received 28 ambulatory insulin 
treatments with considerable physical improvement 
and some slight relaxation, but remained sleepless 
and fearful of the future, 

In March 1953 she was given 5 nonconvulsive 
electric treatments, She slept after the second 
treatment, and felt completely relieved after 5 treat- 
ae She has been well and satisfied since that 


The psychotherapeutic interviews revealed a very 
strong Catholic, middle-class, socio-religious identi- 
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fication. She never adjusted well to her married 
life and remained a frigid dreamer. She projected 
all her frustrated desires into her daughter, and her 
"what will come next" fears were related more to 
herself than to her daughter. Hence the prevailing 
neurotic anxiety. 

M.P., a 44-year-old, single male, formerly a 
noted airforce pilot, had always been a shy, unpre- 
tentious, and quiet type, very helpful to others. He 
never had relations with girls. He was seemingly 
well-adjusted to his work as long as he had to 
handle only technical details of his job. 

In 1948, after his discharge from the airforce, he 
became a commercial air pilot. He soon felt inade- 
quate to handle the business side of his work, felt 
he had been slighted regarding promotion, quit his 
job, and worked on his own. 

In 1950, he became depressed, inhibited, could 
not talk, stuttered, and felt completely defeated. He 
lost self-confidence, and withdrew more and more. 
He received 16 ECT without improvement. 

In January 1953 he was admitted to the hospital. 
He talked only with difficulty, complained that he 
was not able to express himself, and that he felt 
completely defeated and isolated, despite his many 
friends. He never felt that he really belonged to 
them. The official diagnosis was psychoneurosis, 
mixed type. He received 14 ambulatory insulin 
treatments without improvement; 59 insulin coma 
treatments brought no change in his condition, 

In June 1953 he received 12 nonconvulsive elec- 
tric treatments. After only a few treatments his 
productions were livelier; he was able to discuss 
his difficulties in short psychotherapeutic interviews. 
During the ensuing treatments he became very con- 
fused. After the treatment was completed, he re- 
gained self-confidence, made reasonable plans for the 
future, and declared that he “felt better than for 
the past 15 years.” He left the hospital; his condi- 
tion is still satisfactory. 

During the insulin coma treatment the feeling of 
having been slighted disappeared, but the feeling of 
isolation and inability to cope with social and eco- 
nomic problems remained a constant source of 
anxiety, which was relieved by nonconvulsive treat- 
ment. 

A.W., a 33-year-old, married, white male, had 
always been very ambitious and active. His school 
records were excellent. He was well developed but 
had always felt inferior physically and was afraid 
of competitive sports. 

In 1936, at the age of 19, shortly before gradua- 
tion from college, he felt unable to finish his studies 
and believed that he did not deserve all the honors 
received. He became fearful and anxious, and had 
the feeling that everyone knew that he was not 
normal. He had to leave the campus. After a long 
sojourn in a camp he slowly recovered, but never 
wanted to return to college. He went into the 
insurance business and made a brilliant career. 

By 1946, he was near the top of his career, when 
again, as in 1936, he felt inadequate, unable to carry 
all the responsibilities, became depressed, fearful, 
extremely tense, and unable to work, He received 
ECT and intensive analytic psychotherapy. He 
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improved slowly but never again felt able to resume 
his former responsibilities. He accepted a minor 
job, but never felt completely well. 

In 1949 he was again given ECT and psycho- 
therapy without any further improvement. All this 
time he was being treated by prominent psychia- 
trists. 

In 1950, when he had spent all his money, he en- 
tered the hospital. He was very tense, worried 
about the future, was restless and depressed. The 
official diagnosis was manic-depressive psychosis. 
He received 36 insulin coma treatments and was 
considered recovered. — 

In 1951, a few weeks after his discharge the old 
feeling of inadequacy, incompetency, and fear of 
the future returned. He felt unable to work, and 
believed that everyone could recognize that he was 
not normal. He returned to the hospital. He was 
extremely tense and anxious, repeated his com- 
plaints incessantly, and was unable to speak about 
anything else. Under these conditions psycho- 
therapy was impossible. He received 8 electro- 
narcosis treatments. There was marked relaxation 
which made him amenable to psychotherapy. In- 
tensive psychoanalytic psychotherapy was carried 
out for 3 months, until the patient felt completely 
recovered. His mood became rather hypomanic, he 
felt full of strength and initiative. After his dis- 
charge he had difficulty in finding a job but finally, 
in association with friends, he founded a new firm. 
He was very successful, but at the point where his 
business was running smoothly, he again became 
discouraged. 

At first he felt only somewhat weary, but slowly 
the old familiar feeling of inadequacy, etc. returned 
(1953) in a somewhat milder form. Six weeks of 
intensive psychotherapy brought steady improve- 
ment and after 3 months he was active once more, 
self-confident, and free of all disturbing symptoms. 

The writer doubts the correctness of the diag- 
nosis of manic-depressive psychosis. In fact, not 
one of his “depressions” was relieved by ECT as 
is the case in periodic depressions. His body build 
is pyknic, his character syntone, but his difficulties 
were basically psychoneurotic, receiving their pat- 
tern from his psychosomatic constitution. His diffi- 
culties always started when he had to take greater 
responsibilities, or when he was near a full success, 
and were characterized by marked feeling of in- 
adequacy and the fear that his limitations would 
be discovered. Psychoanalysis uncovered a very 
strong mother attachment with a marked Oedipus 
fear causing his disabling anxiety reactions. 

M.K., in June 1951, a 28-year-old, single, white 
female, office secretary, had gradual onset of 
fatigue, ideas of reference, and lively hallucinations, 
She believed that her married employer gave her 
to understand in various ways that he is in love 
with her, and she herself fell in love with him. 

In October 1951 she was admitted to the hospital, 
complaining bitterly about her hallucinations, which 
were at this time rather complimentary. Official 
diagnosis: dementia precox, paranoid type. 

Insulin coma treatment was started, but after 30 
comas there was no improvement, and she was 
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given 6 ECT and 9 Metrazol shock treatments dur- 
ing the insulin comas. She corrected her ideas 
about her employer stating that she is not sure 
whether he really was in love with her, and ad- 
mitted that she might have misinterpreted some of 
his actions. Her hallucination disappeared for a 
while but soon returned, this time with derogatory 
contents, criticizing her severely for being in love 
with a married man. 

The lively derogatory hallucinations continued. 
In March 1952 she received 20 ECT at a rate of 
3 treatments weekly. There was a slow but steady 
improyement. The hallucinations disappeared com- 
pletely. After a year and a half she is still well, 
working regularly. 

In this case the insulin coma treatments corrected 
the paranoid ideation. The complimentary halluci- 
nations changed to derogatory ones expressing her 
strong guilt-feeling. ECT with concomitant psycho- 
therapy was able to remove her feeling of guilt, and 
the hallucinations disappeared. 

V.J.B. a 30-year-old, separated, white female, 
diagnosed dementia precox, mixed type, in May 
1951, had a sudden onset of persecutory ideas, hal- 
lucinations, and depression. In June 1951 she was 
given ECT with no improvement, and again in 
August with no results. 

In November she became extremely restless, 
noisy, and disturbed, very resistive and depressed 
with strong suicidal trends. 

In December 1951, 29 double electric shocks (58 
seizures) were given with marked improvement. 
She was soon able to be discharged and is still in 
excellent condition. 

Simple ECT at irregular intervals were not able 
to alleviate the deep depression precipitated by the 
legal separation from her husband. Double shocks 
were necessary to eliminate the overwhelming emo- 
tion of helplessness and rejection and thus make her 
able to face reality in another emotional setting. 

D.V., a 32-year-old, married, white female, at the 
age of 20 was ill for more than a year with an un 
diagnosed sickness, characterized by headache, 
fatigue, and somnolence. 101 

In October 1950 she was admitted to the hospita 
with complaints of fatigue, sleeplessness, ani de- 
pression. She worried about world affairs an 
made a suicidal attempt. Official diagnosis: demen- 
tia precox, mixed. " 

In October 1950, 19 ambulatory insulin treat- 
ments were given with no improvement. 

After 14 electronarcosis treatments in December 
she was considered much improved until she agai? 
attempted suicide. 

Fifteen ECT in Januay 1951 were followed by 
slight improvement. In March 1951 she was given 
60 insulin coma treatments without improvement 
She became more depressed and made violent at- 
tempts of self-destruction. After continuous sleep 
treatments for 7 days with Dial (Lutz, J.) OM) 
she showed marked improvement, and in July was 
discharged from the hospital. i 

In January 1952 she again complained about 
fatigue, sleeplessness, and depression and in uer 
ary was readmitted to the hospital in an extremely 
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agitated, violent, and destructive state. She threw 
herself on the floor, her conversation was sarcastic, 
disconnected and profuse, with some allusions to a 
religious mission she had to carry out. 

ECT was given, with occasional, temporary im- 
provement. By October 1952 she had received 73 
ECT. Her condition remained unimproved, severely 
disturbed. She became a very serious nursing and 
feeding problem. = 

In December 1952 she was given continuous sleep 
treatment for 8 days with Dial resulting in marked 
improvement. She is still at home, and in very good 
condition. 

This patient was twice relieved of her deeply dis- 
turbed condition by continuous sleep treatment after 
all other treatment methods failed. Whatever the 
action-mechanism of the continuous sleep treatment 
is, predominantly psychic or somatic, presumably 
both, it is certain that in this case only this treat- 
ment was effective. 


CONCLUSIONS 


When contemplating the aforementioned 
cases, we feel justified in deducing that, from 
the clinical aspect, it seems that our various 
psychiatric treatments have a certain selec- 
tivity in their action: ECT especially relieves 
all forms of depression, and, in general, 
curbs or discharges overwhelming emotions 
remarkably, with the exception of anxiety, 
which is best relieved by nonconvulsive 
electric treatment (13) (19). Hence, ECT is, 
to a certain degree, useful in all types of 
mental diseases. According to Davidson (20) : 
Emotions are regarded as the motor end of affec- 
tivity. 

To Bleuler (21), 
Affectivity dominates all other functions of the 
psyche; in disturbances in any sphere of the per- 


sonality, it is the disturbed affective mechanism 
which first creates manifest symptoms. 


Noyes'(22) definition is: 


It is not the ideas themselves which are important 
factors in determining the patient's mental content 
or his form of behavior, but the affects that are 
attached to his ideas. 


If we accept these definitions of emotions 
and affectivity, it is then quite reasonable 
that if ECT relieves the emotional load, 
itis able to remove a number of psychotic 
Symptoms. ECT does not, or only very 
Seldom, correct paranoid trends. It is able 
to control emotional outbursts of paranoids, 
but influences paranoid ideas only very 
Poorly, possibly because these are already 
intellectually fixed. Here, the disintegrative 
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action of insulin coma gives the best results, 
attacking first the cortical cells. Knowing 
the phylo- and ontogenetically youngest ele- 
ments to be the most vulnerable, what was 
found by Ries and Berman(23) is easily 
understood: that the disintegrative effect of 
insulin shock is greatest in poorly fixed habits 
(that is, the newly acquired paranoid trend), 
thus better learned are better fixed and are 
not destroyed as easily nor to such an extent 
(previously learned intellectual abilities). 
Thus, the inefficacy of insulin coma in cata- 
tonic symptoms is easily explained and the 
combination of ECT and insulin coma ap- 
pears indicated when strong emotional re- 
actions are present. 

It remains to be explained why ECT does 
not influence anxiety and why nonconvulsive 
therapy does. Leo Alexander(13) gives a 
brain-psychopathological explanation, as cited 
above. It is very suggestive but remains 
hypothetical, as long as we have no proof 
of an elective cortical or subcortical action 
in these different modes of electrical applica- 
tions. Further studies of localized brain 
metabolism might give us the answer. Psy- 
choanalytical interpretations are more apt 
to shed some light upon this problem. 

When psychotic manifestations are re- 
garded as regressive tendencies, and neurotic 
ones as the consequences of fixation, then 
psychosis is a flight from an intolerable situ- 
ation into an earlier and more protective level 
of existence, and neurosis is a constant strug- 
gle with higher requirements from a fixed 
juvenile level. “Free floating anxiety" is an 
expression of the feeling of inadequacy and 
helplessness. If this is so, then ECT can 
remove the fear which is created by an actual 
or imagined situation and so help to restore 
the ability of functioning on the former 
higher level of integration. Not so with 
neurosis, where there is a constant situational 
fear, and because of fixation, there is no 
higher level of integration of emotional and 
intellectual abilities since the emotional needs 
remain immature. Nonconvulsive treatment 
apparently reduces the pressure of the super- 
ego and helps the neurotic to accept his in- 
fantile role. In fact, it is surprising to see 
how eagerly neurotics accept the transference 
situation, after nonconvulsive treatment, and 
with what childish enthusiasm they partici- 
pate in productive—confessional—psycho- 
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therapy. Nonconvulsive treatment has a 
manifest euphorizing effect; patients often 
become hypomanic, as if they had been re- 
lieved of a heavy load they had been forced 
to carry. 
Double electric shock is indicated when 
very strong emotions cannot be mastered by 
simple shock, and a deeper obnubilation is 
necessary to disrupt the vicious circle. 

Continuous sleep treatment brings the 
patient to the deepest level of regression, at 
least to the diaper age, with occasional 
positive Babinsky, and so makes possible 
a new reintegration, freeing him from an 
emotional and intellectual “dead end.” It is 
well known that even a short, restful sleep 
often makes us able to see things in a 
different perspective. 

Despite the very extensive use of bar- 
biturates, we still have no complete knowl- 
edge of their action. Himwich(15) relating 
Quastel's extensive studies and experiments, 
states: 


The metabolism of the brain was depressed more 
than that of other tissues that he had studied, and 
even more important that the barbiturates inter- 
fere with the oxidation of carbohydrates and car- 
bohydrate split-products, but not with non-carbo- 
hydrates. . . . The depression of the brain metabo- 
lism is not adequate by itself to explain changes in 
behavior wrought by the barbiturates. 


Barbiturates interfere directly with nervous 
activity, and the action on the hypothal- 
amus is not well enough understood. Klaesi 
(16), when introducing the continuous sleep 
treatment, thought that the helplessness and 
lowered awareness created by Somnifen aided 
in gaining psychotherapeutic rapport. This 
hypothesis was the basis of the widely used 
so-called narcoanalysis and synthesis, with 
sodium amytal and other short-acting bar- 
biturates. Horsley(17) believed that the 
action of the barbiturates on the hypo- 
thalamus "would explain the peculiar hyp- 
notic-like effect of some barbiturates." This 
psychotherapeutic effect was widely used 
when the Somnifen continuous sleep treat- 
ment was the only hopeful way to a psycho- 
therapeutic approach of schizophrenics. 
There is no doubt that the Somnifen and 
other similar methods, using long-acting bar- 
biturates, at times gave excellent results. It 
is this writer’s opinion that it was abandoned 


CLINICAL ASPECTS OF COMBINED PSYCHIATRIC TREATMENTS 


[Apr, 


not because of the poor results, but more be- 
cause of the burden imposed upon the doc- 
tors and nurses because of the need for 24- 
hour alertness. According to Wortis(18), 
“The use of sleep treatment is increasing 
everywhere and has at last begun to evoke 
greater interest here.” It is experiencing a 
lively revival in a new form as artificial 
hibernation. 

Reevaluating clinical experiences from 
such a selective point of view, it would seem 
quite natural that only a restricted number 
of patients would respond to a single thera- 
peutic method. In most cases various mecha- 
nisms are at work creating the psychotic 


symptoms, thus they eventually may yield 


to combine treatments. 

Our unsatisfactory diagnostic labels reveal 
nothing about the genesis or dynamics of the 
individual disease. A catatonic is called a 
catatonic whether there was a sudden onset 
in a formerly apparently balanced personality, 
or whether the catatonic attack was only a 
culmination of a long-standing schizophrenic 
process. Yet, what a difference therapeuti- 
cally and prognostically! Such discrepancies 
in our diagnostic categories follow us through 
the whole gamut of the nomenclature. 

We do not know the etiology of so-called 
functional psychoses, and it is to be feared 
that we will not, as long as we indulge in the 
illusion that our diagnostic entities are patho- 
genetic entities. Only through further, more 
intensive clinical observations and concomi- 
tant laboratory studies of the individual pa- 
tient, and the meticulous consideration © 
pure therapeutic results and failures, will we 
be able to come closer to a real medical solu- 
tion of our psychiatric problems. Cases like 
the one mentioned by Bond (5): 


... who for 10 years has been in the hospital a 
the most obyious, regressed, typical schizophrenic: 
after a course of insulin he became a normar 
appearing, pleasantly talkative individual for a week 


and then regressed again. 


We have all observed similar cases, with of 
without insulin, but no one as yet has given 
a satisfactory explanation or conclusion that 
would force us to reconsider our conception 
of “dementia,” “pseudodementia,” “de 
gration,” “dissolution of personality, an 

all the other expressions with the underlying 
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implication of irreversibility. And if there 
is no "irreversibility," it is up to us to find 
ways and means of reversing such conditions. 

The present, much publicized “Total 
Push” method is perhaps the beginning of a 
new therapeutically oriented psychiatry. It is 
rather strange that the “Total Push” method 
had to be invented and discussed at all. For 
a surgeon, all the pre- and postoperative 
measures to meet all possible physical and 
emotional needs of the individual patient as 
to nursing care, medication, diet, comfort, 
etc., are part of the routine procedure, with- 
out which he would not undertake the oper- 
ation. Why must it still be proved that psy- 
chiatric therapeutic measures—shock treat- 
ment, etc.—should be accompanied and 
followed by a routine that would assure 
meeting all the needs of the patient for a 
successful rehabilitation? The psychiatric 
patient has a very vulnerable convalescent 
period too. He needs every support to enable 
him to face reality with all of its exigencies. 
The “Total Push” is only the first step in 
treating the whole individual and not the 
disease—a condition already axiomatic in 
other fields of medicine. 

We fully recognize that our present-day 
psychiatric treatment methods, and our 
knowledge of how to utilize them, are limited, 
but they give us results which open many 
avenues for hopeful research. They also give 
us considerable insight into further develop- 
ment and a better understanding of our 
problems and are, even now, undoubtedly 
usable for the great benefit of our patients. 


SuMMARY 


Clinical observations led the author to the 
following conclusions: 

I. Present-day psychiatric treatment 
methods have no specific, but have, to a 
certain degree, selective actions. 

2. Electroconvulsive treatment relieves all 
forms of depressions and is able to alleviate 
emotional pressure. 

. 3. Nonconvulsive electric treatment re- 
lieves anxiety and thus makes the patient 
amenable to productive psychotherapy. 
4. Insulin coma treatment acts on an 
ideational level, thus enabling the patient to 
correct paranoid ideas. 


5. Double electric shock treatment is 
necessary in highly emotionally disturbed 
states. 

6. Combined treatments are indicated 
when different mechanisms are at work in 
creating psychotic symptoms. 

The author believes that these and similar 
clinical observations open many avenues to 
fruitful research, and that proper indications 
for treatment methods, together with satis- 
factory managment of the hospital environ- 
ment, would greatly improve our therapeutic 
results. 
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ELECTROCONVULSIVE THERAPY IN ELDERLY PATIENTS 


RUTH EHRENBERG, M.D. anp MILES J. O. GULLINGSRUD, M. D., M. P. H. 
Boston, Mass. 


With the mounting numbers of patients ad- 
mitted to the senile wards of mental institu- 
tions geriatric psychiatry is gaining increas- 
ing importance and greater experience has 
accumulated concerning the psychiatric diffi- 
culties in later life. Considerable change has 
taken place in our thinking about the subject. 

It is well known that the brains of the aged 
people show characteristic changes. The re- 
lationship of these changes to the psychotic 
reactions has interested many investigators. 
While it is generally accepted that old people 
with intellectual deterioration show arterio- 
sclerotic or senile brain changes or both, it 
has been shown that equally severe changes 
may be found in old people without signifi- 
cant intellectual deterioration. Gellerstedt 
(1) reported in 1933 senile brain changes in 
old people without psychoses; Wartman(2) 
in the same year found in autopsy material 
that 91% of the men and 84.5% of the 
women over 60 were suffering from cerebral 
arteriosclerosis, a number far in excess of 
the incidence of mental illness. In 1937 
Rothschild(3) stated as the result of careful 
pathological studies that there was lack of 
correlation between histological changes and 
intellectual impairment and suggested the 
need for studying psychological aspects of 
old age. Robinson(4) in a discussion of ger- 
iatric psychiatry in 1941 urges that a 
"straight pathological interpretation" of men- 
tal symptoms in the elderly should not be 
made as he finds a high incidence of rever- 
sible type of psychosis, while the pathological 
changes described are obviously irreversible. 
He considers “emotional disturbances by far 
the most frequent factors to upset the limited 
adjustment of the person with cerebral ar- 
teriosclerosis," and found that a great num- 
ber of psychoses of the later years respond 
well to active psychiatric therapy. Since then 
a number of reports of successful treatment 


of psychoses in old age have appeared prov- 
— — — 
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ing that many psychotic reactions of the eld- 
erly are reversible or "functional" While 
they are the response of the organism to psy- 
chological and physiological stresses of aging, 
they are not the inevitable result of senile or 
arteriosclerotic brain changes. They often 
occur in the absence of significant intellectual 
deterioration and in many respects are not 
essentially different from psychotic reactions 
in the younger age group. Leading in fre- 
quency among the psychotic reactions in the 
senium are psychotic depressive reactions, but 
manic-depressive reactions, paranoid states, 
and schizophrenia-like pictures also are fre- 
quently seen. 

In these circumstances it appeared promis- 
ing to try electric convulsive therapy in suit- 
able cases of the senile group and indeed a 
considerable number of authors have re- 
ported its use in aged patients. All concur 
that it is effective and, contrary to general 
opinion, carries very little risk. Myerson(5) 
already in 1941 reported successfully treated 
depressions in elderly patients. Evans (6) 
in 1943 had treated 17 patients over 60 and 
5 patients over 70 with EST. N. P. Moore 
(7) treated old people with good results and 
stresses the importance of maintenance treat- 
ment. Mayer Gross(8) had excellent results 
in 76 patients over 60. In 1947 Matthew 
Moore(9) reviewed a large series of patients 
of the Philadelphia Psychiatric Hospital with 
considerable pretreatment physical pathology 
and states that "some of the contraindications 
can now in the light of experience and judg- 
ment be eliminated." In the same year Galli- 
nek(10) reviewed the subject and added 18 
cases of his own. Robinson, who had been 
one of the pioneers in the field, recently 
added a report on 6 patients, all over 80 
years of age, treated with resulting full remis- 
sion of psychiatric symptoms. Kalinowski 
(1r) states in his standard textbook: "Age 
should not exclude patients from the benefit 
of the treatment." 

In spite of all this Gallinek's statement 
that electric convulsive therapy during the 
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senium is still carried out on a limited scale 
holds true even today. For this reason we 
feel justified to review a series of cases 
treated at the Boston State Hospital from 
January 1948 to December 1953. In this se- 
ries conventional electric shock was used 
withotit modification with curare-like drugs. 
Our group contains patients from 65 to 83 
years of age with an average age of 71.3 
years. It contains all 112 patients treated 
but is selected insofar as only 3 of the patients 
subjected to EST showed significant mental 
deterioration beyond what was expected at 
their age. It is often difficult to determine 
the intellectual level in a severely psychotic 
patient but observation of ward behavior and 
detailed history usually allowed us to make 
a satisfactory estimate. 

Seventy-six of these patients were females 
and only 36 were males. Forty-six had had 
previous mental breakdowns, Sixty-six had 
their first attack of mental illness at an age 
past 65. 

Table 1 shows that 88 of the 112 patients 

treated or 78.5% were able to leave the hos- 
pital. Thirty-three of the recovered patients 
had 2 or more admissions during the time 
period considered but as a rule relapses also 
responded readily to treatment. More re- 
lapses occurred in the group who had had 
attacks of mental illness before the age of 65 
(the manic-depressive group). More pa- 
tients among the group that never left the 
hospital had their first attack of illness at age 
65 or over, possibly reflecting more organic 
involvement in this group. 

Figure r illustrates the length of hospitali- 
zation per admission in the patients who were 
able to leave the hospital. It shows that in 
about half of the admissions hospitalization 
was less than 2 months but it should be noted 
that one patient who was first admitted at 
age 70 and whose psychosis was character- 
ized by auditory hallucinations and delusions 
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stayed at the hospital for 144 months and still 
recovered. She recently had her guardian- 
ship removed at age 72. 

Figure 2 shows the number of treatments 
given per admission in the recovered pa- 
tients, While we concur with Myerson that 
many patients, especially depressed ones, 
showed significant improvement already after 
3 treatments, more were usually given to 
maintain results. Patients with paranoid ot 
schizophrenia-like reactions required more 
treatments than depressed ones to obtain re- 
mission. After gaining more experience we 
gave 3 treatments the first week, 2 the second, 
and then 1 weekly as a rule. In this way ue 
usually avoided significant memory defects 
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Fie, 2—Number of Treatments per admission in 
88 patients who left hospital. 
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and confusion. When these symptoms occur- 
red, they were reversible and of short dura- 
tion. In the few cases in which we discon- 
tinued the treatment because of confusion we 
found that when the confusion subsided usu- 
ally the abnormal mental state had subsided 
also. In some cases after a short interruption 
we resumed treatments once a week without 
untoward results. As had been recommended 
by N. P. Moore and Mayer-Gross, 7 patients, 
because of a tendency to relapse, were given 
ambulatory treatments after leaving the hos- 
pital. One of them, 73 years old at beginning 
of the treatment, received the maintenance 
treatments every week in the beginning. 
Gradually the intervals were lengthened to 
one treatment every several months. This 
patient has stayed out of the hospital since 
1950. She has had no more treatments since 
November 1952. Another patient now 71 
years old has been coming by herself for 
treatment every 3 weeks and lately every 
month since February 1952. One patient was 
receiving weekly treatments for 3 months 
after release and then stopped. She has stayed 
well since 1952. Three patients are still on 
maintenance every 2 weeks since May, June, 
and July 1953 respectively. 

Table 2 shows the time that the recovered 
patients have stayed out of the hospital since 
their last release on visit. We want to men- 
tion that we have had recent contact with all 
but 8 patients reported on. 

As expected at this age group many pa- 
tients showed physical pathology as detected 
in their preshock work-up. Encouraged by re- 
ports by Evans, Gallinek, and especially Mat- 
thew T. Moore we weighed these against the 
severe psychiatric disability and accepted 
them as a calculated risk. 

Every patient was subjected to the usual 
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TABLE 3 
PRETREATMENT PHYSICAL PATHOLOGY 
Clinical abnormalities of the heart. 15 


Abnormalities in electrocardiogram (includes 
3 with old myocardial infarction, 9 with 
bundle-branch block, 6 first-degree AV block, 
5 with ventricular premature beats)........ 36 

Elevated blood pressure (up to 220/110)..... 

Albuminuria ...... SAE e DCN 

Diabetes mellitus ............ 

Old cerebral-vascular accident 

Bronchiectasis 


Lung cyst........... 
Diaphragmatic hernia 2 
ee <p sciseeee drin An 
Healed fractures (lumbar vertebra, ankle, hip) . . 
Arthritis, hypertrophic, of spine.......... 
Arthritis, hypertrophic, of knee.. 
Nephrectomy . 
Resection of ret 


He HOW DDD QW 


work-up including an electrocardiogram and 
a medical consultation. We excluded from 
treatment for physical reasons only recent 
coronary occlusions and decompensated heart 
disease. On the advice of our cardiologist, pa- 
tients with first degree A-V block or bundle- 
branch block were given 1.2 mg. of atropine 
sulfate parenterally one-half hour before 
treatment and those showing premature beats 
received 0.2-0.3 gm. of quinidine sulfate orally 
60-90 minutes before EST. Patients with 
bronchiectasis were prepared for treatment 
with antibiotics. Most patients took the treat- 
ment well. The exceptions are reported on 
below. 

Among 1,329 electroconvulsive treatments 
we had 4 compression fractures of dorsal ver- 
tebrae. All of these fractures healed without 
complications. In one patient treatments were 
resumed after a month’s interruption without 
ill results. No other bones were fractured. It 
should be mentioned that 4 other patients of 
our group sustained fractures in minor acci- 
dents indicating that they had a significant 
amount of osteoporosis. The fact that they 
tolerated EST without complication is used 
as an argument that the fractures during 
EST are not so much dependent on brittle- 
ness of the bones as on muscle bulk which is 
very much decreased in the senile age group. 
We concur here with N. P. Moore who states 
that “elderly patients are less liable to frac- 
tures than the younger athletic group.” 
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Ten patients of our series died while still 
in the hospital. Six of these deaths, occurring 
19 days to 12 months after the last treatment, 
were from intercurrent disease or injury, and 
are not considered related to the electric 
shock treatments. In one case EST was re- 
sponsible for death and in 3 other cases pos- 
sibly contributory. 

J.W., aged 72, is the only patient who died as 
an immediate result of EST. He had a long his- 
tory of alcoholism and was one of the 3 patients 
who were treated in spite of memory defects. 
He was very overactive, boisterous, and combative. 
After 7 months of conservative treatment he was 
started on EST. He was in good physical condi- 
tion and no difficulty was expected. His behavior 
improved greatly with treatment but every attempt 
to discontinue it was followed by increased dis- 
turbance and he had to be maintained on EST 
from 2/2/51 to 3/10/52. Eight minutes after his 
sist treatment he suddenly stopped breathing. 
‘Autopsy was performed and revealed coronary ar- 
teriosclerosis with thrombosis and an old myo- 
cardial infarct. The coronary arteries are de- 
scribed as showing obliterating disease and the 
lumen was frequently narrowed to pin-point size. 
In retrospect one may wonder how this patient tol- 
erated 50 treatments without apparent disturbance. 

L. D., a 68-year-old man with clubbing of the 
fingers due to pulmonary fibrosis, emphysema, and 
bronchiectasis developed a fever the day after his 
roth treatment and died 8 days later with abun- 
dant purulent expectorations. Autopsy was not per- 
mitted. Treatment was undertaken only on ac- 
count of his severe agitation. A year previously he 
had had 6 EST at another hospital without ill 
results. 

M.B., a 69-year-old woman, while in the hospital 
had an episode of congestive failure compensated 
by digitalis. She had left bundle-branch block and 
was fibrillating. Prognosis was considered not 
good from a cardiac standpoint. Because of her 
extreme depression treatment was undertaken after 
the heart rate came down to 80. Treatment had to 
be interrupted for a month after 7 treatments be- 
cause of bronchopneumonia. After her 14th treat- 
ment, she again went into failure and died 2 weeks 
later of cerebral thrombosis and bilateral broncho- 
pneumonia. 


T. M., aged 65, had been successfully treated for 
subacute bacterial endocarditis 8 years before ad- 
mission and had since been hospitalized for several 
episodes of congestive failure. X-ray showed en- 
larged left ventricle and EKG showed ventricular 
premature beats. After the 12th treatment he 
showed edema of legs and dyspnea. In spite of 
treatment he died a little more than a month later. 
There was no autopsy. 


These last 2 patients with severe heart dis- 
ease might have developed another episode of 
failure even without the treatment, but we 
must accept the possibility that electric shock 
was a contributing factor. Kalinowski and 
Hoch state they saw no patient in whom 
cardiac disease was aggravated by EST. 


SUMMARY AND CONCLUSIONS 


Mental illness in patients over 65 years is 
not necessarily “organic” and irreversible. 
So-called “functional” psychoses in the eld- 
erly respond well to electroconvulsive therapy 
and a high percentage of cases can be restored 
to the community at the pre-illness level. A 
group of patients treated with conventional 
electric shock at the Boston State Hospital 
from January 1948 to December 1953 is te 
viewed. In this group of 112 patients from 
65 to 83 years of age, with an average age of 
71.3 years, 78.576 were able to leave the hos- 
pital and 55% of them are out for more than 
a year. Relapses occurred in 37.5% of re- 
covered cases but most of them again re- 
sponded readily to treatment. 

One patient died as an immediate result of 
treatment. In 3 patients who suffered from 
severe physical illness electric shock may 
have contributed to their deaths. In these pa- 
tients their life expectancy was very poor 
even before treatment and their severe phys- 
ical illness rather than their age was respon: 
sible for the unfortunate outcome. In age 


TABLE 4 


Dzarus Connectep with EST 


Time after 
Name Age No. EST Treatment 
Ils J.W. 72 5I 8 minutes 
Bis vite L.D. 68 10 8 days 
Date M.B. 70 14 14 days 
65 12 37 days 


Cause of Death 

Coronary arteriosclerosis with thrombosis ; old myo- 
cardial infarction 

Bronchopneumonia; ? lung abscess 

Bronchopneumonia bilateral; arteriosclerotic heart 
disease with congestive failure; cerebral throm 
bosis 

Congestive heart failure; RHD 
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people in a reasonable state of health the risk 
involved appears to be minimal. 

The occurrence of only 4 fractures in 1,329 
EST’s appears to indicate that diminished 
muscle bulk compensates for the seemingly 
incréased risk of osteoporosis and makes the 
use of curare-like drugs unnecessary. 
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ELECTRIC SHOCK TREATMENT 
A “MUST” Fon CHRONIC PATIENTS IN MENTAL Hosprrats + 


GUNTHER E. WOLFF, M. D., CAMARILLO, CALIF. 


There is usually a resistance in our pro- 
fession to use of a new drug so long as it 
is not generally accepted. Who does not 
know the difficulties experienced by Dr. Carl 
Ludwig Schleich at the turn of the century 
in trying to convince the professional world 
of the value of infiltration anesthesia ? 

Active treatment in psychiatry is still 
young. We must admit that we do not yet 
know how and why shock treatments pro- 
duce their favorable results. I would like 
to call EST the opiate for the centers of our 
automatic nervous system. 

Up to two years ago, one could not find 
much encouragement in the literature for 
giving EST to elderly patients. There was 
a general fear of complications, of a tre- 
mendous increase in the number of fractures 
frequently seen in younger patients who 
received EST. There was fear of bad effects 
on the heart and cardio-vascular system, 
which, although not substantiated, is still very 
prevalent. The latest literature, however, 
shows a great change in attitude. Kalinowsky 
and Hoch, in their 1952 edition of Shock 
Treatments, Psychosurgery and other So- 
matic Treatments in Psychiatry, state: 

Our previous impression that EST has no indica- 
tion where senile changes are the cause of the de- 
pressive manifestations must be replaced by the 
statement that wherever a depressive element is 
present EST should be applied. It has been shown 
that the danger of suicide as well as the danger of 
psychotic exhaustion in untreated cases is definitely 
greater than the alleged risks of convulsive therapy. 


This statement is in complete conformity 
with our experience on our geriatric female 
service in the last two years. In August 1952, 
a more active treatment on our so-called 
“chronic wards” was started. 

For our first treatments in 1952, we 
selected a group of patients between 70 and 
8o years of age who had been hospitalized 
for years and continued in a pitiful and 


1 Read April 14, 1954, at the staff meeting of the 
Camarillo State Hospital, Camarillo, California, 
F. H. Garrett, M. D., Superintendent and Medical 
Director. 
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desperate condition. Some had been for years 
in camisole or seclusion, some were banging 
the doors or screaming if not sedated, Some 
were tearing up their mattresses and clothes, 
some were very depressed, were feeding 
problems or in a catatonic stupor. Let me 
mention only a few: 


O.S.—This 74-year-old woman was committed 
to Patton in 1937 with a diagnosis of dementia 
praecox paranoid type and was transferred in 1941 
to Camarillo, On 14 pages of continuous notes, it 
was stated that she was in seclusion or camisole 
because of suicidal attempts. She received 6 EST, 
2 each week, in September 1952; since that time 
she has been a good detail worker and it would be 
difficult to call her psychotic. 

A.L.L, age 71, a voluntary patient since Febru- 
ary 1950, with a diagnosis of psychosis with cere- 
bral arteriosclerosis. She is a controlled diabetic. 
In May 1952 she became so disturbed that she had 
to be put in seclusion and mostly in camisole as 
she was tearing up her bedding and clothes, was 
drinking her urine, and scattering her feces all over 
the room. Sedation and hydrotherapy were without 
beneficial results. She had a series of EST in 
August and September 1952 and responded very 
well; she is able to go on repeated definite leayes 
since and gets at great intervals 1 to 3 EST when 
she gets excited or depressed. 

I.C., 72 years old, was committed in May 1952 
with a diagnosis of senile psychosis, simple de- 
terioration. She was very depressed and delusional, 
refused to eat, was picking continuously on herself, 
couldn’t recognize anybody, and went down to 
pounds. EST was started in December 1952 2! 
after about 6 treatments she began to eat and be- 
came well oriented in all spheres. She went on T€. 
peated definite leaves and then on convalescent 
leaves 3 to 5 months and was returned each time 
because she became somewhat depressed; however, 
she always responded well to 6 to 8 shock treat- 
ments and was able to go out again. 


In the senile or cerebral arteriosclerotie 
patients psychotic symptoms may not be 
caused by the organic changes, but by emo- 
tional conflicts, and the same can be said 0 
the psychosis in other organic diseases. Be- 
sides patients with psychosis due to senility; 
cerebral arteriosclerosis, involutional e. 
actions, we treated a few with organic 
diseases like multiple sclerosis, Parkinsonism 
and epilepsy, also conversion hysteria. 

It was our impression that in these C 
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the symptoms of the disease were often pro- 
voked or aggravated by emotional strain or 
stress, maybe because the patients could not 
express themselves clearly enough, or be- 
cause their wishes were not complied with 
or because of desire for attention or at any 
rate as an overlap of psychogenic signs on 
the organic base. 

We have been treating 9 cases of epilepsy. 
One had continuous epileptic attacks for 7 
days unrelieved by heavy medication. After 
receiving 3 EST, she had only 6 attacks 
during the following month and went on 
definite leave twice. All epileptics are having 
fewer attacks and are easier to handle since 
receiving EST. We treated 2 cases with 
Parkinson disease; one of them, N. B., a 
chronic patient exhibiting tantrums and 
marked depression, who was on our sickbay 
for a long time. After receiving a full series 
of EST, she went on repeated definite leaves 
for about 6 months and is on convalescent 
leave now for 4 months. 

Two cases of multiple sclerosis, B. U. and 
S. B., are emotionally easier to handle since 
receiving EST. 

Of two patients with conversion hysteria, 
one, A. D., who didn't talk or eat and became 
progressively weaker, responded very well. 
She gained about 15 pounds after receiving 
EST and is pleasant, cooperative and a good 
Worker on the ward. Another patient was 
treated on sickbay for a considerable period. 
She had a distended abdomen due to re- 
tention of urine and had to be catheterized 
daily; after receiving 3 EST she urinated 
naturally and did well thereafter. We treated 
Several very depressed cases who refused 
to eat, one because she believed that she 
couldn't swallow. They improved very weil 
on EST and went home on convalescent 
leave. We also are treating, with very good 
results, patients with old fractures (two of 
fhem with pins in their hips) and a few 
Who are paralyzed because of strokes about 
8 months prior to starting their treatments. 

The good response encouraged us to start 
More intensive treatment in February 1954 
on our most disturbed ward with a popula- 
tion of 100 patients. Forty-four of these 
patients are getting EST. There was marked 
improvement within 4 weeks. Before, we had 
4 to 6 patients daily in camisole or in 
seclusion, During the whole month of March, 


GUNTHER E. WOLFF 


749 


we had only one patient for 2 days in cami- 
sole and one patient for one night. Before, 
we were artificially feeding an average of 20 
patients a day, now only 3. Before, we gave 
165 sedations by hypo in one month, now we 
gave only 35 sedations during the month of 
March. Besides these very tangible results, 
there were also quite general ones. The 
whole atmosphere on these wards became 
more peaceful, screaming and pounding at 
the doors, acts or attempts of self-destruction 
became very rare. There is no question that 
many of the more quiet patients became very 
upset and unruly because of the psychotic 
behavior of the very disturbed ones. This 
infectious element is gone. More of the 
attendants’ time can be spent now for the 
benefit of the patients. They can discuss 
their problems with them and help them to 
become readjusted. Before they had to spend 
their energy in protecting the other patients 
and often themselves against some unfore- 
seen outburst of an unruly and disturbed 
patient. On 3 wards with a population of 
about 300 patients, we were able to send 
on convalescent leave in the last 1j years, 
85 patients; a number which we are proud 
to say compares very favorably with the 
record of the so-called “active treatment 
wards,” and this was accomplished with a 
far less numerous personnel. 

Since August 1952, we treated altogether 
249 patients and gave over 6,000 EST. 
These patients were selected from a popula- 
tion of about 600 chronic, mostly senile 
patients of whom at least 180 were bed 
patients without severe psychosis—just old 
people in need of general care. 

We had only 8 fractures during these 
treatments; on the other hand, we had during 
the same period over 9o fractures on our 
different wards because the patients fell or 
were involved in fights, Five patients who 
received EST and had no fractures during 
their treatment sustained fractures in falling 
off their chairs or to the ground. This sub- 
stantiates my opinion that actually EST is 
less a risk to the bones of old people than 
the accidents of normal life. 

The fear of endangering the cardio-vascu- 
lar system might also be overemphasized as 
illustrated by the following case: 

Mrs. O'C, a 70-year-old white woman diagnosed 
psychosis with cerebral arteriosclerosis had gone 
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on indefinite leave in July 1953. She had very much 
improved following a series of EST. She returned 
in January 1954 in a very depressed state. She was 
also in acute heart failure. After compensating her 
heart, she remained in a very depressed condition, 
refused to eat and was going down hill rapidly, so 
that we notified her husband to come to see her. 
Realizing that she seemed hopeless, we gave her 3 
EST. After the first treatment she started to eat, 
became cheerful, her heart stayed compensated, and 
the patient again went on convalescent leave. 


Table 1 gives the results and age distribu- 
tion of our patients who received EST. 

Of the very much improved (51 patients), 
41 went home on convalescent leave and the 


TABLE 1 
RESULTS AND AGE DISTRIBUTION or EST Patients 
Much Mesi 
Age Un- Im- im- im- 
group No. proved proved proved 
Above 80 ... 25 19 5 I 
70-79 ... 66 4 42 9 1 
60-69 ... 83 7 38 15 23 
50-59 ... 46 6 23 7 10 
Below 50 ... 29 4 II 8 6 
Total .... 249 21 133 44 5I 
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others could leave if they had someone to 
take them out. 

After all these experiences, it is hard for 
me to understand why many doctors are still 
afraid or hesitate to give EST. Every organic 
damage is certainly negligible compared with 
the destructiveness of severe and enduring 
mental illness. No doctor would hesitate to 
give a patient with a gall bladder attack or 
renal colic a hypo, or perform an operation 
even for a patient of advanced age. In this 
same sense, no doctor should hesitate to give 
EST to a very disturbed or desperate person 
because of the slight chance of a complication. 
Calculated risks are justified. From our 
experience we feel that EST is rather a 
must than a possibility on the chronic wards 
of our mental hospitals. 
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STELLATE GANGLION INFILTRATION IN ORGANIC PSYCHOSES 
OF LATE LIFE 


JOSEPH HABER, M. D., Brooxtyn, N. Y. 


One of the important factors in the devel- 
opment of the organic psychoses of late life is 
the diminished blood supply of the brain. 
This has long been recognized in psychosis 
with cerebral arteriosclerosis. It seems that 
impaired cerebral blood flow also plays a role 
in the development of senile psychosis. 

Freyhan and co-workers(6) examined the 
cerebral blood flow of 10 patients by the ni- 
trous oxide method ; 6 of those patients suf- 
fered from psychosis with cerebral arterio- 
sclerosis, the other 4 from senile psychosis. 
There was a significant decrease of cerebral 
blood flow in all 1o patients. 

Both conditions exist simultaneously and it 
seems reasonable to assume that such patients 
would benefit from improved cerebral blood 
circulation. 

It has been suggested by various author- 
ities that stellate ganglion block increases the 
cerebral blood circulation. In this paper, case 
histories of 8 patients who were treated by 
this method are presented. All of these pa- 
im suffered from organic psychoses of late 
ife. : 

Stellate ganglion block by procaine was 
first introduced by Mandl in 1925(9) for the 
treatment of angina pectoris. Later on, it was 
given to patients suffering from various neu- 
tological conditions(7, 8, 10, 11) on the as- 
sumption that the stellate ganglion block 
would dilate cerebral blood vessels. Mandl 
applied stellate ganglion infiltration by the 
posterior approach. Subsequently, the ante- 
rior, anterolateral, and external approach as 
well as various modifications were intro- 
duced (12). 

Risteen and Volpitto (11) reported on the 
result of stellate ganglion block in a group of 
275 patients, all of whom had been suffering 
from neurological illnesses caused by various 
disorders of the brain. An important finding 
was that hemiplegic patients showed im- 
provement in motor function as the result of 
relaxation of muscle tone. 

Karnosh and Gardner (8) reported on 500 
patients who either had procaine block of 
both stellate ganglia or were subjected to re- 


section of the cervical ganglia. Persons af- 
fected with almost every type of organic brain 
disease as well as patients suffering from mel- 
ancholia were included in this group. The 
authors were impressed by the fact that 60% 
of the patients showed improvement in mood. 
A number of patients recovered from severe 
headaches, became less irritable, showed loss 
of anxiety, and slept better. The authors sug- 
gested that the effect of stellate block might 
be caused by improved blood supply of the 
thalamus. . 

Gilbert and Takats(7) performed stellate 
ganglion block on 25 patients with cerebral 
embolus and thrombosis and obtained good 
results in 19 patients. Naffziger and Adams 
(10) performed stellate ganglion block on 
155 patients with cerebral thrombosis, em- 
bolus, or vaso-spasm and claimed neurologi- 
cal improvement in a number of patients 
within 5 to ro minutes after infiltration. 
Aymes and Perry(1) reported on 44 cases 
and stated that stellate block is so far the 
most effective treatment of acute cerebral 
embolism and thrombosis. 

The patients discussed in this paper re- 
ceived between 6 and 16 bilateral stellate 
ganglion blocks during a period of several 
weeks ; these blocks were given 3 to 4 times 
weekly. The anterior approach was used and 
about 12 c.c. of 1% procaine were injected in 
each ganglion; every infiltration was followed 
by Horner’s syndrome, i. e, constriction of 
pupils and narrowing of palpebral fissures. 
This syndrome disappeared within a few 
hours. No untoward complications were 
noted except that some patients complained 
of dizziness which was of short duration. 

All patients were observed for a number of 
weeks after completion of their treatment. All 
were between 48 and 76 years of age, and 
most of them had been suffering from ad- 
vanced stages of psychosis with cerebral 
arteriosclerosis or senile psychosis. 


CASE REPORTS 


Cask r—G. W. F., a 48-year-old white male, 
had always been a schizoid inadequate personality, 
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had remained single, and was never able to make 
a good adjustment. He suffered a cerebral vascu- 
lar accident at age 48 and spent the next 3 months 
in hospital with a left-sided paresis. There, he 
experienced a psychotic episode with auditory hal- 
lucinations and delusions and was then transferred 
to a psychiatric hospital. On admission, patient was 
not oriented as to date. He appeared dull and 
anxious, showed some memory defect. He imagined 
that some people had threatened to kill him. 

Patient was given 11 bilateral and 1 left-sided 
ganglion block within a period of 3 weeks. During 
treatment, he showed improvement. He became 
aware that he had experienced hallucinations and 
delusions, was oriented, more friendly and coopera- 
tive, and showed new interest in his environment. 
He felt that movement of his left leg had improved. 

After treatment, psychological tests indicated an 
increase in emotional control and capacity for asso- 
ciative learning. He showed an increased though 
fluctuating capacity to initiate activity and was able 
to assume a more detached attitude toward ego- 
involved statements, His gross organic difficulties 
were still evident in all test data. 

Two months after admission, patient had suffi- 
ciently improved to be transferred to the medical 
division. One year after his discharge from the 
hospital his family informed us that patient had 
maintained his improvement. 


Cask 2.—J. D. C., 66 years old, had been work- 
ing as a tailor. He had always been high strung, 
moody, and irritable. In August 1950, he fell and 
broke his hip. He insisted on returning to work in 
January 1951; found work difficult because of his 
hip. In February he became depressed and com- 
plained that he was finished. He accused his wife 
of trying to poison him, running around with other 
men, and having actually married another man. He 
claimed that people were persecuting him. 

Mental examination showed a moderately de- 
pressed, paranoid patient who expressed many 
somatic complaints. His memory was impaired 
particularly in the sphere of retention and recent 
recall; he had difficulty in concentrating; his 
abstract thinking was poor. 

Patient received 8 bilateral ganglion blocks 
within 2 weeks. He showed some clinical improve- 
ment, appeared less depressed, was in better contact 
and willing to discuss his problems; his attitude 
toward his delusions was one of doubt; his appetite 
improved. 

His condition was considered moderately im- 
proved; however, his wife felt that she could not 
take care of him and patient was transferred to a 
state hospital. 


Cask 3.—H. M., 68 years old, was married and 
had one daughter. He had worked steadily as a 
watchmaker. About 5 or 6 years prior to hospital 
admission, patient had become confused, had 
memory lapses, and became stubborn and somewhat 
difficult. In the past year his condition became 
worse. On several occasions, he had wandered out 
of the house late at night; suffered from insomnia, 
refused to bathe, and insisted on going “home.” 
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Mental examination showed a patient disoriented 
as to time and place; his memory was markedly 
impaired and he confabulated; concentration and 
judgment were very poor. He was unable to do 
any of the verbal abstractions. 

Patient received 11 bilateral and 1 right-sided 
stellate ganglion block within a period of 3 weeks. 

Psychological tests were repeated after treat- 
ment; on the Verbal Scale the patient received an 
1.Q. of 76 which was slightly higher than his previ- 
ous score. This was due to a small increase in 
digit retention. Otherwise the record was the same. 
Clinically his mental condition was somewhat im- 
proved. Patient became quiet and cooperative and 
showed less tendency to confabulation. 

He was discharged into the custody of his 
daughter, but was returned to the hospital after 18 
days. The daughter related that after discharge 
from the hospital patient had had two episodes of 
fever and had again become confused. He was 
certified and transferred to a state hospital. 


Case 4—J. R. 69 years old, was married and 
had 5 children. He had been working steadily in 
a furniture polishing factory. Patient was described 
as a good provider and a devoted father. About 10 
months prior to admission, he began to suffer from 
sciatica; he was treated at home and managed to 
get about with the aid of a cane. Although bothered 
by his physical condition, patient was apparently in 
good mental health until a month prior to admis- 
sion when he began to show evidence of being for- 
getful and confused. He began to imagine things; 
there was not enough heat in the house; the gas 
jets were on; there was poison in his coffee. Soon 
he became absorbed in his delusions to the extent 
that he would go down the cellar and turn on the 
water valves of the boiler. Later on, he began to 
complain that the pipes were going to explode. 

On the Wechsler Memory Scale, the patient re- 
tained his personal and current information, Im- 
mediate recall and digit retention were poor, 35 
were his results on memory design. Verbal abstrac- 
tion, comprehension, and concentration were poor; 
his arithmetic relatively good. 

Patient received 15 bilateral stellate ganglion 
blocks within a period of 4 weeks. During treat- 
ment he showed some improvement. He became 
quiet and cooperative and did not express delusional 
ideas. However, he did not show insight and re- 
mained preoccupied and moderately depressed. He 
showed no spontaneity and was hesitant with his 
answers; often his response was "I don't know. 

He was discharged in custody of his daughter 25 
moderately improved. 


Case 5.—S. I., 72 years old, was a widower and 
lived with his daughter. Patient had been well 
adjusted until about 8 months prior to admission. 
At that time, he had a cerebral vascular accident 
resulting in a paresis of his left arm. He recove 
within one week, but had another cerebral vascular 
accident 4 weeks later accompanied by a left-sided 
paresis. Patient became confused at times and 831 
pressed suicidal thoughts; he claimed that he 
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become paralyzed because of some pills he had re- 
ceived from his doctor prior to the stroke. 

Mental examination showed a dull, depressed 
patient with memory defects. On the Wechsler 
Memory Scale, he showed some confusion as to 
current information. On the Goldstein - Scherer 
Color Form Sorting test, the patient showed no 
capacity at all for concept formation. 

Patient received 6 bilateral and one right-sided 
stellate ganglion block within a period of 3 weeks. 

He showed some clinical improvement especially 
shortly after infiltration. He stated that he felt 
better and claimed that he had a wider range of 
movement with his left shoulder; he spontaneously 
showed the examiner how he could move his left 
shoulder; made jokes. He became quiet and co- 
operative and showed less pathological emotionality. 

Psychological tests were repeated after treat- 
ment. On the Verbal Scale of Bellevue-Wechsler, 
patient received an I.Q. of 84, which was slightly 
higher than his previous score. 

The tests disclosed movement in 2 areas (1) an 
increase in score but not in level of difficulty of 
verbal abstractions, (2) evidence of an ability to 
form a concept in the Goldstein-Scherer test; with 
demonstration, patient was able to shift to a new 
concept. 

Patient was discharged to his daughter, mod- 
erately improved, but was returned to the hospi- 
tal after 5 days. He had developed a temperature 
at home and had become confused; was still febrile 
when admitted to the hospital. Patient was certi- 
fied and transferred to a state hospital. 


Case 6.—J. Z., 68 years old, married with 3 chil- 
dren, had worked steadily as a tailor; he was de- 
voted to his family, was an easy going man, rather 
timid, not outwardly affectionate, not sociable. For 
IO years prior to hospital admission, patient had 
gradually been developing Parkinson’s syndrome on 
a cerebral arteriosclerotic basis. Five years before 
admission, he had an accident and sustained a skull 
fracture. After that he showed mild personality 
changes. He worked until 9 months prior to ad- 
mission. At that time he began to stare at strangers 
on the street, occasionally stopped people without 
talking to them. One day he urinated in a subway 
station; occasionally he soiled himself. 

On the Wechsler memory test, he showed con- 
fusion as to personal and current information. He 
could not do any verbal abstractions and manifested 
very limited practical judgment. Concentration 
and memory were very poor. 

Patient received 16 bilateral and 2 right-sided 
stellate ganglion blocks. 

Clinically, he showed some improvement; he be- 
came more responsive; no longer soiled himself; he 
claimed that he walked with greater ease. Psycho- 
logical tests were repeated after treatment but did 
not show any change. 

He was discharged in custody of his son as mod- 
erately improved, but was returned to the hospital 
after 10 days. His son stated that his improvement 
had lasted only for one week. Patient was certified 
and transferred to a state hospital. 


Case 7.—S. M., 75 years old, a widower with 2 
children, had worked steadily as a plumber. He 
was devoted to his family but not affectionate or 
sociable. He had been hard of hearing for well 
over 20 years. Twelve years ago he had a cerebral 
vascular accident resulting in left-sided paresis. 
Before this he had been used to a very active life. 
Two months prior to admission, he became drowsy 
and confused; this episode lasted several days. He 
had a similar episode a week later but recovered 
completely. Afterwards, he experienced episodes 
of confusion and suicidal thoughts. 

Mental examination showed that patient was not 
oriented as to time; was confused as to personal 
and current information, and concentration and 
memory were very poor. He manifested no capacity 
for mental control. 

Patient received 14 bilateral stellate ganglion 
blocks within a period of 4 weeks. 

He showed some clinical improvement; he was in 
better contact and showed less pathological emo- 
tionality; was able to discuss his problems; how- 
ever, his condition was fluctuating. Psychological 
tests were repeated after treatment but did not show 
essential change. E 

He was discharged as moderately improved into 
custody of his son for transfer to a home for the 
aged. He was returned to the hospital after 6 
weeks. According to the report of the doctor, his 
improvement had lasted only 3 weeks, Patient was 
certified and transferred to a state hospital. 


Case 8.— N. G, 76 years old, was a widower with 
4 children. His wife died 7 months prior to ad- 
mission. He became depressed 2 months prior to 
admission; brooded over his inability to read and 
write English, and attempted suicide by hanging. 

Mental examination showed a patient who was 
depressed and agitated. Results were extremely 
poor in tests of memory and retention; his abstract 
thinking and comprehension were impaired. On the 
Goldstein-Scherer Color Form Sorting test, he 
did not form any concept nor attempt to shift when 
shown one. 

Patient received two bilateral stellate ganglion 
blocks and showed marked improvement; was no 
longer depressed; said that he was foolish to have 
attempted suicide and to have brooded about his 
inability to read and write English. His family 
insisted on taking him home and patient was dis- 
charged in custody of his son. 

After 3 months, he was returned to the hospital 
having again become depressed. Patient received 
10 bilateral stellate ganglion blocks within a period 
of 3 weeks. During treatment, patient's mood 
improved. He became quiet and cooperative, did 
not spontaneously express any worries and when 
questioned, stated that he did not care anymore 
about his inability to read and write English. 

He was discharged to his son as improved, but 
was once more returned to hospital after 2 weeks. 
His son stated that patient had again become de- 
pressed one week after his discharge. He became 
agitated and preoccupied, worried that he and his 
family would be evicted from their home because 
he had given his incorrect age when admitted to 
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the hospital. Patient was certified and transferred 
to a state hospital, 


CoMMENT 


We presented case reports of 8 patients 
who received stellate ganglion block. This 
treatment was administered with the inten- 
tion of dilating cerebral blood vessels and 
improving oxygen supply to the brain of pa- 
tients suffering from organic psychoses of 
old age. 

It is known that sympathetic and parasym- 
pathetic fibers supply the muscles of blood 
vessels of the brain(2, 4, 5). Forbes and 
Wolf(3) observed that stimulation of sympa- 
thetic nerves in cats caused a constriction of 
about 100% of the diameter of cerebral blood 
vessels, Risteen and Volpitto(11) noticed by 
direct observation through burr openings, an 
immediate increase in the size of vessels of 
the brain, following ganglion block. Naffzi- 
ger and Adams(10) noticed a consistent rise 
in cerebrospinal fluid pressure for a period 
of 20 to 40 seconds following stellate gan- 
glion block, suggesting a transient increase in 
the amount of blood entering the cranial 
cavity. 

A number of authors have expressed doubt 
that the comparatively weak sympathetic con- 
trol over cerebral blood vessels could have 
any significant effect on cerebral blood flow 
However, the clinical picture of neurological 
phenomena such as fleeting paresis, aphasia, 
etc., as well as reports of clinical improve- 
ment of patients with cerebral embolism and 
thrombosis as a result of stellate ganglion 
block (Risteen and Volpitto, Karnosh and 
Gardner, Gilbert and Takats, Naffziger and 
Adams, Aymes and Perry), would support 
the assumption that sympathetic vasocon- 
striction of cerebral blood vessels may play 
an important role in certain organic con- 
ditions. 

Only one of our patients has maintained his 
improvement up to date (1 year after com- 
pletion of treatment). The other patients 
showed only temporary or moderate improve- 
ment. Psychological tests were repeated after 
treatment for 5 patients and some improve- 
ment was shown in 3 of them. 

Although it had been planned to administer 
this treatment only to patients in the early 
phase of organic psychosis of senility the ma- 
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terial available consisted mostly of patients in 
advanced stages. 

Our group was far too small to allow a 
just evaluation of this method; furthermore 
these patients were kept longer in the hospi- 
tal and received more attention than patients 
with similar conditions but not being treated 
with stellate ganglion block. Our patients 
were told that they were given treatment for 
the purpose of helping them; however, most 
of them had little insight and did not want to 
be treated; some were afraid of the infil- 
tration. 

It was not possible to evaluate these psy- 
chological factors, as practical considerations 
did not allow us to keep a control group of 
patients without giving them procaine infil- 
trations. At no time was any form of psycho- 
therapy applied. 

We believe that certain tentative conclu- 
sions can be drawn from our study. For this 
purpose we will divide our patients into 2 
groups, one consisting of 6 patients who 
showed signs of advanced organic psychosis 
and the other of 2 patients (cases I and 8) 
who showed signs of the early phases. 

The results in the first group were as fol- 
lows: One (case 2) was transferred to à 
state hospital after completion of treatment; 
3 (cases 3, 5, 6) were discharged to their fam- 
ilies but they were returned to hospital after 
5 to 18 days and had to be transferred to 4 
state hospital; one (case 4) remained home 
but his condition on discharge was considered 
only moderately improved; although he did 
not express delusional ideas, he did not gain 
insight and remained preoccupied and moder- 
ately depressed; one patient (case 8) was 
discharged to a home for the aged but was 
returned to hospital after 6 weeks with à 
statement by his doctor that his improvement 
had lasted for only 3 weeks. 

Our second group consisted of only 2 pa- 
tients. One (case 1) recovered from his psy- 
chotic episode and 1 year after discharge has 
maintained his improvement. The other 
(case 8) showed a dramatic improvement 
after 2 infiltrations; this marked improve 
ment lasted for about 3 months. This patient 
had been severely depressed and had made @ 
suicidal attempt. It will be remembered that 
Karnosh and Gardner (8) were impressed bY 
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the improvement in mood of 60% of their 
patients after stellate ganglion infiltration. 

Those results lead us to believe that stellate 
ganglion infiltration is not of great value in 
patients who are in an advanced stage of a 
senile organic psychosis. It appears that these 
patients have such severe brain pathology that 
brief improvement of the circulation of the 
brain results only in temporary or moderate 
clinical improvement. 

On the other hand, the patients in our sec- 
ond group showed a much better response to 
stellate ganglion infiltration. We assume that 
patients in the early phase of senile organic 
psychosis can be helped to integrate on a 
more realistic level of adjustment by tempo- 
rary and repeated improvement of brain cir- 
culation. Furthermore, a period of several 
months of improvement will make it possible 
to give such patients psychotherapy in an at- 
tempt to maintain their improvement. 


SuMMARY 


The results of stellate ganglion infiltration 
in 8 patients, suffering from psychosis with 
cerebral arteriosclerosis or senile psychosis, 
are discussed. 

The rationale of this treatment is presented 
and a number of papers dealing with the 
effect of this method are briefly reviewed. 

Six patients who were in an advanced state 
of organic mental deterioration showed only 
temporary or moderate improvement. Two 
patients in the early phase of senile organic 
psychosis showed marked improvement. One 
remains improved to date (1 year after com- 


pletion of treatment), while the improvement 
of the other patient lasted for 3 months. 

The tentative conclusions arrived at were 
that while stellate ganglion infiltration is not 
of great benefit to patients in the advanced 
stages of senile psychoses it seems to have 
good results in patients in the early phase of 
psychoses of late life. Although we had only 
2 cases in this group, the results seem en- 
couraging enough to explore the value of 
stellate ganglion infiltration in such patients. 

The technique used is simple and compli- 
cations did not occur. 
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COMPARATIVE DIAGNOSTIC CONSIDERATIONS AND PROGNOSTIC 
EVALUATIONS OF ELECTROSHOCK AND | 
INSULIN COMA TREATMENTS 


A Comparison OF NORWEGIAN AND AMERICAN PSYCHIATRIC AND 
PSYCHOLOGICAL CONCEPTS 


LEON FORD, M. A., anp HELEN MAZZITELLI, M. A., 1 MANTENO, ILL.; 
G. LANGFELDT, M. D. Osto, Norway, AND ANNEMARIE R. BOHAN, M. D., s Manteno, Iu. 


Aim of the Research—During a stay on 
a Fulbright fellowship at the Manteno State 
Hospital, Manteno, Illinois, G. Langfeldt 
proposed a joint study with a psychiatrist 
and 2 psychologists of the Manteno State 
Hospital staff aimed at a comparison be- 
tween American and Scandinavian criteria, 
and also a comparison of the criteria regu- 
larly used to assess the effects of shock 
therapy. 

The Material—oOriginally it was hoped 
that in 6 months an equal number of cases 
of each sex might be selected to give a statis- 
tically significant result, Due to the fact that 
among the patients received at Manteno, 
relatively few cases may be classified as 
"acute" and relatively few have not received 
previous treatment, only 25 patients were 
found in a 6-month period who were con- 
sidered suitable for this project. Since very 
few male patients were found, the study was 
restricted to females, and the entire project 
was changed from a statistical study to a 
careful case study. 

Selection of patients and treatment was 
begun in October 1952. All of the patients 
were received at Manteno from the Cook 
County Psychopathic Hospital with an ad- 
mitting diagnosis of schizophrenia. Only 
those patients were selected for the study in 
whom the 2 psychiatrists concurred that 
either electroshock or insulin therapy should 
be tried; consequently, cases with psychoses 
of short duration predominated. Only 5 
cases of longer duration are included. All 
patients were free from physical defects, and 
all had a negative history for somatic diseases 
which might be presumed to influence the 
course of the mental disorder. 

One case only appeared to be complicated 


1 Psychologist, Manteno State Hospital. 

Professor of Psychiatry, University of Oslo, 
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by an organic brain syndrome. The age of 
the patients and the duration of the disease | 
before treatment may be seen in Table 1, 
Eight of the patients were colored, and 17 
were white. 


METHOD 


The diagnosis as well as the prognosis of 
the individual case was made separately by 
each member of the team, and no conference 
took place on these questions until the com- | 
pletion of treatment. The psychiatrists used 
the usual methods of diagnosis, namely, re- 
view of the history, patient interviews, and 
psychiatric-neurological examinations. The i 
psychologists used psychological interviews 
and in addition, psychological tests. 

The psychiatrists based their prognoses f 
principally on their individual clinical ex- 
perience. As will be seen from the diag- | 
noses listed in Table 2, some of the cases 
diagnosed by the American psychiatrist and 
by the psychologists as “schizophrenia” were 
diagnosed by the Norwegian psychiatrist as 
"constitutional reaction types." The cause 
for this disagreement seems to be that the 
latter diagnosis is little used in the United 
States and is included in a comprehensive 
group entitled “schizophrenia.” In Scandi i 
navia and Europe generally, the concept 9 
schizophrenia seems to be quite another one, 
with more rigid requirements. ; mI 

The conception of schizophrenia as it 


TABLE 1 


Aces or Patents AND DURATION or THE MENTAL | 
DISEASE BEFORE TREATMENT 


Duration of disease 
before treatment 


No. 
cases 


Years 
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varied between the different psychiatrists 
and psychologists on the team is indicated 
by the following: 

I. The American psychiatrist in her diag- 
- mosis of schizophrenia adhered primarily to 
those symptoms stressed by E. Bleuler, 
namely: (1) withdrawal from reality (au- 
tism) ; (2) inappropriate affect ; (3) delu- 
sions and hallucinations ; (4) illogical think- 
ing (disturbance of associations). 

IL The American psychologists followed 
the diagnostic clues enumerated above, but 
in addition considered severe regressive be- 
havior to be significant. A further condition 
to the diagnosis “schizophrenia” is the ab- 
sence of toxic agents or organic brain dam- 
age. The psychologists also take advantage 
of psychological testing in evaluation of the 
diagnosis, and find that the following fea- 
tures contribute to a diagnosis of schizo- 
phrenia: (1) indications of illogical and 
concrete thinking; (2) disrupted control of 
emotions; (3) inability to see what is com- 
monly perceived; (4) suggestions of specific 
hallucinatory experiences or delusional idea- 
tion; (5) confusion about what or who the 
patient is; (6) evasiveness due to suspicious- 
ness or extreme vulnerability to threat; (7) 
evidence of pathological or absent interper- 
sonal relationships ; (8) evidence of marked 
self-preoccupation; (9) fluctuation, includ- 
ing sudden withdrawal of interest and en- 
ergy, and sudden investment of emotion out- 
side themselves. 

IIL The Norwegian psychiatrist main- 
tains a relatively restricted concept of schizo- 
phrenia, requiring positive presence of per- 
sonality traits and symptoms which have 
been proved by individual follow-up (ex- 
cept for some acute catatonic cases) to indi- 
cate progression to deterioration after a 
longer or shorter period. All cases which 
may simulate schizophrenia, but in which 
such findings are not present are grouped 
as schizophreniform psychoses, or as con- 
stitutional psychoses if the constitutional 
basis for the reaction is evident. The clues 
to the diagnosis of schizophrenia, therefore, 
are the positive evidence of personality 
change, the symptomatology in the acute 
States characterized by what Langfeldt calls 

depersonalization and derealization symp- 
toms.” According to Langfeldt, these are 
Probably caused by the reaction of the pa- 


tients to the primary (biological?) cause of 
the disease, and manifest themselves in the 
feeling of being bodily and mentally changed 
and influenced. At the same time the patient 
has the experience that the surrounding 
world has been changed.“ 

As to the prediction of results, the team 
agreed to adopt the following classification 
(see Table 2) : 


+++ Complete recovery without any residue of 
symptoms. 

++ Much improvement with only slight men- 
tal impairment. 

+ Somewhat improved, but without signs 
of real cure. 


> No effect. 
Worse. 


The predictions were made by the team 
members separately. 

The American psychiatrist based her prog- 
nostic evaluations chiefly upon the follow- 
ing: (1) Acuteness of onset and short dura- 
tion of illness generally indicate a favorable 
prognosis. (2) The personality type is of 
importance. Introversion, difficulties in 
heterosexual adjustment, and difficulty in 
forming and maintaining positive personal 
relationships as a rule indicate a poor prog- 
nosis. (3) The type of hallucinations and 
delusions as well as the bizarreness of ideas 
in the actual psychotic picture also give some 
clue to the prognosis. 

The American psychologists evaluated the 
prognosis on evidence, obtained from tests 
or directly from the patient interview, of 
any of the following: (1) suddenness of 

nset, (2) satisfactoriness and number of 
interpersonal relationships formed by the 
patient prior to his illness, (3) evidence of 
an active struggle to solve problems and 
conflicts, (4) presence of some elements of 
self-esteem ; (5) relative lack of rigidity in 
personality. 

These findings are considered favorable 
prognostic signs. 

The Norwegian psychiatrist in his evalua- 

3 Langfeldt(1, 2), in 1937, described these symp- 
toms in 2 monographs which should be consulted 
for a full description. Nolan D. C. Lewis(3) has 
described 10 symptoms which he assumes to be the 
principal clues to the diagnosis of schizophrenia. 
These are obtained by almost the same method as 
used by Langfeldt, and it is of interest that most 
of the symptoms described by Lewis can be included 
in the depersonalization and derealization symptoms 
described by Langfeldt. 
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tion of the prognosis relied upon his experi- 
ences in individual follow-up investigations 
of schizophrenic and schizophrenia-like pa- 
tients from 10-15 years after their stay in 
the University Psychiatric Clinic of Oslo, 
Norway. There he observed that insofar 
as the personality type is concerned, the so- 
called schizoid individuals (Kretschmer) 
corresponding closely to Adolf Meyer’s 
“shut-in” personalities, represented an un- 
favorable group, especially when this per- 
sonality type was associated with the lepto- 
some body build. If such types suffered 
from a psychosis characterized by deper- 
sonalization and derealization symptoms not 
of brain organic or toxic origin, the patient 
would ordinarily deteriorate during the lapse 
of 2-3 years. Depersonalization and dereali- 
zation symptoms are most frequently met 
with in the paranoid type of schizophrenia, 
but may also be present in mixed catatonic- 
paranoid cases. In hebephrenic cases an 
insidious development and emotional schizo- 
phrenic changes indicated a poor prognosis. 
On the other hand the superimposition of 
confusional, psychogenic, and manic-depres- 
sive features on the acute psychotic picture 
regularly indicated a good prognosis if de- 
personalization and derealization symptoms 
were not present. According to the concept 
of the Norwegian psychiatrist it is, however, 
of the greatest importance to base the diag- 
nosis as well as the prognosis on the positive 
demonstration of the typical schizophrenic 
symptoms (depersonalization—derealization 
symptoms, typical emotional blunting, and 
bizarre psychomotor behavior). If the pa- 
tient is not confused, and if organic brain 
disorder and intoxications or infections can 
be excluded, the symptoms mentioned are 
regularly indicative of a typical schizo- 
phrenic process and as such indicate a poor 
prognosis. 

In the follow-up investigations the patient 
was presented to the team in joint confer- 
ence and the effect or lack of effect of the 
treatments was agreed upon. In the evalua- 
tion of the effect, attention was primarily 
directed to the question of whether any real 
improvement of the basic mental disorder 
had occurred. If this was not the case a 
single “+” was the maximum credited to 
better behavior such as increased sociability, 
transitory disappearance of hallucinations, 
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etc. The length of observation after treat- 
ment varied from one to 12 months. Only 8 
of the 25 patients have had a conditional re- 
lease without return. The rest either had no | 
release or else returned after a relatively | 
short stay outside the hospital. 


RESULTS 


From Table 2, it can be seen that in 16 
cases (1, 2, 5, 6, 7, 10, 11, 13, 14, 15, 16, 17, 
20, 21, 22, 24) all team members were 
agreed upon a diagnosis of schizophrenia 
(or schizophrenic reaction, in American 
terminology). The American psychiatrist 
and psychologists were in agreement upon 
diagnosing an additional 6 cases (8, 12, 16, 
18, 23, 25) as schizophrenic reactions. In only | 
2 cases (9, 19) did the American and the 
Norwegian psychiatrists differ from the diag- 
noses reached by the psychologists (the psy- 
chologists called Case 9 reactive psychosis 
in climacterium" ; the psychiatrists called it 
“schizophrenia.”) The psychologists called 
Case 19 "a schizophrenic process”—chiefly 
on the basis of the results in figure drawing, 
Rorschach, and T.A.T. tests. The 2 psy- 
chiatrists looked upon it as "an expression 
of constitutional inferiority with reactions 
of a non-schizophrenic nature.” Case 19 was 
admittedly a difficult case diagnostically, and 
it is possible that precisely in cases of this 
type psychological tests can be an aid to early 
diagnosis. 

The result of chief interest is the fact that 
while in 8 cases (5, 6, 8, 12, 16, 18, 23, 25) 
all American team members arrived at 4 
diagnosis of schizophrenic reaction, the Not 
wegian psychiatrist looked upon these casts 
as schizophrenia-like (schizophreniform) re- 
actions, in individuals suffering from com 
stitutional inferiority (constitutional psy” 
chosis) or else as psychogenic reactions wit 
a schizophrenia-like picture. According to 
the concepts of the American team mem 
bers, these latter cases would properly fit 
the American diagnostic category of schizo 
phrenic reactions. All except one of them 
were acute cases, 5 having a duration of less 
than 6 months, the sixth having a duration 
of less than one year, and the seventh case 
being chronic. 4 

These cases were all (with one exception) 
characterized by a relatively acute onset, an 
by absence of prepsychotic perso 
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changes suggesting schizophrenia. Three of 
these cases were regarded by the Norwegian 
psychiatrist as psychogenically conditioned 
reactive psychoses, and one as an acute 
hysterical psychosis, and the remaining 4 as 
constitutional psychoses. 

Tt is of interest to consider the prognostic 
evaluations made by the team members in 
relation to their diagnostic evaluations. In 
18 of the 25 cases, all members predicted a 
similar result (a variation of only a single 
“14” more or less). The same agreement 
applied to 15 cases as far as a predictiom of 
lasting effects is concerned. In 7 cases there 
was considerable disagreement as to the 
probable immediate effect of treatment, and 
in IO cases there was disagreement upon the 


| probable more lasting effects. 


Further analysis of Table 2 reveals that 
where good immediate effects with treatment 
were predicted, agreement was reached in 
only 4 cases. Where prediction of a poor 
effect was made agreement was reached in 
II cases. However, in only one case was 
there agreement upon prediction of a lasting 
good effect (case 25), while there was agree- 
ment in 13 of the 25 cases upon the predic- 
tion of a lasting poor effect. 

The chief difference in evaluation seems 
to occur in those cases in which the Ameri- 
can team members expected only transitory 
effect. Most of these cases were regarded by 
the American members of the team as cases 
of "real schizophrenia" in which treatment 
might give immediate good results, but in 
which lasting good results could not be an- 
ticipated. On the contrary the Norwegian 
Psychiatrist, in those 7 cases where he pre- 
dicted a lasting good effect, based his predic- 
tions upon a diagnosis of “constitutional 
Psychosis.” It is of interest that the 2 psy- 
chologists were more reserved in predicting 
a lasting good effect than the psychiatrists. 
The psychologists predicted a good lasting 
effect in only 2 cases (1, 25) whereas the 
American psychiatrist made this prediction 
in 6 cases, and the Norwegian in 7. 


EFFECT OF TREATMENT 


The immediate effect of the treatments 
was generally relatively poor inasmuch as a 
good response (+++ or ++) occurred 
in only 5 cases (s, 8, 18, 22, 24). All of 
these responded to electroshock. In 8 of the 


20 cases which did not respond to electro- 
shock, insulin coma therapy was tried with- 
out any better effect. The good effect which 
occurred in the 5 cases mentioned above had 
been predicted in 3 cases by the American 
psychologists even though they regarded 
these cases as schizophrenic reactions. The 
Norwegian psychiatrist had also predicted a 
good effect in 3 of these cases, but his 
diagnosis in each of the 3 cases was con- 
stitutional psychosis of a nonschizophrenic 
nature. The American psychiatrist had indi- 
cated a good immediate effect in 3 of the 5 
cases. 

An interesting fact is that the lack of ef- 
fect of treatment was forecast by all re- 
searchers in 11 of the 20 cases which did not 
respond to treatment. In addition, in 7 of 
these cases 2 of the team had predicted a 
poor prognosis. It seems therefore that the 
indication as to the lack of effect holds true 
in a majority of the cases. 

As to the long-term effect of treatment the 
following can be stated: Of the 25 cases, 11 
have—after one year—not been released at 
all; 6 have been released for one to 3 
months, but have returned; and only 8 had, 
up to November 1953, a conditional release. 
According to the individual follow-up in- 
vestigations, a good lasting effect with a real 
change of the basic psychotic symptoms has 
taken place in only a single case (No. 8) 
which the American members of the team 
looked upon as a schizophrenic reaction 
while the Norwegian psychiatrist looked 
upon it as constitutional psychosis. In the 
16 cases which are now in the hospital, no 
real improvement has taken place except for 
one case (No. 24). Neither has any real 
change in the underlying personality taken 
place in the 8 cases which for the present ate 
on conditional release. 


CONCLUSIONS 


In spite of the different opinions as to the 
diagnosis and prognoses in the 25 cases in- 
cluded in this team study, the following 
positive conclusions are agreed upon by all 
members of the team: 

In those cases, which in the United States 
are usually diagnosed as schizophrenic reac- 
tions, it is possible by the help of a careful 
history, psychiatric examination, psychologi- 
cal interview, and psychological tests, to pre- 
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dict with a high percentage of certainty those 
cases which will not profit from electroshock 
or insulin therapy. Although 15 of the 25 
cases had a duration of less than 6 months, 
and 6 of the cases less than one year, only 
5 cases showed a good immediate effect of 
the treatments. Four of these were looked 
upon by the Norwegian psychiatrist not as 
schizophrenic, but as constitutional psy- 
choses. Eight of the cases were treated with 
both electroshock and insulin coma therapy. 
Since 12 of the cases were looked upon by 
one or more of the researchers as giving 
promise of temporary improvement from 
treatment, it seems it is much more difficult 
to evaluate a good effect than a poor one. 
This seems to be related to the fact that the 
indication of a poor effect regularly has been 
based on the presence of positive signs of a 
schizophrenic personality and actual schizo- 
phrenic symptoms. 

As to the prediction of a lasting effect of 
treatment in cases which were assumed to 
have received temporary benefit, this predic- 
tion seems to have been dependent upon the 
decision as to whether the case in question 
was considered to be a real schizophrenic 
one or a reactive psychosis. Since great dif- 
ference of opinion existed on the latter 
point, especially between the American as 
compared with the Norwegian researchers, 
great disagreement occurred in this type of 
prediction. The Norwegian psychiatrist had 
indicated a good lasting effect in 7 cases, 
which he considered as nonschizophrenic, 
constitutional psychoses, while the American 
psychologists indicated such effect in only 2 
cases, and the American psychiatrist indi- 
cated a good lasting effect in 6 cases. 

As to the final evaluation of results of 
therapy after the last follow-up investiga- 
tion, the following may be stated: Although 
this research has produced evidence that 
some acute psychotic cases regularly diag- 
nosed as schizophrenic reactions may profit 
temporarily from electroshock or insulin 
therapy, the researchers have been very re- 
served in their assumption of a more lasting 
benefit. As such lasting effect depends upon 
the underlying personality structure, as well 
as on the existence of possible precipitating 
factors, and on the symptomatology in the 
initial stages, it is of the greatest importance 


in the evaluation of the prognosis and in th 
indication of therapy to give necessary rm 
spect to the fact brought out in this study 
viz., that in the group regularly diagnosed if 
U. S. A. as schizophrenic reactions, it is pos 
sible by coordination of psychiatric and psy 
chological experience to distinguish betwee 
2 groups of psychoses, characterized also b 
difference in immediate response to the the 
apies mentioned. Next it should be note 
that it has been shown to be relatively eas 


benefit from the treatments. Much clinical 
experiences and extensive cooperation bi 
tween psychiatrists and psychologists seen 
necessary however to establish solid clues f 
the evaluation of more lasting effects i 
cases which prove to benefit temporaril 
from the treatments. For this reason it i 
necessary in all statistics dealing with shod 
therapies to distinguish between 2 group 
viz., the one which consists of cases of ps} 
choses which according to clinical and psy 
chological experience are believed capable q 
no or only temporary effect; and the otlie 
group which is believed capable of mo 
lasting effects. It may be merely a matter 
estimation whether one wishes to includ 
both of these groups in the comprehensiy 
schizophrenia-group, or whether as propose 
by Langfeldt (1937) and Bellak (1948) on 
should give them different names. But fe 
the sake of clinical evaluation, economy, 
research, such differentiation is by the at 
thors of this paper assumed to be vel 
important. 1 

The small number of cases included 
this teamwork can only give indication 
the problems involved. It would certain 
be of great value if research on a largi 
material could prove statistically the diffef 
ence between the 2 groups of schizophre j 
and also state the lack of real effect of 
different treatments in the typical schizo 
phrenic cases. E 
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OCCUPATIONAL THERAPY WITH “REFRACTORY” PATIENTS 


P. O. O'REILLY, M. B., B.Cx.,1 AND J. R. HANDFORTH, M.D.? 
NonrH BATTLEFORD, SASK. 


THE PROBLEM à 


Satisfaction derived from the contempla- 
tion of modern therapeutic techniques needs 
to be tempered by the sober realization that 
they remain relatively unavailable to the ma- 
jority of mental hospital patients. It is no 
exaggeration to say that it is not so much 
our lack of knowledge as to what we should 
do for him that hinders the recovery of the 
mental hospital patient, as our inability to 
provide for him, in full measure, treatment 
which we know to be effective. This is, of 
course, another way of saying that mental 
hospitals tend to be inadequately staffed. 


That this should be so is dependent on a 


variety of factors, among which, in some 
instances, is a certain parsimony in the ex- 
penditure of public funds. More important, 
however, is the difficulty of attracting per- 
sons with special training, be they social 
workers or occupational therapists, to the 
mental hospital. Such special training is 
usually given in the cloistered calm of uni- 
versity teaching centers, and the orderly and 
academic attitudes thereby inculcated often 
make their possessors particularly vulnerable 
to the relatively chaotic atmosphere of a 
large and busy institution. The problems 
that beset an occupational therapist coming 
to a state hospital from the training school 
have been discussed by Taggart(1). A re- 
Sult is that mental hospitals find difficulty in 
attracting and retaining occupational thera- 
Pists, who in this setting are often grossly 
Overworked. 'This being the case, the gap 
must be filled by the nurses and by that 
general practitioner of psychiatry, the staff 
Psychiatrist, who must consider possible sub- 
Stitutes for the activities that would nor- 
mally be directed by a trained therapist. 
The substitute most often used is the em- 
ployment of patients on the hospital farm, in 
the laundry, and in other utility activities. 
This so-called “industrial therapy” (which 
18 primarily concerned with the needs of the 
— — 
pap Ychiatrist, Saskatchewan Hospital, North 
attleford. 


Senior Psychiatrist, Saskatchewan Hospital, 
orth Battleford. 


institution and is only secondarily therapeu- 
tic) takes the place of occupational therapy 
for the majority of mental hospital patients. 
Not all patients, however, can be productive, 
and those who cannot work are apt to re- 
main on the wards, idle and deteriorating. 
This group, the “submerged tenth” of the 
mental hospital population, presents a chal- 
lenge to modern therapeutic methods. In a 
previous report, Martin(2) described one 
of the ways in which this challenge is being 
met at North Battleford. Martin used physi- 
cal treatments (ECT) and changed the 
physical and psychological environment of 
the patients. The present paper describes an 
attempt to use occupational therapy with a 
similar “back” ward group, and it is hoped 
that at some future time it will be possible 
to report on the results of group therapy in 
the same setting. 


THE PLAN 


The writers began with certain provisional 
assumptions, as follows: (1) that occupa- 
tional therapy as such does not need justi- 
fication. It is a therapeutic tool that 
“works.” (2) That there is no justification, 
apart from the administrative difficulties 
thereby avoided, for labelling some patients 
“unsuitable for occupational therapy.” (3) 


- That therapy should be geared to the pa- 


tients, and not patients to the therapy. 
(4) That it would be necessary to look for 
occupations which, while fulfilling the usual 
aims of this type of therapy (reality testing, 
creativity, achievement, release of aggres- 
sion, etc.) would yet be within the capability 
of severely disintegrated personalities. (5) 
That enthusiasm on the part of the nursing 
staff would make up for a lack of special 
training in the field of occupational therapy. 
To what extent these assumptions were 
justified will be apparent from the case his- 
tories described. Before coming to these, an 
account is necessary of the way in which the 
assumptions were translated into action. 
The wards chosen for the pilot project 
housed the most "deteriorated' female pa- 
tients in the hospital. Of a total of 120, most 
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were chronic schizophrenics, but there was 
a sprinkling of mental defectives, epileptics, 
and others. Generally, these pdtients were 
unoccupied, apart from some desultory do- 
mestic tasks on the ward. Their toilet habits 
were poor and they showed little interest in 
their own appearance or in those around 
them. From this larger group, a random 
selection of 14 patients was made with a 
view to ascertaining what, if any, effect might 
be expected from the introduction of more 
intensive, planned activities to these wards. 
The subgroup proved to contain 11 schizo- 
phrenics, 1 epileptic, and 2 mental defectives. 
Tt was arranged that these 14 women should 
go out with a nurse each day and that dur- 
ing the summer months, they should till, 
sow, and cultivate a plot of land. In the 
winter, they still went out together and had 
the task of keeping certain paths around the 
hospital clear of snow. 

As an occupation with the greatest likeli- 
hood of arousing interest in these autistic 
patients, horticulture seemed the natural 
choice, Saskatchewan is an agricultural 
province and most of our patients are farm 
dwellers, whose lives are measured, in fat 
years and lean, by the epochs of the soil. 
Cultivating gardens in summer and growing 
houseplants in winter are evidently the most 
favored hobbies of Saskatchewan house- 
wives, and we hoped that such culturally de- 
termined proclivities might still be latent in 
our patients. We were encouraged in these 
hopes when, during interviews in which pa- 
tients were asked if there was some kind 
of work they would like to do, two of the 
women expressed a preference for garden- 
ing. (The others expressed no interest of 
any kind). 


* 


RESULTS 


The plan was put into operation in the 
Spring of 1952 at the beginning of the gar- 
dening season. After it had been in opera- 
tion for a year the following results were 
apparent: 

Effect on the Nurses.—Initial scepticism 
has been replaced by enthusiasm. The feel- 
ing is abroad among the nursing staff that 
something can be done for these patients 
after all. 

Effect on the Patients as a Group— 
Whereas at first each patient went her own 
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way, lost in her own fantasies, there has been 
a definite trend towards greater cohesion, 
Verbal and nonverbal forms of communica. 
tion have increased. It is noteworthy that 
even on days when the weather is too bad for | 
patients to go out, they still stick together | 
as a group on the ward. Not only does the | 
group hold together, but the group feelin 
has communicated itself to other patients on 
the ward, and requests to join the group are 
beginning to be heard. 

Effect on the Patients Individually—A 
change for the better, as may be seen from 
the following case histories, was seen to some 
extent in all the patients involved in the 
project. 

Miss M. J.—A 42-year-old paranoid schizophrenic 
patient who has been in this hospital since 1941, 
having previously been in a mental hospital else- 
where. Her thinking was disconnected, she was de- 
lusional, suffered from auditory and visual halluci- 
nations, and was quite negativistic. Despite ECT | 
her habits deteriorated, and she became difficult to 
manage. She took no interest in other patients and 
no interest in her personal appearance. It was 
cult to keep clothes on her. 43 

Since joining the gardening group, she not only 
keeps her clothes on, but insists on clothes of her. 
choice (including nylon stockings). She has be 
come clean in her habits, and an interested partici 
pator in the social activities of the hospital. She 
still suffers from episodes of hyperactivity, but in 
these, she is not nearly so disturbed as formerly. 
Whereas previously ECT was relatively ineffective 
in controlling this patient's outbursts, her a 
turbances now respond rapidly to this form 
treatment. a 


Mrs. S. S.—This 49-year-old Indian woman E. 
been in hospital for rr years. The diagnosis on ae 
mission was mental deficiency, but her manneris 
and impulsive behavior, her shallow and inant 
priate affect, and her complete lack of interest and 
initiative led to a change of diagnosis to neter e 
schizophrenia. On the ward, she was irrital i 
quarrelsome, and hard to manage, in addition t0 
being neglectful of her personal cleanlines. 

Since gardening she has become more sociablé 
more interested in her personal appearance, b 
much less aggressive. ECT, previously u "i 
symptomatic treatment of her impulsive outbursts, 
is no longer required. This patient's improveme aa 
has been such that her relatives are now pressing 
to take her home. 


cently her behavior was a great problem. S 
hallucinated, confused, destructive, and 
Toward the nurses she was resistive, and 
the other patients she was a troublemaker. 
appearance was neglected, and she was not 
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particular as to where she emptied her bowels or 
bladder. 

Since she joined the gardening group, the change 
in this epileptic patient has been even more gratify- 
ing than in some of the schizophrenic patients. 
She works willingly, co-operates with the nurses, 
and now gets along reasonably happily with the 
other patients. From being a black sheep among 
them, she has become a good shepherd. Being an 
epileptic she overplays this role, but in doing so, 
causes few hard feelings and is a much more ac- 
ceptable person. 


Miss E. M.—This is a 23-year-old woman suf- 
fering from hebephrenic schizophrenia who has 
been in hospital since 1949. Her response to physi- 
cal treatments was poor and she has remained con- 
tinuously disturbed, being alternately agitated and 
violent, or withdrawn and inaccessible. Apparently 
in response to hallucinatory commands she would 
frequently take off all her clothes and refused to 
wear even shoes. Her habits were filthy, and she 

was generally hard to manage. 

This pattern of behavior has undergone an ap- 
preciable modification since joining the group. Al- 
- though her hallucinations and her schizophrenic 
dilapidation remain, it has become apparent that 
part of her personality untouched by the psychotic 
process is able to respond to social influences. Her 
toilet habits have improved, she is more co-opera- 
tive to nursing care and shows at times an obvious 
eagerness to please. The outbursts of violence and 
hyperactivity are neither so frequent nor so severe, 
and she has begun to attend various social functions 
in the hospital. 


Miss J. R.—This is a 33-year-old Mongolian idiot 
who has been in hospital for 5 years. Before gar- 
dening, she was helpless, and without interest in 
her surroundings, She would take no part in any 
social activities and sat around the ward all day 
doing nothing. She was unable to dress herself. 
Recently she has shown a higher level of perform- 
ance than ever before. For the first time in her life 
she has become able to dress herself. She copies 
other members of the group and shows a definite 
interest in what is going on around her. 


Mrs. N. F.—This 45-year-old catatonic patient, 
! Who has been in hospital for 18 years, showed a 
- poor response to convulsive therapy, and as time 
went by gradually deteriorated. She was halluci- 
nated, withdrawn, and usually mute. She was gen- 
erally underactive, but sometimes became excited 
and violent. She hoarded rubbish, and was unclean 
in her personal habits. A prominent feature of her 
behavior was the habit of rushing up to any man 
who entered the ward and seizing him by the 
genitals, 

This patient has shown an active interest in 
gardening, has become less restless and has shown 
considerable social improvement, She takes more 
care of her appearance, no longer hoards rubbish, 
and is able to attend mixed social gatherings with- 
eu displaying her previously uninhibited sexual ad- 
1 85 It is a measure of her improvement that 
0 = "s recently been able to attend the hospital 
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Miss I. . This is a 33-year-old patient suffer- 
ing from catatonic schizophrenia who has been in 
hospital for 12 years. Her talk was disconnected 
and disjointed, and expressive of many fantastic 
delusions. Despite a variety of physical therapies, 
she became increasingly filthy in her habits, more 
violent in her excited outbursts, apathetic, and 
withdrawn. 

Participation in the activities of the gardening 
group had led not only to a social improvement, 
with increased cleanliness and care of her personal 
appearance, but to an apparent teyersal of the 
schizophrenic disintegration. Her conversation, 
previously reduced to the “word-salad” level, is 
now much more connected and comprehensible. 


Mrs. H. M.—A 56-year-old paranoid schizo- 
phrenic, since her admission 16 years ago with de- 
lusions of persecution, despite physical therapies, 
has gradually deteriorated. Always suspicious, she 
is at times violent. At other times she becomes 
extremely negativistic and tube feeding was re- 
quired. She has shown no interest in her surround- 
ings, and her usual occupation has been sitting on 
the ward picking the furniture to pieces and ripping 
her clothes. 

This patient's initial response to gardening was 
disappointing, At first she displayed no interest 
and in fact seemed quite indifferent to the situation. 
However, with constant prompting and encourage- 
ment, she finally began to take an interest and from 
this time onward there was a change in her be- 
havior. She has become more co-operative, and 
although she still occasionally tears up rags and 
papers, she no longer destroys her clothing or the 
furniture. Her improvement is such that it is now 
possible to transfer her to a more advanced ward, 


Miss M. R.—This 39-year-old schizophrenic pa- 
tient has been in hospital since 1939, having be- 
come psychotic in adolescence. She continued to 
deteriorate in spite of physical therapies and was 
filthy in her habits, resistive, and destructive. In 
addition to exhibiting the usual schizophrenic pat- 
tern of withdrawal, she took pains never to show 
her face, even when eating. On the ward, she neg- 
fected her personal appearance and was never 
interested in any activity. 

Since joining the gardening group she has, for the 
first time in many years, become interested in some- 
thing. This interest has been accompanied by an 
improvement in her personal appearance, and a 
general improvement in her habits. She no longer 
keeps her face covered, and is eager to go out with 
the group each morning. 


Mrs. T. A.—This is a 37-year-old patient suffer- 
ing from catatonic schizophrenia who has been in 
hospital for 14 years. Her behavior is character- 
ized by recurrent outbursts of violence with de- 
stuctiveness. As the years went by her habits de- 
teriorated, any slight interest in her surroundings 
diminished, and she became completely isolated and 
withdrawn. Since joining the gardening group she 
has shown an increasing interest in her personal 
appearance, and has begun to take an interest in 
other people. Her toilet habits, previously filthy, 
are now normal. She attends all social activities 
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in the hospital. She still shows occasional outbursts 
of agitation, but these are not so severe as formerly, 
and they settle down without the use of ECT which 
was previously required. 


Mrs. E. C—A 42-year old patient suffering from 
catatonic schizophrenia, who has been in hospital 
for 14 years, in addition to displaying catatonic ex- 
citement and stupor has shown many paranoid 
symptoms, with bizarre ideation and inappropriate 
affect, From the nurses’ viewpoint her refusal to 
wear clothes, her untidiness, and her impulsiveness 
were the most important features of her behavior. 
She showed neither the wish nor the ability to com- 
municate with others, and her toilet habits were 
very poor. 

This patient showed a very rapid response to 
being put on the gardening group. She began to 
communicate quite freely, and became more sociable 
and indeed quite a pleasant person. From being 
extremely careless, she became normally mindful 
of her personal appearance, and has stated on many 
occasions that she enjoys working'in the garden. 
She has shown a complete cessation of her impul- 
sive outbursts, and her improvement is such that her 
relatives wish to take her home. 


Miss N. D.—This patient, aged 36, was admitted 
to hospital 18 years ago as an i ile. Her be- 
havior was restless and violent and she was con- 
tinually disrobing. She seemed unable to perform 
the simplest tasks, had poor toilet habits, took no 
part in social functions, and was occasionally quite 
impulsive and resistive. 

Since joining the gardening group her impulsive 
behavior has diminished, and she is now able to 
take part in social functions. As in the case of the 
other defective patient in the series, she imitates 
the Fon members of the group, with beneficial 
results. 


Miss R. S.—This 35-year-old patient suffers from 
hebephrenic schizophrenia, and has been in hospi- 
tal for 12 years. An initially poor response to 
physical therapy was followed by gradual deteriora- 
tion to a point where she became mute, resistive, 
and negativistic. She showed no interest in her 
surroundings, but at times became extremely vio- 
lent toward those around her. Her only activity 
on the ward was continual pacing of the corridor. 
She was always extremely untidy and, in spite of 
the efforts of the nursing staff, extremely dirty. 

The effect of the gardening group on this patient 
has been to change an attitude of neglect toward 
her personal appearance to one of meticulous- 
ness. After a few weeks with the group, she sur- 
prised everybody by demanding a permanent wave, 
and since then, has insisted on having her hair set 
every day. She no longer paces the floor, but takes 
part in all social activities, including dancing. From 
being a completely isolated individual, she has be- 
come a member of a group, with a definite sense 
of being so. 


Miss J. E.—This 25-year-old patient suffers from 
hebephrenic schizophrenia and has been in hospi- 
tal since the age of 16. It was noted at the time of 
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her admission that in addition to being schizophrenic 
she was evidently mentally defective. Physical | 
therapy did not help her and she became impulsive, 
restless, violent, resistive, and negativistic. She 
took no interest in her personal appearance, con- 
tinually interfered with other patients and was filthy | 
in her habits. | 

Her improvement since joining the gardening 
group has been appreciable, in that she is now more 
co-operative to nursing care and takes more inter- 
est in her personal appearance, but her improve- 
ment has not been so satisfactory as in the case of 
the other patients in the group. 


CONCLUSIONS 


The results we have recorded represent 
no new discoveries. The beneficial effects of 
suitable occupation in mental illness have 
been known since the time of Pinel. Tt is our 
contention, however, that the staffing and 
administrative problems of mental hospitals 
may lead to this form of therapy being avail- i 
able only to the “good” patients and to 4 
neglect of the principle(3) that work per se 
is not the main thing. We have endeavored 
to show that, provided it is adapted to the. 
patient’s particular needs, occupational ther. 
apy can improve the condition of even the 
most “hopeless” cases. Of the 14 patients 
who participated in our pilot project, only 
one has failed to show a striking degree of 
improvement. The other 13 are still men. 
tally ill, but in relinquishing their positions 
of isolation, they have become better adapted | 
to the hospital environment. This improve 
ment of interpersonal relationships has been 
accompanied by reduction of socially ill 
tolerated habits, to such a degree that in? 
cases the relatives wish the patients to retur 
home. 
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THE GANSER SYNDROME 
A Review AND ADDITION or Some UNUSUAL CASES 


HERBERT WEINER, CAPT., M.C.,1 U.S.A, WasniNcTON, D. C., AND 
ALEX BRAIMAN, M.D.? Rocks TER, N. Y. 


In 1898 Ganser(1) described a specific 
“hysterical twilight state" the chief symptom 
of which he called Vorbeireden. This symp- 
tom was subsequently also called Daneben- 
reden, paralogia, and the syndrome of ap- 
proximate answers. As is well known, these 
terms apply to the patient’s inability to an- 
swer precisely, when requested to do so, 
familiar and simple questions, though it is ap- 
parent that the content of the question was 
understood. These unusual, approximate re- 
sponses are spotty and are not impaired for 
all questions ; they are usually tendered with 
care and deliberation. 

Although V orbeireden is the central symp- 
tom of the Ganser reaction, all of the origi- 
nally described patients also manifested mul- 
tiple “hysterical” motor and sensory stigmata, 
transient excitements, anxiety, uncertainty, 
an air of detachment, illusions, visual and 
auditory hallucinations, and sensorial cloud- 
ing. The clinical picture has been likened to 
an acute hallucinatory “confusion” of the 
organic type. In Ganser’s cases, and in many 
subsequent reports, the reaction subsided in 
a few days leaving the patient with amnesia 
for the period of psychosis. 

Since that time most of the cases have been 
teported to occur in a prison setting, and the 
syndrome is often described as a form of 
prison psychosis. The exact incidence in 
groups of prisoners has been considered as 
being quite low; thus Estes and New(5) col- 
lected 50 cases among 8,000 army prisoners 
studied by them. However, Ganser’s syn- 
drome does occur in civil practice; Jolly(6) 
Stated that one-third were noncriminal civil- 
lans and Henneberg(7a) gave this figure as 
2076. Flatau(8) reported 4 cases that he had 
Seen outside prison walls and indicated that 
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the illness was occasioned by an emotionally 
traumatic, precipitating event often of a sex- 
ual nature, that the course was briefer, the 
clouding of consciousness was less intense, 
and the number of approximate answers 
fewer. 

The symptom of Vorbeireden itself, whose 
description is usually ascribed to Ganser, was 
originally uncovered by Moeli(2) in his 
study of psychotic prisoners. Its genesis has 
been much debated and it has often been used 
as synonymous with the symptom complex. 
Ganser (3) remarked that Vorbeireden alone 
occurs during the course of other psychoses 
and Vorster (9) mentioned that it occurred in 
2196 of his group of catatonic patients. Be- 
sides being seen in schizophrenic individuals 
(9), the symptom alone has been described in 
manic and demented patients(7b). Even to- 
day the separation between symptom and 
syndrome is still evident; in Henderson and 
Gillespie’s textbook(10) only the symptom 
is mentioned. 

There have, however, been very few cases 
reported of the entire syndrome occurring 
during the course of other major psychiatric 
disease entities(9, 11). Anderson and Mal- 
linson(1r) in 1941 reported 3 cases of the 
syndrome, one in a patient suffering a schizo- 
phrenic reaction and also in 2 patients who 
suffered a severe depressive illness. We have 
not been able to find any reports of patients 
suffering of the Ganser syndrome who were 
demented as well. 

Although there are no extensive investiga- 
tions into the psychopathology of the syn- 
drome or symptom, there is considerable lit- 
erature as to etiology on purely clinical 
grounds. Most authors agree that the reac- 
tion is a psychotic one(2, 9, 11, 12). Kraepe- 
lin(13) and Bumke(14) believed that the 
syndrome was of an hysterical nature, others 
(8, 1, 15) including Ganser(1) concurred 
with the latter because of the presence of 
multiple stigmata of conyersion hysteria and 
amnesia, The premorbid personality of these 
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patients was representative of an hysterical 
character disorder (6, 8, 9). The occurrence 
of amnesia as part of the syndrome led 
Bumke(14) to state that it must needs be 
hysterical, as amnesia for a traumatic emo- 
tional experience occurs only in hysteria, In 
support, Vorster(9) mentions that schizo- 
phrenic patients may give senseless and irrel- 
evant answers rather than approximate ones. 
The schizophrenic individual utters his an- 
swer explosively and rapidly and not with 
deliberation(16). As further evidence of the 
hysterical nature of the condition, Higier(17) 
reported that approximate answers may be 
elicited after hypnosis in hysterical personal- 
ities and “normal” individuals to whom this 
form of response has not been suggested. 

On the other hand, many authorities have 
insisted that the syndrome is basically a mani- 
festation of the schizophrenic reaction, and 
in particular of catatonic negativism(16, 18). 
Bleuler(20) and Mayer-Gross(21) contend 
that if these patients are followed long 
enough some eventually suffer schizophrenic 
reactions. More recently, Estes and New(5) 
from their study of a group of prisoners con- 
clude that the predominant motivation for 
this reaction is one of escaping an intoler- 
able situation and substituting a pleasurable 
phantasy, thus making it similar dynamically 
to conversion hysteria. However, they con- 
clude that the clinical picture is most likely 
of acute schizophrenic origin. 

Another theory of the etiology of the Gan- 
ser syndrome holds that it is a manifestation 
of malingering. The reason for so stating is 
that the simulator’s concept of abnormal be- 
havior is one of exaggerated nonsense leading 
to the bizarre approximate answer. Other 
reasons, however, for casting doubt on this 
hypothesis are that the type of response is 
uniform and remarkably similar irrespective 
of the regional origin of the patient, and that 
the response itself is never proffered unsolic- 
ited. Today, it is agreed that malingering is 
rare and that malingering and hysteria in all 
probability form two ends of a spectrum(21). 
"The former is in itself considered by some to 
be a symptom of an underlying psychologi- 
cal illness(22, 23). Somewhat analogously, 
Stern and Whiles(12) believe that the Gan- 
ser syndrome occurs in individuals, who, al- 
though psychologically ill do not realize it, 
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yet wish to appear so. They conclude from 
their study of Hamlet that the motive for the 
symptom is conscious—though “this be mad- 
ness yet there is method in it.” Golden(23) 
has described the case of a soldier who suf- | 
fered pseudodementia, a Ganser syndrome, | 
hysterical anesthesia and analgesia, inconti- | 
nence, immobility, and who, when this pic- 
ture cleared, was amnesic for the entire epi- 
sode. He was able to show that the symptoms 
of pseudodementia were simulated whereas | 
the rest of the picture was unconsciously 
determined. 

In other papers, the Ganser syndrome is 
ascribed to alcoholic excess(24) or head in- 
jury(25). As Flatau(8) has pointed out, 
however, the personality of these patients was | 
uniformly hysterical. Still other authors hold | 
that the answers are suggested to the patient 
by the absurd question or by frequent ques- | 
tioning(19, 26), or are the product of inat- | 
tention, purposeful evasion or suppression. 

The purpose of this paper is to indicate 
that this syndrome is more frequent in civil- | 
ian practice than suspected, that the sym | 
drome and not only the symptom, may occut 
in the course of other significant psychiatric 
entities, and that despite this its char * 
teristics are unchanged from the original 
description. | 


| 

CLINICAL MATERIAL | 
In the course of one year, 6 cases of the | 
Ganser syndrome have been observed on tit) 
psychiatric wards of the Strong Memorial + 
and Rochester Municipal Hospitals. Five of 
these patients—4 women and 1 man—wer 
noncriminals, and one patient, a man, was å 
prisoner serving sentence for manslaughter 
During the same period, 1,099 cases of vati 
ous kinds were admitted to these wards. It 


risoners(5). A 
p We 5 5 describe in detail 3 of 17 
cases as they demonstrate no features 1 | 
have not been recorded previously. Suffice |) 
it to say that all evidenced the acute . 
of the Ganser syndrome lasting in 2 patien” 
no more than 48 hours, and 10 days in. A 
prisoner ; that all had the characteristic stig l 


| 
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mata of long-standing, severe hysterical char- 
acter disorders, that in the 2 nonprisoners 
there was a history of symptoms of conver- 
sion hysteria both prior to and following the 
illness, and amnesia with loss of personal 
identity (Table 1). In each case, a definite 
precipitating event was evident, in one case 
the patient was being hounded by her credi- 
tors, in the second case the patient was ap- 
parently obtaining drugs under false pre- 
tenses and was under surveillance by the law; 
the third patient was serving a prison 
sentence. 


Case L—This 21-year-old single man entered 
the emergency division of Strong Memorial Hospi- 
tal in February 1953, after a period of amnesia 
which had lasted about 3 hours. The last thing the 
patient could remember was having supper with a 
woman friend. He had been talking to her when he 
suddenly had a feeling that he had to leave, ap- 
parently associated with heightening symptoms of 
anxiety, relieved only by running. These abated and 
the patient returned to his friend’s house, where the 
two proceeded to have dinner, then decided to call 
a mutual male friend. As the patient was going 
downstairs to telephone, he suddenly felt a severe 
pain in his left side, lost all sensation in that side, 
and collapsed. He had little memory for the next 3 
hours except for a vague impression of many faces, 
of voices, of “scenes” of his past military service, 
and “a vision” of a dead friend and a highschool 
Sweetheart, He was brought to Strong Memorial 
Hospital as a transfer from another hospital whose 
doctors forwarded a report that the patient had 
talked incoherently about his military experience 
and his work. He had not known who he was or 
Where he was. He was hyperventilating to the 
point where he finally developed carpopedal spasm. 

Physical examination on admission was entirely 
negative. 


Mental status examination showed a tense, quiet, 


serious young man who was extremely restless and 
paced up and down the room. He related well to 
the examiner and spoke quietly, calmly, coherently, 
but was unable to account logically for his state of 
amnesia and spoke of it with drama and puzzlement. 
His mood was entirely appropriate, he seemed 
mostly bewildered, and his affectual responses were 
intact. Retrospectively, his hallucinations were men- 
tioned. Orientation as to time and place was ac- 
curate but he stated that he was still at the hospital 
from which he had just been transferred. Recent 
memory was otherwise good as was his remote 
memory. He was able to do 6 digits forward and 3 
backwards; he calculated as follows: 4+2=6; 
4+4=9;6+4= 12; 9 X 9= 18; IIX 11 III; 
6X6 was 12; and 5X 6=30. He stated that a 
large horse had 6 legs, was unable to tell when the 
War of 1812 had occurred. He seemed puzzled by 
the question of how many legs a 3-legged stool has. 
He serially subtracted quite poorly, started with 
100—7 equaling 92, 85, 78, 71, 64, 54, 44. Other- 
wise his answers were entirely correct. 

Laboratory examination was negative as was his 
electroencephalogram; skull films were unremark- 
able. 

Family History—The patient’s father was 48 
years old and native born. He was described as 
a gruff, independent, stubborn individual who 
"wouldn't take anything from anybody" and de- 
manded immediate obedience. His mother was 47 
years old. She had acted as a foster mother for a 
local charity, in addition to bringing up her own 
children. She was described as a high-strung his- 
trionic person who often complained of her chil- 
dren's ingratitude. There were 2 younger brothers, 
the older of whom had been a source of rivalry, 
overt hatred, and bitterness to the patient. He grad- 
uated from high school at the age of 18 after a 
lacklustre career, and was in the U. S. Marines 
from August 1950 to February 1952. In June 1951 
he volunteered to go to Korea in order to “kill.” 
During his service there, he had frequent bouts of 
amnesia which never lasted for more than 2 or 3 
hours. (However, according to his parents, the pa- 
tient was never sent overseas.) Following dis- 


TABLE 1 
Summary or Case MATERIAL 
Case I n III IV v vi 
Premorbid personality Hysteri Schizoid Hysterical Hysterical Hysterical Hysterical 
paranoid G. P. I. dependent prisoner 
: i i; A Average 
8 Intelligence (tested) e Dum ine erage 
ymptoms : 
y Vorbeireden ... x * x = * * 
s x x x 
3. 
* dk x x x 
x x x x 
6. D S ESO x x x P3 x 
- Depression x x x 
e Anxiety God x x x x x x 
- Excitement e x x x 
70 Hallucinations = x 
^. Perplexity x x x x 
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charge in 1952, he went to work in a factory but 
found the adjustment difficult; his superiors an- 
gered him because he felt he was too closely 
watched. At times, also, he thought that they har- 
bored derogatory thoughts about him. 

The patient had never had any sexual instruction; 
started going out secretly with girls when he was 
I3. Since his "return" from Korea he and a male 
friend had platonically befriended a girl. In July 
1952 while the 3 friends were riding in a car the 
patient was thrown against the door and immedi- 
ately thereafter he developed severe pain starting in 
his groin and spreading up his left side, radiating to 
his toes, and associated with paresthesiae and weak- 
ness of the entire leg. After a short time, the pain 
and weakness disappeared spontaneously and never 
recurred. In the recent past the patient and his 
friend had competed more actively for the girl’s 
favors. 

He characterized himself as suspicious, shy, in- 
dependent, aggressive, cold, and easily roused to 
anger which he directs at inanimate objects. 

Psychological testing done on the fourth hospital 
day indicated that “the patient was being over- 
whelmed by anxiety, relative to sexual conflicts, As 
the result of the anxiety and guilt invoked in the 
Present situation he appears to be having the be- 
ginnings of idea of references together with some 
eccentric behavior. This underlying, incipient ma- 
lignant process is not to be overlooked. Although 
he typically represses and intellectualizes there are 
also hysterical features. If any mechanisms are 
basic it appears to be repression and denial in all 
areas of functioning—emotion, sex, aggression.” 

Course.—Patient remained in the hospital for 12 
days. After 24 hours, the Ganser syndrome had 
disappeared and he had no further bouts of amnesia 
while in the hospital. However, he remembered 
none of the details of his admission, 

In summary, this patient demonstrated a Ganser 
syndrome characterized by amnesia, with loss of 
personal identity, a brief fugue, visual and auditory 
hallucinations, subjective loss of sensation on the 
left side of his body, transient excitement, and the 
syndrome of approximate answers. In the past, he 
had had repeated bouts of amnesia and conversion 
hysterical symptoms, the last bout of which occurred 
in a setting of sexual stimulation and competition ; 
his Present illness had apparently begun under sim- 
ilar circumstances. In addition, the patient had 
character traits suggesting, at least, a paranoid 
personality coincidentally developing ideas of ref- 
erence and persecution. No major thought disturb- 
ances or affective change were present and no other 
blatant symptoms of a paranoid schizophrenic re- 
action occurred, 

Case IL—This 30-year-old, married, Negro 
woman was admitted to Rochester Municipal Hos- 
pital in August 1952. It was learned that 2 days 
prior to admission, she appeared at her sister’s 
house stating that "someone wanted to kill the both 
of us.” At that time, she looked apprehensively out 
of the window at the passengers of passing cars for 
possible assassins. That night and the following 
day, the patient remained secluded in her sister’s 


room reading the Bible. In the evening, she went 
to a Christian Science meeting, during the middle 
of which she went down to the basement and at, 
tempted suicide to avoid the homicidal wrath of 
other members of the congregation. She was re. 
strained, became excited and incoherent and Wag 
brought to the Rochester Municipal Hospital. 
It was stated that she had always been quiet, 
prudish, stubborn, inflexible and hard working and 
that after joining the Christian Science movement 
she had claimed that she could read other people's | 
thoughts and divine the motives behind their acts, | 
Her only interest besides her work was religion, 
Physical examination on admission was negative, | 
The patient lay motionless in bed, speaking in 3 
rambling, incoherent manner. She seemed hostile, | 
resistive, distant, preoccupied, related poorly, was) 
affectually inadequate. Her thought content was 
overtly sexual. She reported that she saw snakes | 
and that she smelled and tasted ether and gas in her 
room. At times, she was mute, negativistic, and 
lay motionless in bed, posturing. Later, she ex- | 
pressed the idea that she was already dead, and | 
that the hospital was persecuting her because of her 
color. She intimated that the hospital personnel 
was interested in her sexually. The day following 
admission her behavior changed. She became talk- 
ative and coherent and insisted that she had no 
memory for anything that had transpired since at- 
tending the Christian Science meeting. She Won, 
dered if she had been in an airplane accident; di 
not recognize the house physician who had previs 
ously cared for her, claiming that this was the first 
time she had seen him. She did not know het | 
name and failed to recognize it when it was told 
to her. On being questioned she stated that à | 
3-legged stool had 9 legs; and when asked how 
many legs a large horse had, she said that she had | 
never heard of such a horse, however, a small horse 
she believed had 5 legs. She did not think there 
was a war in 1812, when asked its date; a wrist: 
watch, she called a compass; a pen, a thermometer; 
a pencil, an ice-pick; a key, a can opener; à note, 
book, a pocket book; a cigarette, she did not know; 1 
and called an address book a Bible; she was quite 
apathetic and dull, but rather characteristically 
answered the questions slowly and thoughtíal | 
The following day the patient remembered nothing : 
of the previous day's events and no longer gave 11 
above answers; she was now quite preoccupied, S 3 
times mute, lying on the floor in a puddle of urine. 
On the third, day, the patient was again in 8000 
contact, began to eat and sleep and was able to 17 
count the story of events leading up to her hospi. 
talization; but now she used many neologisms. is 
Later, prior to transfer to another hospital, 8 
relapsed into a stuporous state. There she receive. 
6 electroconvulsive treatments and was very muai 
improved 3 months later. idly 
Her illness had apparently begun very E a 
and initially had most of the characteristics O ^ 
acute catatonic schizophrenic reaction. One ui 
later the patient manifested a complete dag 
behavior, was able to relate well and was cohe! 5 
but she had amnesia for her previous psychotic b? 
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havior, had lost her personal identity, showed cloud- 
ing of consciousness and gave typical Ganser an- 
swers. Within 24 hours she again relapsed but this 
time the period during which she presented Ganser's 
syndrome was no longer remembered. 

Case III. This case is unusual in that it 
represents a case of Ganser's syndrome occurring 
briefly in a patient suffering of paretic neuro- 
syphilis. 

This female patient, 40 years old, twice married, 
was brought to Strong Memorial Hospital in Sep- 
tember 1953, accompanied by a police officer whom 
she had accosted on one of the main thoroughfares 
of Rochester, to ask him who she was, what city 
she was in, and what she was doing here. On ques- 
tioning by the officer at that time, she had no 
idea of the events of the previous 2 days, incor- 
rectly stated she was unmarried, lived in an ad- 
jacent big city, and was 50 years old. 

She was born in Kentucky, had received a grade 
school education, had been married once in her 
twenties, divorced and remarried at the age of 34. 
For some time her husband had noticed that her 
memory was poor and had believed she was “fak- 
ing.” She was said to be an excitable, childish, and 
self-dramatizing person. 

In 1951, while attending a party of friends, she 
had lost consciousness for several hours and on 
regaining it, had weakness of her right arm and 
leg. This episode was considered to be “hysterical” 
by her physician. 

Physical examination was unnoteworthy except 
that her right pupil was mydriatic, irregular and 
responded on convergence but not to illumination; 
the left was small and showed both a light and con- 
vergence reaction. The patient claimed weakness 
of her right arm and leg, but with encouragement 
strength and tone were comparable to the left side 
and the deep tendon reflexes were intact. There 
was a clear-cut, midline loss to all sensory stimula- 
tion on the right side, not including the tongue or 
buccal mucosa and the corneal reflexes were intact. 
The patient seemed gay, related well in a plead- 
ing way and seemed perplexed; she spoke slowly 
in a childlike, lisping manner with no trace of 
dysarthria, No abnormal mental trends obtained. 
Her main concern was for her dog. She gave her 
hame, age, and home address incorrectly; was dis- 
oriented as to time and place; remembered the de- 
tails. of her admission, but for the 2 days prior to 
admission had no memory. She could not calculate 
js all, stated that 3 ＋ 4—8, 4+5= 10, a small 
horse had 3 legs, a large horse 5, and could not 
identity simple objects. 
DUE condition lasted 4 days, by which time her 
Nui and sensory disturbances were no longer 
ad Fat Now she knew her name and address but 
bens remember the details of admission nor the 
pra Us events of her hospitalization, her remote 
wäll a was vague; she calculated moderately 
ae à ew the names of objects, and gave the cor- 

fe Spone to simple questions about. horses. 
ng ormed serial subtraction with heightened 


Laboratory tests were unremarkable including a 
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chest X-ray; however, her blood and spinal fluid 
Wassermann reactions were strongly positive. The 
cerebrospinal fluid was under a pressure of 9o milli- 
meters of water; C.S.F. protein content was 25 
milligrams per 100 cubic centimeters, and contained 
3 large mononuclear cells; the colloidal gold curve 
was of the second zone type. An electroencepha- 
logram was interpreted as showing medium voltage 
with a basic frequency of 9-11 cycles per second, 
and contained scattered waves and short runs of 
medium voltage 5-7 cycles per second and 15-20 
cycle/second activity. Psychological tests revealed 
a performance I.Q. of 68 and evidence of dementia 
and “organic” deterioration; in addition “there is in 
this patient a good deal of anxiety about her recog- 
nized dementia and about the seemingly hostile re- 
actions of her husband to her illness.” 

Later the patient showed multiple but transient 
conversion hysterical sensory symptoms. 

In summary, the patient demonstrated while suf- 
fering from paretic neurosyphilis, which had already 
led to a considerable degree of dementia, a fugue 
with amnesia, loss of personal identity, hysterical 
sensory disturbances, child-like speech and be- 
havior, clouding of consciousness and approximate 
answers. These disappeared in 4 days, leaving an 
anxious, perseverating, demented woman. 


Discussion 


The object of this report is to point out 
again that the Ganser syndrome may arise 
not only in hysterical character disorders but 
also during the course of other major psychi- 
atric illnesses. Furthermore, that its over-all 
incidence, though rare, is not as uncommon 
in civilian hospital practice as most modern 
textbooks might indicate. 

In each of these cases, the diagnosis of 
Ganser’s syndrome rested upon the presence 
of the symptom of Vorbeireden, and at least 
one of the other symptoms described by Gan- 
ser in his original paper (Table 1). The most 
common findings were amnesia with loss of 
personal identity, clouding of consciousness, 
and Vorbeireden, which occurred in all 6 
patients; conversion symptoms of the anes- 
thetic, hypesthetic, or paralytic type were 
present in 5; a fugue ushered in the illness 
in 4; the same number showed perplexity, 
anxiety or transient excitements; and 2 pa- 
tients had both visual and auditory halluci- 
nations. 

As regards the approximate answers, it 
has been apparent that not only are they re- 
markably similar to the same questions in all 
our patients, but that added effort seems to be 
exerted by the patient. It would seem more 
difficult and require an excess of “energy” to 
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answer that 2 and 2 are 5, than that they are 
4. The thoughtfully slow manner in which 
the answer is given might substantiate this 
idea which, if correct, leads to the thought 
that such answers serve a psychological 
purpose. 

Weare in agreement with previous authors 
(3, 8, 11, 12) that patients suffering from the 
Ganser syndrome are psychotic, 

It is true that much of their overt activity 
usually remains purposeful but as has been 
indicated by Geleerd and his fellow workers, 
in the case of amnesic episodes in general, 
“the ego has lost one of its most important 
integrative functions, that of maintaining the 
sense of position in time and space, the feel- 
ing of personal continuity, of sameness, and of 
me- ness. The core of the ego, the con- 
sciousness of itself as being distinct from the 
outside world and everybody else, has been 
temporarily given up"(27). Fisher (28) con- 
siders that fugues, which occurred in 4 of 
our patients, stand somewhere between a 
neurosis and a psychosis, and do not only 
represent simple, hysterical conversions. 

In examining the setting in which this syn- 
drome occurred we have been struck by the 
fact that there is generally an overt stress of 
some severe kind, either external or in the 
form of a major illness, As previously indi- 
cated, of the first 3 patients with a classical 
Syndrome, one was serving a prison sentence, 
and the other 2 were faced respectively with 
bankruptcy and a narcotics charge. In the 
other patients, one was suffering from a de- 
compensating paranoid character disorder, 
one from a schizophrenic reaction, and the 
last from paretic neurosyphilis. 

Although we have made no detailed study 
nor do we have confirmatory evidence of the 
psychodynamic factors in this illness, we ten- 
tatively propose that the Ganser syndrome in 
these patients is a reaction to intolerable 
Stress with a feeling of utter helplessness. 
This was most evident in the second and third 
cases described who verbalized their feeling 
directly or symbolically that a disaster had 
occurred to them for which they had no ex- 
planation either to themselves or others. 
(Psychological tests in those cases when they 
were done bore out this impression.) 

This sense of helplessness in some of the 
cases is imposed by external reality (Cases 
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IV, V, VI) ; in others it is secondary to inner 
impulses which are overwhelming (Cases ]_ 
and II) to the individual and have resulte]. 
in behavior they cannot understand, or th 
psychological difficulties leading to accusa- | 
tion on another's part. In this setting, the 
Ganser syndrome develops. Many of the 
symptoms such as the anxiety and excitement 
are nonspecific. The 2 symptoms that are 
uniformly present and characteristic of the 
Ganser syndrome in our cases, however, are 
(1) amnesia with loss of personal identity, 
(2) Vorbeireden. 

It is our proposition that both of these 
symptoms represent unconscious desperate 
attempts by the individual to deceive himself 
and others by casting off or concealing his in- 
tellect and personal identity. It is as if the 
patient were indicating to himself that he 
could not be held responsible for his actions, 
past or present. He indicates this by losing 
his personal identity and the ability to answer 
simple questions. Why then are the answers 
thoughtfully given and so similar in all cases? 
We suggest that this is but an unconscious 
elaboration of this denial of their behavior 
which may seem so transparent to the ex- 
aminer. The answer itself and its content 18 
rendered with care and thought, so as to in- 
dicate effort, the absence of obvious simula- 
tion and yet it is approximate so as to pro- 
mote the initial illusion of lack of culpability. 

In all these cases, irrespective of whether 
the cause of it is external or within the patient 
these unconscious mechanisms would seem to 
represent a desperate attempt to overcome 
the anxiety and helplessness engendered by | 
the potentially adverse results of the patients 
actions or illness. 


SUMMARY 


I. Six cases of Ganser's syndrome are de 
scribed, one occurring in a male prisoner, ; 
occurring in civilian patients of whom 4 wet 
women and one a man. N 

2. Three patients who are described in E 
tail developed the syndrome intercurrenty 
during other serious psychiatric illnesses. 

3. Itis pointed out that although the ie 
tom of approximate answers has often bet : 
described as occurring in various entities, 4 
syndrome as originally defined has rare) 
been so reported. 
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4. Certain clinical features are commented 
upon, in particular the coincidence with ap- 
proximate answers of amnesia with loss of 
personal identity. 

5. A possible explanation of some aspects 
of the Ganser syndrome is tendered. 
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USE OF WHOLE PROTEIN SUPPLEMENT AS AN ADJUNCT IN 
INSULIN COMA THERAPY * 


JOHN D. DeMOTT, M. D., Kansas Cry, Mo. 


Delayed adverse reactions following insulin 
coma therapy are an ever present problem, 
and must be prevented, if possible. These 
reactions may be mild or severe, occurring 
immediately following procedures to termi- 
nate the coma, or after a delay of 8 to 10 
hours or more. Delayed adverse reactions 
may range from prolonged or irreversible 
coma to the milder types of reactions such as 
nausea, vomiting, or inability to consume the 
noon or evening meal. Any type of delayed 
reaction is a painful experience and an ordeal 
for each patient involved. 

In an effort to reduce the frequency and 
severity of these delayed adverse reactions, 
we instituted a study, using a whole protein 
supplement (Meritine) plus supplementary 
vitamins and minerals to interrupt the insu- 
lin coma, and also as supplementary feedings 
throughout the day of treatment. Revitch 
and Hirschfield * have used this same product 
for the feeding of patients after termination 
of insulin coma treatment and have reported 
fayorable results in the reduction of early and 
late secondary reactions. 


METHOD 


Over a period of 8 months the Meritine 
procedure was used on alternate weekly peri- 
ods as a comparison with our standard pro- 
cedure of interruption of coma, special atten- 
tion being given to delayed adverse reactions 
of all types, frequency, duration, and correc- 
tive procedures requiring glucose infusions or 
additional medications. 

Our standard procedure of interruption 
consisted of administering 300 to 400 cc of a 
5076 dextrose solution by intubation, with or 
without intravenous administration of 50 to 
100 cc of 50% glucose solution. Each patient 
also received 6 to 8 ounces of this dextrose 
solution mixed with fruit juices at 2:00 pm, 
and 8:00 p.m., as supplementary feedings. 

The Meritine procedure of interruption 


i From the Neurological Hospital, Kansas City, 
0. 

2 Revitch, Eugene and Hirschfield, Reizel. Am. 
J. Psychiat., 1o8: 703, 1952. 
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consisted of administering 500 cc of the above 
dextrose solution, mixed with 2 ounces of 
Meritine powder, 1 cc Vitamin C Solution 
(Cecon) and 5 cc Triple Phosphate Solution 
(Lilly) by intubation with or without intra- 
venous 50% dextrose. Each patient also re- 
ceived 6 to 8 ounces of milk and dextrose 
solution containing 1 ounce Meritine powder 
at 2:00 p.m., and 8:00 p.m. In addition each 
patient received 1 concentrated multiple vita- 
min tablet (Theragen) at 2:00 p.m. 


RESULTS 

During the period April 24, 1953, through 
December 31, 1953, 86 patients were treated 
with a total of 1,555 treatments and 758 
comas. Length of coma was from 45 to 60 
minutes. 


Comparison IN INSULIN DEPARTMENT 


> 8 
BUM a 
M | Lo 
55 E Ed en 25 
Dextrose .. 190 124 273 205 368 —64% 
Meritine 160 169 280 314 404 640% 
CoMPARISON ON WARD 3 
Infusions 
necessary. 
because of 
ae 
toveat lunch 
Bi. 56—6.35% 
Too 636 82% 
Delayed 
reactions, 
mild, 
(requiring 
infusions 
Dextrose .. 
Meritine .. 
Dextrose 
Meritiinte 
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Discussion 


The results of the above percentages would 
indicate that the use of Meritine is of some 
value. However, because of the small series 
of patients treated no definite conclusions are 
formed. 

The occurrence of delayed adverse reac- 
tions(9), both mild and severe, occurring in 
the afternoon or evening hours clearly 
indicates that we did not achieve our ultimate 
goal with the Meritine procedure. 

As one may note, the percentage of intra- 
venous glucose infusions given in the insulin 
department and also on the wards because of 
the patients’ inability or refusal to eat the 
noon meal are approximately the same in 
both procedures. This is to be expected as 
carbohydrate metabolism takes place more 
rapidly than protein metabolism. To explain 
the necessity of this large number of glucose 
infusions administered when patients were 
unable or refused to eat the noon meal many 
assumptions may be made. It has been our 
policy to administer more dextrose solution, 
either orally or by intubation in the interrup- 
tion of the insulin treatment than some au- 
thorities have recommended. This is ad- 
ministered rather late in the morning and 
close to the noon meal, Perhaps we have 
been overloading our patients, and even with 
their refusal to eat the patients might avoid 
a delayed adverse reaction. Our experience 
has been otherwise and our group believes 
that any refusal to eat should be covered by 
dextrose administered intravenously. Un- 
doubtedly many of these infusions may have 

een unnecessary. 

The sustained benefit of the protein solu- 
tion is quite evident in the reduction of de- 
layed adverse reactions occurring in the after- 
noon and early evening periods. 

Our attention has been directed to the ex- 
cellent results obtained by the use of Hyalu- 
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ronidase (Wydase) as an adjunct in insulin 
coma therapy, for the same purpose as out- 
lined in this paper. We believed that the con- 
tinuation of our Meritine procedure, which is 
moderately expensive and time-consuming 
for our nursing staff, may not be warranted. 
We are now working with Wydase as an 
adjunct in our insulin coma therapy for com- 
parison with that of Meritine, to determine 
which is the more efficacious in the preven- 
tion of delayed adverse insulin reactions. To 
date the results with Wydase are quite en- 
couraging. It may well be that we shall even- 
tually develop a procedure combining both 
the Meritine and Wydase in an effort to fur- 
ther erase the occurrence of delayed adverse 
insulin reactions. 


SuMMARY 


A study with the use of a whole protein 
supplement and dextrose solution adminis- 
tered orally or by intubation as an adjunct in 
interruption of insulin coma was conducted 
to determine if this procedure was more effi- 
cacious in reducing the frequency and sever- 
ity of delayed adverse reactions than the ad- 
ministration of a 50% dextrose solution alone 
for interruption. 

Results of study indicate that delayed ad- 
verse reactions were reduced approximately 
by one-half with the whole protein supple- 
ment procedure. 

There is not much difference in the amount 
of intravenous medications required in either 
procedure, both in the insulin department or 
on the wards, because of patients’ refusal or 
inability to eat lunch. 

The patients themselves greatly preferred 
the whole protein supplement to the dextrose 
solution and it seemed to satisfy their hunger. 
Also, much less vomiting was noted in pa- 
tients receiving the whole protein supplement. 


THE PSYCHIATRIC RESOURCES OF NEW JERSEY 
HENRY A. DAVIDSON, M. D. Can Grove, N. J. 


New Jersey was the scene of Dorothea 
Dix’s first triumph. For the New Jersey 
State Hospital at Trenton was the first state 
institution built because of her efforts. That 
was in 1845. And it was to the Trenton 
State Hospital that she returned in 188r, 
where she remained until her death in 1887, 
an honored and beloved guest. The room in 
which she lived is preserved as a vivid me- 
morial to one of the most valuable citizens 
of the nineteenth century and as a memento 
of one of the most effective crusades in 
history. 

New Jersey's state psychiatric institutions 
include 4 state hospitals for the long-term 
care of the mentally ill; 4 schools for mental 
defectives; a residential diagnostic center; a 
state child treatment center ; a residence cen- 
ter for the intensive treatment of youthful 
offenders; and a research-oriented neuro- 
psychiatric institute. 

These institutions are under the supervi- 
sion of the State Department of Institutions 
and Agencies, which controls as well the 
state sanatorium, board of child welfare, 
penal and correctional institutions, and sev- 
eral special agencies for assistance to various 
categories of welfare clients. The Acting 
Commissioner is Dr. F. Lovell Bixby. The 
Director of Mental Hygiene and Hospitals 
is Dr. Edward N. Pleasants, a Fellow of The 
American Psychiatric Association. 

The state hospitals are at Greystone Park 
(average census 6,600), Trenton (4,300), 
Marlboro (3,200), and Ancora (near Cam- 
den) which will soon receive patients, and 
has a capacity of 3,000. Greystone Park 
(which is near Morristown) is the institu- 
tion referred to in the second half of the 
phrase "*Columbia-Greystone" Associates, by 
which the pioneer topectomy project is 
identified. Marlboro is near Asbury Park. 

Six counties also operate hospitals for the 
long-term care of the mentally ill. These are 
at Cedar Grove* (Essex County), Secaucus 


1 After his A. P. A. presidency, the late Dr. Samuel 
W. Hamilton became Superintendent of this hos- 
pital. The present Superintendent, Dr. Joseph G. 
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(Hudson County), Northfield (Atlantic 
County), New Lisbon (Burlington County), 
Bridgeton (Cumberland County), and Gren- 
loch (Camden County). 

For the care of the mentally deficient, 
there are 2 state institutions for males 
(Woodbine and New Lisbon) and 2 for fe- 
males (Totowa and Vineland). The Vine- 
land State School is across the street from 
the famous Training School, the institution 
where H. H. Goddard did much of his 
pioneer work in psychometrics. It was at 
Vineland that the Binet-Simon tests had their 
first large-scale usage in America. 

The Neuro-Psychiatric Institute (for- 
merly the State Village for Epileptics) ap- 
plies intensive treatment and research to psy- 
chotic children, alcoholics, drug addicts, sex 
offenders, and epileptics. This is at Prince- 
ton. The Institute includes, as one of the 
state's currently valuable assets, Dr. Nolan 
D. C. Lewis, who is Director of Research 
there. 

Unique among correctional institutions— 
if it can be called an institution at all—is 
“Highfields,” an experimental project for 
youthful offenders, housed in the formet 
Lindbergh estate at Hopewell. Colonel and 
Mrs, Lindbergh donated this property to the 
state so that it could be used to advance the 
cause of welfare of youth and children. With 
the aid of grants from the New York 
Foundation, Highfields is being operated as 
a small home for youthful offenders who are 
to all intents and purposes, as free as if they 
were on probation. It represents an extraor- 
dinary experiment in day-by-day group ther- 
apy, and is being watched with considerable 
interest as one of the few practical mergers 
of psychiatry and penology ever to be place 
in operation, Less than 2 years old, the 
project has not reached the stage where long- 
range evaluation can be made, but prelimi- 


Sutton, is an A.P.A. auditor. The present assistant 
superintendent is Henry A. Davidson, an ss 
councillor and the Association's parliamentaria® 
The Essex County Hospital, locally known 4 
Overbrook, is one of the largest county- opera 
mental hospitals in the country. 
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nary results have been encouraging. The 
Vincent Astor Foundation has made grants 
to New York University for research, and 
an evaluation study began in March 1951 
under direction of the Department of So- 
ciology of New York University. 

The Diagnostic Center at Menlo Park 
(near New Brunswick) is another unique 
institution. It provides both inpatient and 
outpatient diagnostic services in all facets of 
psychiatry, psychology, neurology, and so- 
cial studies, and is used principally, but 
not exclusively, for the evaluation of young 
violators of the law or persistent antisocial 
behavior. The Center also receives persistent 
sex offenders sent by the courts for psychi- 
atric study, diagnosis and recommendations. 

One of the nation's few state-operated 
treatment centers for emotionally disturbed 
children is the Arthur Brisbane Center at 
Allaire, near Freehold. Housed on an estate 
donated by the family of the late journalist, 
Arthur Brisbane, this Center provides diag- 
nostic and therapeutic facilities for prepsy- 
chotic children or for those suffering from 
“primary” behavior disorders of all sorts. 

The Veterans Administration Hospital at 
Lyons (near Plainfield), is a 2,000-bed, pre- 
dominantly psychiatric institution that has 
Pioneered in special forms of electric shock 
therapy and in advanced professional educa- 
tion in psychiatry. 

Insulin and other shock therapies have 
been extensively applied by the state hospi- 
tals ever since they were introduced. Grey- 
Stone Park furnished most of the source 
material and facilities for the now famous 
topectomy study(1) generally called the 
Columbia-Greystone Associates Project.” 
This project grew out of a course given 
under the auspices of the New Jersey Neuro- 
Psychiatric Association in which Dr. Mettler 
Was one of the lecturers. 

.New Jersey has ro9 general hospitals. 
Eight 9f these(3) have both inpatient and 
p patient psychiatric facilities for males and 
females with a total of 220 beds. A survey 
38 presently being conducted by the Depart- 
ment of Institutions and Agencies to deter- 
mine the clinic services and outpatient de- 
partment services available. The largest 
e section in a general hospital is the 

neurology and psychiatry service at 


the Veterans Administration Hospital in 
East Orange. 

In the field of outpatient services, New 
Jersey was one of the first to establish the 
modern type of child clinic. The late Dr. 
James S. Plant set up, under the auspices of 
the Overbrook Hospital, the Essex County 
Juvenile Clinic in 1924, providing one of the 
first "team approach" clinics in the country. 
New Jersey at present has a network of men- 
tal hygiene clinics under the aegis of the 
state hospitals, but operated by specially se- 
lected outpatient staffs. These clinics are in: 
Atlantic City, Bayonne, Camden, Engle- 
wood, Franklin, Freehold, Hackensack, Lin- 
den, Morristown, Newark, New Brunswick, 
Passaic, Paterson, Perth Amboy, Red Bank, 
Somerville, Toms River, Trenton. They 
provide a general community psychiatric out- 
patient service. Some offer service to hos- 
pital patients on trial visit. 

County operated clinics are in Camden, 
Essex, and Union Counties. Clinics oper- 
ated by the outpatient departments of com- 
munity or city hospitals are in: Atlantic 
City, Camden, East Orange, Englewood, 
Flemington, Hackensack, Jersey City, Long 
Branch, Newark, Passaic, Paterson, Prince- 
ton, Riverside, Trenton. Community clinics 
not affiliated with hospitals are in: East 
Orange, Montclair, Newark, Paterson, 
Princeton, Trenton. 

In Newark there is a mental hygiene clinic 
operated by the Regional Office of the Vet- 
erans Administration for the outpatient treat- 
ment of eligible veterans service-connected 
for emotional disorders. Boards of Educa- 
tion operate child guidance clinics in Orange, 
Newark, and Jersey City. 

The psychiatric manpower of New Jersey 
was the subject of a special study by Henry 
A. Davidson, which appeared in this Joun- 
NAL(3) in 1948. At that time Davidson 
concluded : ' 

New Jersey, a state with a population of 44 million, 
has about 5,000 physicians; of these 262 are doing 
psychiatry, either full-time or part-time, in institu- 
tions or in private practice. Of these, 75 are board 
diplomates, 2 and 101 additional doctors (to a total 
of 176) are members of a recognized psychiatric 
association. Of the 262 psychiatrists, 112 are in 
private practice, 93 are employed by state or county 
hospitals or clinics, and 45 by the Veterans Ad- 


2 The number today is about 150. 
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ministration. Psychiatrists are available for private 
consultation in every county of the state except the 
4 smallest and each of these is adjacent to a 
county in which privately practicing psychiatrists 
have offices, Private psychiatrists are available at 
a ratio of 29,000 persons per practitioner, which is 
the average, though not the ideal figure. 


Although no survey has been made since 
Davidson reported this study, very few psy- 
chiatrists have left the state in the last 4 
years; and several new physicians have en- 
tered the specialty. In broad outlines, the 
figures reported in this survey are valid 
today. 

No place in New Jersey is more than 2 
‘hours’ drive from New York City or Phila- 
delphia. As a result, the state is a favorite 
place for private mental institutions, many 
of which are inspected and licensed as hos- 
pitals. In various parts of New Jersey are 
privately owned schools for spastic, dis- 
turbed, or retarded children, 

The state has long been active in the gen- 
eral field of rehabilitation. Its Workmen’s 
Compensation Bureau had one of the earliest 
general rehabilitation programs in the coun- 
try. The Kessler Institute in West Orange 
(near Newark) is acknowledged as a pace- 
setting institution for the rehabilitation and 
training of patients with all sorts of long- 
term disabilities. It has been the site of one 
international and several national confer- 
ences on the subject. 

The major instrument for citizen partici- 
pation in mental health activities has been 
the New Jersey Welfare Council, a 55-year- 
old organization that provides both forums 
for discussion and mass support for action 
in the general welfare field. The Council has 
always had a strong mental hygiene orienta- 
tion and was godfather to the recently or- 
ganized State Mental Health Association. 

New Jersey is the most populous state in 
the union without a medical school. The 
Seton Hall University was, in December 
1954, granted a charter to set up a medical 
school in Jersey City. In addition, a legisla- 
tive commission has recommended the es- 
tablishment of a medical school in conjunc- 
tion with Rutgers University. 

In the absence of any currently-operating 
medical school, the obligation of furnishing 


3 New Jersey has 21 counties, 
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extramural graduate training in psychiatry 
has fallen largely on the New Jersey Neuto- 
psychiatric Association. For intramural 
training, psychiatric residencies are accred- 
ited at the Veterans Administration Hospital 
(Lyons), at the three State Hospitals, 
and at the Essex County (Overbrook) Hos- 
pital in Cedar Grove. 

The New Jersey Neuropsychiatric Asso- 
ciation was established in 1935. It has about 
200 members and holds 5 or 6 scientific ses- 
sions a year. Since its founding, the Presi- 
dents of this Association have been: Drs. 
Christopher Beling, Ambrose Dowd, Law- 
rence M. Collins, Joseph G. Sutton, Lewis 
H. Loeser, Theodore R. Robie, J. Berkeley 
Gordon, Henry A. Davidson, Charles Eng- 
lander, Crawford N. Baganz, David J. 
Flicker, Archie Crandell, Frank Pignataro, 
and J. Lawrence Evans, Jr. 

The Association has sponsored training 
courses at various levels throughout its 20 
years. It has organized and operated ad- 
vanced courses, seminars for general prac- 
titioners, refresher courses, courses in basic 
neurology, neuroanatomy, neuropathology, 
and public educational programs. Some of 
these programs have been presented in col- 
laboration with Rutgers University, Facul- 
ties for the courses have been recruited partly 
from the Association’s own membership and 
partly from medical schools in Philadelphia 
and New York. The New Jersey Neuro- 
psychiatric Association is an affiliate of The 
American Psychiatric Association. i 

New Jersey also constitutes a District 
Branch of The American Psychiatric Asso- | 
ciation. | 

New Jersey was the first state in the na- 
tion to have a parents’ group for retarded — 
children. There is now a State council the ~ 
N. J. Association for Retarded Children with 
14 units on a county basis. 

New Jersey has been a staunch component 
of The American Psychiatric Association 
from the very beginning. Indeed, the second 
Secretary of The American Psychiatric As- 
sociation, Dr. H. A. Buttolph, who served it 
1852 and 1853, was a resident of Short Hills 
(Millburn), N. J. Three past presidents of 
The American Psychiatric Association were 
New Jersey residents: Dr. H. A. Buttolph 
(1886); Dr. Samuel W. Hamilton (1945); 
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and Dr. G. S. Stevenson (1949). The cur- 
rent speaker of the A.P.A. Assembly, Dr. 
Crawford N. Baganz, is a New Jersey resi- 
dent, as is the Association’s Parliamentarian 
(Dr. H. A. Davidson), and one of the Audi- 
tors: Dr. Joseph G. Sutton. 

In addition, New Jersey is well repre- 
sented among the committee personnel of 
The American Psychiatric Association, 
Chairmen of the following A.P.A. commit- 
tees are residents of the Garden State: At- 
rangements, Tellers, Veterans, Resolutions, 
and Economic Aspects. 

This year marks the fifth time that New 
Jersey has played host to The American Psy- 
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chiatric Association. Previous New Jersey 
meetings (all in Atlantic City) were in 1909, 
1912, 1924, and 1952. Atlantic City is the 
convention home of so many medical socie- 
ties that it is an old familiar to most A.P.A. 
members. Coming to Atlantic City for an 
Annual Meeting in May is a pleasantly re- 
peated ritual like coming home for Christmas. 
Welcome! 
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PRELIMINARY CLINICAL REPORTS 


COMBINED RESERPINE-CHLORPROMAZINE THERAPY IN 
DISTURBED PSYCHOTICS 


JOSEPH A. BARSA, M. D., ann NATHAN S. KLINE, M.D. 
OnaNcEBURG, N. Y. 


This is a preliminary report of combined 
reserpine-chlorpromazine therapy on more 
than 250 disturbed psychotic patients. 

The following dosage plan was evolved: 
The patient was started on 3 mg. reserpine 
and 25 mg. chlorpromazine orally once a day. 
After 10 days the chlorpromazine was in- 
creased to 25 mg. b. i. d. At the end of 3 to 
4 weeks, if the patient was not showing satis- 
factory progress, the dose of chlorpromazine 
was increased to 50 mg. b.i.d., reserpine re- 
maining at 3 mg. daily. After another 3 to 
4 weeks, if the patient's progress was still 
unsatisfactory, 5 mg. reserpine intramuscu- 
larly was added to the oral regimen. This 
was continued for 10 days. If the patient 
then showed signs of responding to therapy, 
intramuscular medication was gradually 
withdrawn, but the oral medication remained 
unchanged until the close of therapy. If, 
however, after 10 days of intramuscular in- 
jections, the patient was not showing an 
adequate response, the intramuscular dose 
was raised to 10 mg. and was continued until 
the response was adequate; then intra- 
muscular injections were gradually with- 
drawn, leaving only the oral medication. 
Treatment lasted a minimum of 3 months. 

If at the outset the patient was extremely 
disturbed, and an early quieting effect was 
necessary, the patient was started on 5 mg. 
reserpine intramuscularly, and 3 mg. reser- 
pine and 25 mg. chlorpromazine orally once 
a day. After 10 days the chlorpromazine was 
increased to b.i.d., and, if the patient’s prog- 
ress was satisfactory, the intramuscular in- 


jections were gradually withdrawn; if prog- 
ress was still unsatisfactory, the injections 
were continued for another ro days. Then, 
if necessary, the intramuscular dose was 
raised to 10 mg. After improvement was 
sufficient to discontinue this initial course of 
intramuscular reserpine injections, the sub- 
sequent dosage was the same as outlined in 
the preceding paragraph. 

In a previous paper by Barsa and Kline, 
"Use of Reserpine in Disturbed Psychotic 
Patients, 1 Barsa distinguished 3 stages in 
the course of treatment with reserpine alone: 
the sedative period (sedative effect of the 
drug predominant) ; the turbulent period (be- 
havior and symptoms grow worse); and the 
integrative period, in which the patient's 
personality is gradually integrated and the 
delusions and hallucinations disappear. In 
combined reserpine-chlorpromazine therapy; 
too, the patient usually passed through these 
3 stages, except that as a rule the turbulent 
period was not so severe or protracted as in 
uncombined reserpine therapy. ] 

Chlorpromazine seemed to have a definite 
potentiating effect on reserpine. Many cases 
that did not respond adequately to reserpine 
alone, did respond to the combined therapy: 
In the majority of cases it was possible to 
achieve satisfactory results without the need 
of intramuscular injections. Furthermore, 
the course of therapy was less stormy an 
less distressing to the patient because of the 
milder and shorter turbulent period. 


1Am. J. Psychiat. (In press.) 
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INSULIN COMA THERAPY 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Str: In the December 1954 issue of your 
Journat appeared an article, by Captain 
Joseph E. Lifshutz, MC, entitled “Insulin 
Coma Therapy.” 

After analyzing the clinical results in 89 
patients who had received insulin coma 
therapy, and 89 controls, the author deter- 
mined that this form of therapy has been of 
little value in the treatment of mental pa- 
tients ; also, that where ECT was used it was 
at least as effective as insulin coma therapy. 

Whereas, I am inclined to agree that the 
results which Dr. Lifshutz obtained from 
insulin coma therapy were unsatisfactory 
(only 43% of patients receiving therapy 
were improved, much improved and re- 
covered; 49% in the control group), I do 
not agree with his conclusions, I am of the 
Opinion that his conclusions should be re- 
vised as follows: Insulin coma therapy has 
been of little value in itself in the improve- 
ment of patients who received it unless treat- 
ment is persistent, and it is not discontinued 
before at least 50 comas have been reached. 
„Falinowski and Hoch, in their book 
9 Treatments, Psychosurgery and 

r Somatic Treatments in Psychiatry, 
Published in 1952, page 29, state: 

Most workers is- 

continue inulin treatment >| Frenfeberg Des 


that his best results are obtained when the thera- 
pist aims at a total of 50 comas, even if the patient 
remits early in the treatment. 


In Dr. Lifshutz’s study, 21 patients (al- 
most 25% of all patients) had between 20 to 
30 comas and the rest 30 or more comas. 
Nothing is mentioned in his paper about the 
duration either of the hypoglycemic state or 
coma, which are very important factors in 
determining positive results in this treatment. 

In our hospital a full course of insulin 
coma therapy is considered to consist of 40- 
60 comas; and only in cases of rapid recovery 
does a patient receive fewer than 40 comas. 
The results which we have obtained over the 
past 5 years are significantly higher than 
those reported by Dr. Lifshutz. 

Dr. Lifshutz’s paper has led me to ponder 
the fact whether he has not perhaps repeated 
an error made by Dr. Borysevich in 1936, 
who also reported negative results with 
insulin coma therapy. Insulin coma therapy, 
according to Dr. Borysevich, did not exceed 
the rate of spontaneous remissions. But, a 
study of his paper revealed that the number 
of comas per patient was small, and the 
hypoglycemic state and duration of the coma 
were kept brief. 

S. P. ALEXANDER, M. D., 
Rockland State Hospital, 
Orangeburg, N. Y. 


REPLY TO THE FOREGOING 


Ey 
ditor, AMERICAN JOURNAL oF PSYCHIATRY : 


Ls The hypoglycemic state in our insulin 
(Bi Patients lasted from 3 to 4 hours, 
Eoo 34 hours. The length of coma in 
eG where coma was said to have 
n Ted lasted r5 to 20 minutes. These 
1 ments are true of the year during which 
110 SENS the insulin, and judging from 
T ater records they appear to be true of 
8 before I came to Madigan Army 
aah This was the manner in which 

was administered at the hospital 


where I learned to use it, the Langley Porter 
Clinic in San Francisco, except that at the 
Langley Porter Clinic a course of insulin 
was considered to be 50 comas. When I 
arrived at Madigan Army Hospital, 30 comas 
had been considered a full course during the 
21 months that insulin had been used, and in 
my year of its administration I continued 
the procedures as before. f 
I think the ideal insulin coma research 
project is yet to be done. A large psychiatric 
hospital should screen new admissions, rec- 
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ommending insulin when indicated, and 
every second patient so recommended should 
get it. The others should get all the hospital 
offered, but not insulin. Results should be 
gathered immediately after completion of 
treatment, and perhaps 1 and 5 years later. 
The ex post facto nature of most insulin re- 
search would then be avoided. 

And still to be set up is a research method 
in some way evaluating the intense devotion 


JACOBI TO OSLER 


As the seventieth birthday (July 12, 1919) of the Regius Professor of Medicine at Ox- 
ford approached, his great friend Abraham Jacobi sent him this message : 

“Seventy years—or any age—is no period for you. You are eminently the one, the in- 
dispensable man in Medicine—the indispensable man. Everybody feels that, knows that. 
The world is crowded with nonentities, but even they realize your superiority and feel 
grateful for your existence. So do I. Keep on.” 


‘As he wrote, Jacobi was almost ninety. Osler’s seventieth birthday proved to be his last, 


and Jacobi did not reach his ninetieth. 
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and affection given by most nurses and aides 
to patients subjected to deep coma. The D 
greater the number of insulin comas the 
stronger the bond between treater and 
treated. At least that has been my observa- - 
tion, and I personally believe that it is by this | 
mechanism that our most profound thera- 
peutic benefits are effected. 

Joserm E. Lirscuurz, M. D., 

Walnut Creek, California; 


d 


A. Jacost 


SALMON LECTURES, 1954 


The Thomas W. Salmon Lectures were 
given last December in New York City by 
Professor William A. Hunt, head of the de- 
partment of psychology, Northwestern Uni- 
versity. His subject was the relations between 
clinical psychology and psychiatry. Dr. T. R. 
Robie took full notes of the 3 lectures and 
has kindly submitted the subjoined report 
which consists almost entirely of his notes. 

Lecrure 1. What a Clinical Psychologist 
Is—The clinical psychologist is a coalescence 
stemming from child psychology, social psy- 
chology, developmental, psychometric, and 
other elements as well as elements from psy- 
chiatry. Clinical psychology is today in the 
doldrums—this being partly the fault of psy- 
chologists themselves, but mostly the fault of 
psychiatrists for not telling us (psycholo- 
gists) what questions they want answered. 

The psychologist is trained in the experi- 
mental interview. His function is as diag- 
hostician. As such, pediatricians and neurolo- 


gists and other doctors are finding him . 


increasingly useful... As the psycholo- 
gist has come more and more under the in- 
fluence of dynamic orientation his interest in 
diagnosis has waned so that orderly, planned 
diagnosis seems superfluous. [Laughs from 
Some flanking psychiatrists on rostrum, and 
many from audience!] 

Is the psychiatrist right in delegating pri- 
mary research to the psychologist, unless he 
also asks him to undertake psychotherapy? 
m speaking very frankly... . The 
primary responsibility for psychotherapy is 
5 the treatment of the ill, and this of course 
ws in the field of the medical man. 
deer a psychologist should or should not 
tp P) hotherapy is the burning question 
cd: Ba You fellows put a gun at his 
Yet and say “you must do as we Say ere 
05 more and more, today psychiatrists are 

ng on psychologists to do psychotherapy. 


t, But no psychologist wants to undertake 
€ practice of medicine, 


This Psychotherapy the practice of medicine? 


5 es cannot be clearly answered. 
cea d. recent years psychiatrists have con- 
‘normal selves more and more with the 

Problems of mankind (the implica- 


tion is left that this is in the psychologists 
sphere). . . . When marriage counseling, 
vocational adjustment, and certain other 
spheres are claimed as the specific province 
of psychiatry, we rightfully feel that psychi- 
atrists are mulcting us of our province. 

How does one recognize a clinical psy- 
chologist? ‘What is the difference between 
a psychologist and a psychiatrist? is the 
question most frequently asked. . . . Well, 
you recognize a clinical psychologist by his 
training, accomplishments, and what he has 
for associations, ie his membership in 
national associations, whether he is a fellow 
or a member therein, and finally whether he 
is a Diplomate in Psychology. 

For the future: Most of us would like to 
introduce some certification procedure in the 
various states. But we can never get this 
protection until you psychiatrists help us get 
it. We hope we'll be worthy of it when this 
becomes generally accepted. 

(Note: There was no mention of training for 
psychologists in the basic sciences required for 
those who enter medicine as a discipline.) 

Lecture 11. The History of Psychology 
with Physiological Orientation.—Science is 
the acceptance of what works, and the re- 
jection of what doesn’t. The most threatening 
attack on science in this century has come 
from Freud, despite what he contributed. 
Prince, Hoch, Putnam, Sidis, Meyer, and 
others popularized his theories. We 
would have reached his concepts of infantile 
sexuality much slower through psychology. 
Freudianism was not a science. 

I tend to place Freud and Darwin as using 
the same technic but Freud had no controls. 
... But his work was necessary before 
science entered the field. His error lay in his 
refusal to be complemented by other sciences. 

After pointing out that itwasa psychologist, 
G. Stanley Hall, who brought Freud to the 
U.S., and that the first published case treated 
analytically appeared in the Journal of Ab- 
normal Psychology, Prof. Hunt added “Until 
recently Freudianism was taught only in 
courses in psychology.” 

LECTURE III. 1 of Peace. — These 
have been a bit different from any previous 
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Salmon Lectures. This was a sincere attempt 
to better a much needed communication 
between psychologists and psychiatrists. . . . 
Tonight’s is by far the most practical lecture 
given in a long time. I think Dr. Salmon, 
were he alive, would approve it. 

Today psychologists do diagnosis, a tre- 
mendous amount of research, and psycho- 
therapy. . . I want to talk about psycho- 
therapy tonight, and about peace between 
psychologists and psychiatrists. . . . 

I chafe at such words as “ancillary” and 
“adjunctive,” though when you strip them 
of paranoid interpretations their meaning is 
innocent enough. . . . We complement the 
medical approach, The facts of history place 
us in a team and the sooner that is realized 
the better. . . . But when I hear it said that 
clinical psychologists aim at the annexation 
of the field of psychotherapy, and that their 
aim is the displacement of psychiatrists from 
their field of practice, and that the medical 
profession aims to displace psychologists 
from any independent practice in the science 
of human behavior. . . . 


The vast majority of psychologists do not , 


aspire to enter the independent private 
practice of psychotherapy. When private 
practice does occur it is rarely independent— 
it is usually collaborative. . . . The medical 
profession can intelligently supervise the 
practice of psychologists. 

Collaboration: it would be in our code of 
ethics that a psychologist would operate in 
a setting with a psychiatrist or a pediatrician. 
. . . To be sure, some psychologists feel this 
is too much abrogation of freedom, but I 
think it would work and could be enforced. 
Around Chicago, it is our standard of 
practice. 

Many of our attempts to get collaborative 
effort are not possible because of mutual 


FEARS 
What disturbs and alarms man are not the things, but his opinions and fancies about 


the things. 
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suspicions. Thus progress is interfered with | 
by emotional factors. To suggest to psycholo- | 
gists any kind of regulation is equal to 
treason. . . . If my plan worked it would 
mean psychologists giving up the practice of 
psychotherapy, where they are now active 
independently. 

Yet some psychologists cannot see psy- 
chiatrists as boss, under any circumstances, 

I'd like to propose as a basis of beginning | 
agreement, the statement of the A.M.A. 
Board of Trustees of last June, when they 
endorsed psychologists contributory. work 
where medical control was in effect. 
This proposal clearly limits the field of psy- 
chiatry to psychiatrists. It prevents diagnosis 
by psychologists in illness, except under 
medical responsibility, where the doctor takes | 
the responsibility for the illness. 

Medical supervision means the doctor is | 
responsible, but this does not mean the doctor 
cannot delegate duties. Nor does it mean 
that the person delegated has the privilege | 
to act without responsibility. The authority” 
for such practice would stem from the psy- 
chiatrist. 

Let me point out that the clinical psycholo- 
gist’s training prepares him for treatment 0. 
the mentally ill, and the public need is i 
great for professional services in this sphere 
that we should avail ourselves of this capacity 
psychologists possess. : g 

Legal responsibility for the diagnosis ot 
schizophrenia has to be coordinated whether 
or not it finally rests on medical heads. 

This plan I propose can be made to work 
However the legal policing of a few un 
scrupulous practitioners will be neccessary 

(Note: The attendance at this year’s series W 
the lowest on record, particularly at the 2nd a ES 
lectures, The above is a markedly cond 
version.) 


—EPICTETUS 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The following were certified after examination in New 
York City, December 13 and 14, 1954. 


PSYCHIATRY 


Alikakos, Louis Chris, so3 E. Watervliet St., Aberdeen, Md. 
Alspach, Bruce Walter, 436 Ingraham Bldg., Miami, Fla. 
Altenberg, Henry Edward, 147 W. Main St., Meriden, 


Conn. 

Alzamora, Elio F., 980 Mamaroneck Ave., White Plains, 
Angelos, Peter G., St. Elizabeths Hosp., Washington 20, 
Artis, ‘Kenneth L., Valley Forge Army Hosp., Phoenixville, 


a, 

Asch, Stuart S., 1172 Park Ave., New York 28, N. Y. 
Atkins, Robert W., 260 Crittenden Blvd., Rochester, N. Y. 
‘August, Burton, Rockland State Hosp., Orangeburg, N. L. 
‘Ayres, Conrad M., Box 576, Hudson, N. Y. 
Baker, James Love, 7055 Jenkins Arcade, Pittsburgh 22, Pa. 
Bates, Hudson H., 38 Austerlitz Ave., Chatham, N. Y. 
Berlin, Doris A. tso East gand St, New York 22, N. Y. 
Bernstein, Haskell E, 3o North Michigan Ave., Chicago, 


Blass, Gustaf, 173 Hubbard Ave., Stamford, Conn. 

Block, Charles L. 4 A Rolla, Fort ri ood, Mo. 

Bostian, David William, NPI, University Hosp, Ann 
Arbor, Mich. 

Boston, John Armistead, Jr., 1700 Bainbridge St., Phila- 
delphia 46, Pa. 

Boyer, Robert S., 4037 Bennington St., Philadelphia, P: 

Braun, DES J., 872 Madison Ave., New York, N. Y. 

Bradley, Nelson John, Pouch A, Willmar, Minn. 

Broaddus, Robert Eugene, sth General Hosp, APO 154, 
New York, N. Y. 

Brownell, Iverson O., 8 South Church St., Greenville, S. C. 

1 A Carey, Hosp. of the Univ. of Pa., Phila- 

+ Pa. 

Burris, B. Cullen, 700 North Michigan Ave., Chi III. 

Busbard Bruce Lauren, Box 189, Letterman Army Hosp., 
San Francisco, Calif. 

T Simeon O., Rockland State Hosp., Orangeburg, 


e 


Clower, Virginia L., 81 Irving St., Cambridge, Mass. 
ee N. Ma. Hudson River State Hop., Pough- 
GNE Perry Dean, 4300 Reisterstown Rd., Baltimore 15, 
Davis, Ezer H., 4630 Fifth Ave., Pottsburgh 13, Pa. 
Dean, Harry Brooks, 174 North Whitehall Rd., Norristown, 


DeLawter, Hilbert H., 277 Pi irmi i 
„ 277 Pierce, Bir: ham, Mich. 
cel Bosque, Hugo, 33 Bronswick Rd., 1 Mass. 
Digald Paul A., 260 Crittenden Blvd., Rochester 20, N, V. 
Damon | Oscar K., Willard State Hosp., Willard, N. Y. 
Byer, Willam Hee pt Pen Goth Se New A 
I emis n, „ 
Enoh, Frau R. Ly 60 Meadow Lane, West Hartford, 


onn. 
Ennis, Jerome A., 425 East srst S 

s A. t, New York 22, N. Y. 
Erskine, Frederick Adams, 2634 Shore Ra, Linwood, N. T. 
Feri Abraham B. er rh Ave Brooklyn ao, N- Y- 
ischhoit, 4 Fairfe t 
Fitzpatrick, William Norwood, 2 East Read St, Baltimore 


Folsom, James Cann W 
Foxman, Elliott, 12905 RM ast Bey Tode Tes 
Wood. pert John, U.S.A.H., P & N, Fort 
oe Frank Densmore, III, 516 Temple Bldg., New Castle, 
Gelb, Lester A., 117-0 Prich: 
» T A. ^ ard Pl., Fort K: Ky, 
Goldner, Richard Dan, 4:oor Seven Mile Rd, Northville, 


Goldstein, Norman Philip, 10177 Gates Ave., Silver Spring, 


Gordon, Kenneth Hickok, Jr 23 Hannum Dr., Ardmore, 
Gould, Stuart M. E 
«5 Jr. 2309 Vost Blvd., Ann Arbor, Mich. 
a n, James Bevan, New Jersey State Hosp, Trenton 8, 
i Nun, Mark Alexander, Jr., Appalachian Hall, Asheville, 
ITOsS, Martin, Spri 10 
S » Springfield State Hosp., Sykesville, Md. 
Giuphles, Liovd A., Danville State Hosp, Danville, Pa. 
No n Julian, 2161 Sutton Dr., Cuyahoga Falls, 
gm em Donald W., Winter V. A. Hosp., Topeka, 
Cane Arthur Merrill, 510 East Magnolia St., Stockton, 


wot 
Hils Canan Lyle, 360 North Bedford Dr., Beverly 


Harrison, Saul L, 1923 Spruce St., Philadelphia 3, Pa. 
Harvey, David E. Mj 2755 Loma Vista Rd., Ventura, 


Hayward, Malcolm Lloyd, x11 N. 49th St., Philadelphia 


30, Pa. 
Hubbard, Richmond Chase, Scott Lane, Greenwich, Conn. 
Ingram, William, Jr., 709 Lomax St., Jacksonville 4. Fla. 
Jensen, Mary-Jane Sophie, 3633 South’ Kenwood, Chicago 


37, ill. 
Ius Viggo, W.» Bago Littlefield, Detroit a8, Mich 
es rm erlin Hubert, 4435 Beacon Ave, Seattle 8, 
Karush, 1 East 73rd St., New York 21, N. Y. 
Kennedy, Timothy V. A., St. Vincent’s Hosp., Harrison, 


Knoif, William Frederick, Upstate Medical Center, 766 
Irving Ave., Syracuse, N. Y. 
Du r, Malvina W., 300 West End Ave, New York 23, 


Krent, Justin, 12869 Fairhill Rd., Shaker Heights 20, Ohio. 
Kruch as Francis, 147 Fir, Park Forest, Ill. 
Kru George R., 165 N. vi lage Ave., Rockville Centre, 
Lamm, “LeRoy Barden, V. A. Hosp., North Little Rock, 
Levy, Robert Isaac, 1924 Church Ave., Brooklyn, N. X. 
Levy, William, 2 HET 17 Sc. Plüladelphia 3, Pa. 
Lininger, Richar ymond, 43 Moraga Highway, Orinda, 
Lul Y Joseph Murray, 44 West 77th St, New York 24, 


Mackenzie, i Munro, 591 Morton St., Boston 24, Mass. 

M. ider, Jilliam Wailes, Psychiatric Institute, Univ. 
osp., Baltimore, Mi n 

McPhecters, Harold Lawrence, 858 St. David's Lane, Sche- 


nectady, N. Y. 
Mense Ariel Aldace Anteo, 225 W. 86th St., New York 
5 8 


24, N. 

Miller, Jason, 147 East. soth St, New York 22, N. Y. 

Monke, J. Victor, 539 Beloit Ave., Los Angeles 49, Calif. 

piacere enneth Boyd, Ypsilanti State Hosp., ‘psilanti, 
ic! 


NUM X M cassie Moor oet E V. AN 
etz, S. Josep! rozier L, Cambri , Mass. 
Vasen,, S., Josephs 4 os Broadway, Apt. 8 H, New York 


o, N. Y. 
PS. Harris B, 300 Central Park West, New York, N. Y. 
Peden, James Knox, 1420 Medical Arts Bldg., Dallas, Tex. 
Phillips, Philip B., chool of Aviation Medicine, Naval Air 


Stati ensacol: la. 
Pane Anthony J. Jr., 1315 West roth St., Indianapolis 


, Ind. 

Reni Eugene V., 1172 Park Ave., New York 28, N. Y. 
Ring. Floyd O., $06 South Pars St., Omaha, Neb. 

Eus ie, John G., III, 5026 Larchwood Ave., Philadelphia, 


a. 

Robertson, Raymond Edgar, 23 Center St., Hinsdale, Ill. 

Robi ES St, Brooklyn 29, N. Y. 

Rond, Philp Chester, Jr., 254 East Torrence Rd., Colum- 
us, O. 

Re oseph D., 600 East r2sth St., New York, N. Y. 

e Mian’ B., 1716 Collingwood Dr, San Diego 9, 


if. 

W Norman, Neuropsychiatrie Institute, Ann Ar- 

Sabbath, Joseph Conrad, s7 Silver Lake Ave., Newton 58, 
ass. 

Safirstein, Samuel L., 1100 Park Ave., New York 28, N. X. 

Sandifer Myron Guy, Jr., 270 Commonwealth Ave., Boston 


sio, MASS: Phillip, 328 Montauk Ave., New London, Conn. 
2 ont es 0¹ " 
a: Fred fewis, 


Schartenberg, 1 Cayuga Rd., Cranford, N. J. 
Leo, ith Ave, New York 28, N. Y, 
S ee. Nathan, 5 17 Minion BÀ, Nein Center, 


ass. 
Sifneos, Peter Emanuel, 59 Common St., Belmont, Mass. 

cott, William Llewellyn, 762, Dawson St, Bronx, N. Y. 
Steen Michael Raymond, EA Glenmore Dr; New Rochelle, 


N. Y, 
Va Thorsten, 615 Rand St, Chippewa Falls, Wis. 
Brie Benson Howell, 270 Commonwealth Ave, Boston, 


ass. 
A. 810 Tli St, Pacific Palisades, Calif, 
Solow, Ro ater Fred, 338 Beaumont St, Wichita Fails, 


Sohn Genes Wm 3000 Connecticut Ave, N.W., 
MEE liam Brooks, 321: Cockrell St., Fort Worth 
9, Tex. 3 
eanne, 4858 Drexel Blvd., Chicago, III. 
Spurlock, Üiistopher Thomas, 74 Kenwood Kd, Boston, 
Stanton, George T., ss E. Washington St., Chicago 2, Ill. 
785 


280 


7 Robert Benjamin, 2189 Jervis Rd., Columbus, 
Stoller, Robert Jesse, 232 Oceano Dr., Los Angeles 49, 
Strassman, Harvey D., 620 Acanto St., Los Angeles 29, 


Swift, Charles R., 2 Whittlesey Rd., Trenton 8, N. J. 

Temeles, Lawrence, 269 South roth St., Philadelphia 3, Pa. 
Texada, Davidson Hargrove, Jr., 2500 Corbin Pl., Augusta, 
Tipi, Harold Leonard, 086 Fifth Ave, New York 21, 


Trosman, BU, U.S. Naval Hosp, Camp Pendleton, 


Vail, David Jameson, 609 Walker Ave., Baltimore 12, Md. 
F 


We 
Wahl, Charles William, U.S. Naval Hosp. #3023, FPO, 
an Francisco, Calif. 

Ward, Richard Storer, 44 West rath St, New York 11, 
Mor y 2 5.5 d e 5 igre à DRM 

e! 1 . le ay 08] „ 

FPO, San Prince, Tell deer. „ 
Westmaas, William John, 1250 Villa, Birmi ham, Mich. 
Willig, Doris, 269 S. 19th St, Philadelphia, Pa. 

Wilson, ak lughes, San Hosp., San Fran- 
eise lit. 
Wise, Catherine Rachel, V. A. Hosp., D TI. 
Wise, Louis Julius, 1114 Ryland Ave., Cincinnati 15, Ohio. 
Wood, Howard Page, rir North 4oth St, Philadelphia 39, 
a. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


[Apr. 


Zheutlin, Abraham, 88 Chancellor Ave., Newark, N, J, 
Zimmering, Paul, 300 East sth St, New Yok 22. N Y, 
SUPPLEMENTARY PSYCHIATRY 
Blustein, Herman, 6805 N. Wolcott Ave., Chicago 26, Ill 
Hand Morton H 1620 Ditmas Ave, Brooklyn 40, . f. 
Lesse, Stanley, 239 Central Park W., New York 24, N. Y. 
Wilson, William Erosbie, 100 East Chicago Ave., Elgin, Ill. 
NEUROLOGY 
MI Maynard M., 868 23rd Ave., S. E., Minneapolis, 
Guthrie, ‘Thomas Claiborne, 525 East 68th St., New York, 
Hammill James Francis, 109 1 Ruatan St., Silver Spring, 

Horenstein, Simon, 320 Beacon St., Boston, Mass. 


affe, Ro East 97th St, New York 29, N.Y, 
Kite Peritz, Univ, of Miami School ob ‘Medicine 
son 


emorial Hosp., Miami, Fla. 
Sikert, Robert George, 200 First St, S.W., Rochester, 
inn, 
5 1 Jolyon Simeon, 810 South 21st St., Birmingham, 


White, Philip Taylor, 1040 West Michigan St., Indianapolis 
7, Ind. 


PSYCHIATRY AND NEUROLOGY 


rre Edward Peirson, Jr., Mass. Gen. Hosp., Boston 
14, ass. 
Weiter, Herbert, 615 Gist Ave, Silver Spring, Md. 


Since in the normal condition of the world there will be a margin of every population 
on the verge of Starvation, it seems likely that there will have to be a revision of the doc- 
trine of the sanctity of the individual human life. . . One of the justified boasts of recent 


times has been the great decrease that medicine has made in infant mortality. . . . 


the difficulty in the world is going to be that the number of people born is too great for 
the food supplies, so that a fraction must die anyhow; may it not be better that they 
should die in infancy? The truth is that all our present codes about the sanctity of human 
life are based on the Security of life as it is at present, and once that is gone they will 


inevitably be revised, and the revision will Probably shock most of our present opinions. 


—Sm CHARLES DARWIN, 
The Next Million Years 
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EXPERIMENTAL PSYCHIATRY 


Experimental psychiatry has made some 
progress in the last few years. In the follow- 
ing we would like to summarize some of the 
work done in the field of the experimentally- 
produced psychoses. 

Different drugs like mescaline, d-LSD;s, 
and others have been used for some time in 
producing abnormal mental states in normal 
individuals and also to investigate the al- 
ready-existing abnormal mental states in per- 
sons suffering from a functional psychosis. 
These drugs are of great importance because 
the symptoms produced in normal individuals 
are strikingly similar to many symptoms of 
schizophrenia. The effects of the drug can 
be studied in a state of clear consciousness 
while the person remains in contact with the 
examiner and is able to describe in detail the 
manifold mental changes during drug intoxi- 
cation. We know very little how a drug 
produces mental changes—the absorption, 
excretion, and the chemical action on the 
nervous system are in most respects still ob- 
scure. Nevertheless some progress has been 
made and most likely more will occur in un- 
derstanding the biochemical and neurophysi- 
ological changes produced by these drugs. 
Then many of the mental changes which at 
Present have been studied mostly on a clinical 
level will be better understood on an etiologi- 
cal level. The aim is to create a model psy- 
chotic state with one of these compounds and 
to study the biochemical, neurophysiological, 
and psychodynamic manifestations simul- 
taneously. 

Recent investigations by Osmond and 
Smythies indicated a similarity of the molec- 
ular structure of mescaline and adrenaline. 
Hoffer, Osmond, and Smythies investigated 
a metabolite of adrenalin, adrenochrome, and 
reported they were able to produce psychoses 
with adrenochrome which are similar to those 
ed with mescaline. Rinkel, Hyde, and 
ipn were not able to confirm these find- 
xd but feel that another metabolite of 

renalin, adrenoxine, is perhaps the active 
agent in producing a psychosis. Rinkel ef al. 


feel that a natural error in the adrenalin cycle 
is an important factor, if not the only one, in 
the origin of this experimental psychosis, Of 
course, all this work will have to be aug- 
mented further before we know more defi- 
nitely what biochemical mechanisms are 
involved in the production of these experi- 
mental psychoses. Most important is that 
constant experimentation is going on in this 
field which will probably yield more in the 
future than simple clinical descriptions or 
theoretical constructions concerning the ori- 
gin of the psychoses. It is possible that the 
schizophrenic-like symptoms produced by 
mescaline or d-LSDis are not the same as 
schizophrenia which occurs spontaneously. 
Nevertheless, many of the mechanisms are so 
similar that if we have a better understanding 
of the experimentally-produced abnormal 
mental states our knowledge of schizophrenia 
itself would be greatly enhanced. 

In the following I would like to summarize 
some of the work done at the New York 
State Psychiatric Institute outlining some of 
the actions of mescaline and d-LSDs,. Both 
these drugs markedly influence the vegetative 
nervous system and in addition produce 
symptoms which resemble schizophrenia. It 
is of interest that alterations in perception, 
in bodily sensations, in changes in body image 
are concomitant with the production of anx- 
iety. The presence of this intense anxiety 
then leads to a lowering of reality control and 
to depressive, aggressive, and paranoid mani- 
festations. It is unclear whether the emo- 
tional alterations seen under the influence of 
these drugs are due to the physiological 
action of the drug alone or partly due to psy- 
chological changes such as impaired reality 
control, alteration of sensory perception, or 
alteration in affect. It is of great interest 
that due to the intoxication by these drugs 
the physical and emotional. homeostasis is 
altered. This leads to an impaired ego inte- 
gration which in turn fosters fragmentative 
mental processes. 
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Mescaline and d-LSD.; are drugs which 
disorganize the psychic integration of a 
person. This disorganization is much more 
apparent in schizophrenics and latent schizo- 
phrenics than in normal subjects. In schizo- 
phrenics and latent schizophrenics the drug 
is able to heighten the schizophrenic disor- 
ganization of the individual both emotionally 
and conceptually and is therefore very valu- 
able for the study of schizophrenic structures. 
It is possible to demonstrate that mescaline 
and d-LSDas is responded to differently by 
acute schizophrenics and  well-preserved 
Schizophrenics in contrast to deteriorated 
schizophrenic patients. While the above pa- 
tients respond with great intensity to these 
drugs which reinforce and underscore their 
symptomatology most of the deteriorated 
schizophrenics show very little response to 
the drug especially as far as the reinforcing 
effect of it is concerned on the mental symp- 
tomatology. It is also possible to show that 
the basic structure of the neurosis and psy- 
chosis after psychiatric treatments, and espe- 
cially after psychosurgery, remain the same. 
This was particularly impressive in relation 
to anxiety in the pseudoneurotic group of 
schizophrenics where after operation the 
drug was able to reactivate anxiety, obses- 
siveness, and other symptoms in the same 
context in which they occurred before the 
operation. In overt schizophrenic patients 
the psychoses was also reactivated indicating 
that qualitatively the patient remains the 
same. However, a difference was noted in the 
intensity of symptoms under these drugs 
before and after operation. The severity of 
response in improved patients was less than 
prior to the operation indicating that we are 
dealing in psychosurgery with a procedure 
that reduces the emotional symptoms quanti- 
tatively, but does not alter the qualita- 
tive structure to any great extent. At present 
there is not sufficient data to warrant the use 
of mescaline or d-LSDs; for reliable differ- 
ential diagnoses. The available data suggest 
that in latent schizophrenic subjects the drug 
is able to precipitate overt schizophrenic re- 
actions for a short period while they are 
under the toxic influence of the drug. The 
use of these two compounds in therapy is 
still under investigation and its value for this 
purpose is not fully assessed. Further inves- 
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tigations will be necessary to clarify the con- 
troversial statements in the literature on-the 
value of mescaline and d-LSD,, as thera- 
peutic agents. à 
From a research point of view it is as im- 
portant to have methods to abolish an arti- 
ficially-produced abnormal mental state as it 
is to create it. Therapeutic methods in deal- 
ing with mescaline or d-LSDis psychoses are 
of practical and theoretical significance. We 
have tried to influence the mescaline or 
d-LSD;; intoxication with different methods. 
The mescaline intoxication is affected little 
by suggestion or persuasion. To some extent 
reassurance allays the patient’s anxiety, but 
has only a very temporary effect. Hypnosis 
was tried, but was very difficult. It does not 
usually influence the patient’s clinical picture 
and this is especially so in the hallucinations. 
The patient is usually so dominated by his ex- 
periences that he doesn’t respond to hypnosis. 
Electroshock treatments were also tried on 
patients while under mescaline intoxication, 
but this did not influence the clinical symp- 
toms. The patients continued to behave in 
the same way as they did prior to its applica- 
tion. Of course we are dealing here with the 
influence of one or two electroshock treat- 
ments on mescaline intoxication which lasts 
6 or 7 hours. But electroshock given at the 
height of mescaline psychosis does not inter- 
rupt its action. Today we have several 
methods of influencing mescaline and 
d-LSD,, effects on the nervous system. 
Sodium succinate was used by some and glu- 
tamic acid by others. Both have some influ- 
ence on these drug intoxications, but the 
results were not as clear cut with them as 
with the drugs I will mention in the follow- 
ing. Sodium amytal or pervitin (desoxyn) 
will neutralize the effects of mescaline and 
d-LSD,;. Amytal appears to dampen the 
stress reactions, tension, anxiety, and autono- 
mic features. It sedates, euphorizes, and 
blunts the impact of mescaline and d-LS Das. 
Pervitin appears to be more effective in regu- 
lating the perceptual changes, time, space, 
and body image being most clearly affected. 
The neutralizing effect of pervitin is shorter 
than that of amytal. Amytal and pervitin 
given together are more effective than with 
one alone in the majority of cases. 5 
When a patient under d-LSD,; is given 
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amytal and pervitin the first change which 
appears in the psychosis is an increase in con- 
tact, a brightening of his expression and so- 
to-say a “return” to the surroundings. This 
can be variously described as an improvement 
in contact, in reality testing, reduction of 
autism, or a more appropriate affect. The pa- 
tients often describe this as being “more 
here.” Coincidentally, or soon afterward, the 
distortions of space, time, and body image 
begin to disappear, the visual hallucinations 
start to fade. All this occurs within a few 
minutes. The patient also experiences relief 
from tension and anxiety, and a better motor 
control, Common content features and par- 
ticularly the paranoid ones also begin to fade. 
Of course in many patients the individual 
_ psychopathology which was outlined by the 
drug begins to return to the usual baseline. In 
some patients the perceptual alterations are 
not entirely eliminated. However, the patient 
is no longer disturbed by these phenomena. 
Clinically, in behavior such patients resem- 
ble those who have undergone psychosur- 
gety. In such cases the obsessive, phobic, and 
other clinical manifestations sometimes con- 
tinue, but the patient is not dominated by 
them and does not respond with the same in- 
tensity as before. Neutralization of autono- 
mic phenomena is also quite rapid—vomiting, 
Sweating, and tremor clear up quickly. The 
Sequence of events is not fully systematic and 
Sometimes one and sometimes another of the 
above-described changes occurs first. We 
30 tried to see if the application of sodium 
amytal or pervitin, or the two drugs together, 
ie Peru the development of a mesca- 
à " »s psychosis if given sometime 
ids to the application of amytal and pervi- 
in. In the majority of patients amytal and 
PES are only able to delay the occurrence 
€ psychosis, 
i Rauwolfia preparation was also used to 
sunteract mescaline and d-LSD,s psychoses. 
us s experiments are not finished, but the 
ur ession up to today is that Rauwolfia is 
0 as effective as sodium amytal and des- 
A Y recently experimented with thor- 
ioe x I$ compound was also given to re- 
9 5 e E and d-LSD;; psychoses. 
ies p given at the height of mesca- 
our and a h 25 effect, usually an hour or an 
alf after the initial drug was ad- 
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ministered. It was possible to eliminate in a 
clear-cut way the mental changes which were 
produced by mescaline. Hallucinations, feel- 
ings of depersonalization, somatic delusions 
were especially well controlled by thorazine, 
and anxiety, tension, and vegetative disturb- 
ances were also well controlled. In some pa- 
tients pronounced results were produced in 3 
to 7 minutes with 25 or 60 mgm. of thorazine 
applied intravenously. In some patients when 
25 mgm. was injected intravenously a mod- 
erate to marked improvement took place initi- 
ally lasting from 5 to 20 minutes. Then, how- 
ever, all the original symptoms produced by 
the mescaline returned in full intensity. This 
relapse was then quickly and permanently 
reversed by a second injection of the chlor- 
promazine. Similar observations were made 
with d-LSD;;. The pattern of improvement 
with thorazine has many interesting details. 
Here we will mention only that usually anx- 
iety and tension are relieved first and are then 
followed by a reduction and elimination of 
the more complex mental manifestations like 
hallucinations, delusions, and obsessive ru- 
minative states. If the anxiety is not con- 
trolled the other manifestations continue. 
Nausea, vomiting, and marked motor rest- 
lessness is also relieved very quickly with the 
intravenous application of thorazine. No con- 
clusions should be drawn about the effective- 
ness of thorazine in the experimentally-pro- 
duced psychoses in respect to its efficacy in 
a genuine case of schizophrenia, 

We also tried to find out how far thorazine 
prevents the development of mescaline and 
d-LSDa, psychoses. We injected intrave- 
nously a few patients with mescaline who 
were on thorazine treatment and receiving 
up to 500 mgm. daily for a few weeks. This 
phase of the research is not yet completed, 
but the impression is that patients who are 
on thorazine have much weaker reactions to 
d-LSD,, than individuals who have had no 
thorazine. It should be noted that alterations 
of the autonomic nervous system did not oc- 
cur in these cases as is usually seen with 
d-LSD,. With mescaline, vegetative mani- 
festations occurred, but no psychotic changes 
were produced if the patient was on thora- 
zine. Because the case material in this series 
is small, further investigations will have to 
be made to confirm these findings. 
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Electroencephalographic studies are of in- 
terest in this connection. In those cases in 
which the electroencephalogram shows in- 
creased activity and irregularity under mes- 

, caline, the administration of chlorpromazine 
or some of the other counteracting drugs 
produces a clinical decrease in anxiety and 
allows the return of the pre-mescaline pre- 
dominance of alpha rhythms. When large 
doses of the drug were given, for instance 40 
mgm.of chlorpromazine intravenously, within 
3 minutes clinically the patient appears very 
drowsy and the EEG record shows the picture 
of drowsiness produced by other means. 
It is possible that chlorpromazine acts by de- 
pressing the "reticular facilitatory" region of 
the brain stem up to and including the dien- 
cephalon and most of the mesencephalon rep- 
resented by the intralaminar and other nuclei 
of the thalamus called by Jasper “the thalamic 
reticular system,” 

Studies with the psychogalvanometer 
have shown that if the subject’s emotional 
tension is reduced the average body electrical 
resistance increases steadily. In most cases 
studied, if there was a sufficient amount of 


ECHOES OF THE FIFTH MENTAL HYGIENE CONGRESS 


Following the Fifth International Con- 
gress on Mental Health, several delegates 
from countries abroad were asked for their 
impressions—not reviews of the proceedings, 
but rather general evaluations or sugges- 
tions, Replies were received from Dr. W. S. 
Maclay of the Ministry of Health, London ; 
Dr. Carlo de Sanctis, Vice-Director of the 
mental hospital, S. Maria della Pieta, Rome, 
Ttaly; and Dr. Syuzo Naka of Kyushu Uni- 
versity, Japan. 

All were enthusiastic about the organiza- 
tion of the Congress and the hospitality of 
the Toronto members. As Dr. Maclay put it, 
"Toronto could with truth have adopted as 
its motto for the Congress the inscription 
over the North gate of Siena, ‘More than 
her gates, Siena opens her heart to you." 
There were several comments on the “frus- 
trating inability to attend more than a frac- 
tion of the numerous meetings on subjects 
of interest.” Dr. Maclay felt that “the risk 
of confusion and mental indigestion was con- 
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chlorpromazine or other drug administered 
to markedly decrease the clinical state of an. 
iety and tension, there was a pronounced in- 
crease in the body's electrical resistance 
These observations could again be brought]. 
in relationship to the suppressor portions of} 
the reticular substance. The other vegetative 
alterations like amelioration of nausea and 
vomiting and the changes in blood pressure 
could be tied in with the mesencephalic and! 
diencephalic action of the drug. With large} 
doses of chlorpromazine it is possible to pro- 
duce a Parkinsonian syndrome consisting d 
muscular rigidity, mask. like features, loss of 
associated movements, salivation, etc, inti 
cating an influence on the paliostriatum. 

It is possible that further investigations of! 
the neurophysiological alterations product 
by the above-mentioned compounds will fur 
ther our knowledge of changes of vegetali: 
regulation which is intimately linked with 
regulation of emotions and moods which it 
turn again lead to complex psychic man 
festations. 
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i 
siderable.” And he added that a short past 
graduate course might be desirable on “Ho 
to be a dutiful congress attender and yet 90 
benefit and pleasure from it.“ i 

Dr. de Sanctis recalls that the Toro 
Congress was the third of its kind sind 
World War II and was not less succe E 
than the two previous Congresses ho 
London in 1948 and in Mexico City in 195% 
Dr. de Sanctis emphasized the value of 
plenary sessions held in the afternoon wi 
“all members of the Congress were able n 
hear speakers of great repute who dealt J 
general subjects of very wide scope, Mu 
times even touching on philosophy F 
ethics.” Without these general e 1 
members would naturally have gravitated 
the smaller group discussions dealing “ie 
their own special interests and there W0 et 
have been the danger of missing the ye 
issues of “Mental Health in Public Affair 
which was the theme of the Congress. 
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Dr. de Sanctis commented, “Whether we 
wish to consider mental hygiene in terms of 
public health or, as the Russian delegation 
suggests, in terms of Pavlovian physiology, 
the most immediate experience drawn from 
these world assemblies is the realization that 
ideals are the most powerful forces behind 
actions and that the real strength of the men- 
tal health movement lies essentially in the 
spiritual impetus of its individual members, 
who, though of different races, cultures, and 
professions, are moved by the sufferings of 
humanity, and drawn together in their desire 
to find again a common feeling of brother- 
hood. . . . The Toronto Congress has shown 
that mental hygiene has now found its place 
in the field of action of public health and that 
the principles of mental health may now be 
applied to every branch of health, welfare, 
education, and work. 

It is obvious that mental hygiene, con- 
sidered in its widest sense, cannot be the 
monopoly of one single science, and multi- 
professional collaboration is the essential re- 
quirement for the thorough study of a given 
problem. From this point of view also the 
Congress was a wonderful training ground." 
3 Prof. Naka makes the comment that 
Papers read were rather literary and phil- 
Osophical. We need more emphasis on 
Scientific basic researches on every aspect of 
the mental health field.” He also expressed 
Surprise that “those who wished to attend 
the voluntary research group were so few.” 
Js criticism was that “visual aids were so 
ttle utilized. When they were used, the 
Projection was poor and the figures pro- 
Jécted were almost invisible." Prof. Naka 
pu like to see more emphasis on the 
A and physiological basis of mental 
im and illness, As he puts it, “the basis 
sis SM activity is the brain, automonous 
bdo a system, and hormones, Mental de- 

5 p sud based upon the development of 
UM e ee wondered why discussion 

Gon = Met was not prominent during 
of the a ess. e felt that the general theme 
ngress, "Mental Health in Public 


Affairs" was very timely and appropriate 
and that the additional meetings dealing with 
child psychiatry and group psychotherapy 
were unusually successful, and he was con- 
vinced that all were “deeply impressed with 
the importance of mental health in every area 
of social affairs." He felt that such meetings 
as this Congress should make a real contri- 
bution to international friendship and world 
peace. "International courtesy was highly 
held during the Congress." 

There were other interesting opinions and 
comments from each of the correspondents, 
but we may close this all-too-brief summary 
with a statement by Dr. Maclay: 

„Mental health’ or ‘mental hygiene,’ or 
‘preventive psychiatry,’ call it what you will, 
is a subject which always arouses strong 
feelings. Someone has written that one of the 
problems of our generation is to make benevo- 
lence scientific. The benevolent are protec- 
tive of the human dignities involved in their 
highly personal relationships while the scien- 
tific are pained by the hit or miss methods, 
lazy phraseology, and lack of clear concepts 
of the benevolent. Each thinks that the head 
or heart too completely dominates the work 
of the other. Perhaps one of the most valu- 
able results of the Congress has been to give 
to each a clearer vision of their own defici- 
encies and a better understanding of the vir- 
tues of the other. The mental hygienists 
began to realize that most of their activities 
were benevolent rather than scientific, and 
that the concept of mental health has many 
aspects which must be more closely defined 
if there is ever to be a satisfactory assessment 
of the value of the effort and money being 
expended on them. The scientists began to 
realize that there is justification for trying 
to achieve benevolent aims even though the 
aetiology of the condition aimed at may not 
be fully known and the methods used be in- 
spired by emotion rather than exact knowl- 
edge. Sir Geoffrey Vickers made a valuable 
contribution to this mutual understanding at 
the first plenary session in his address on 
Mental Health and Spiritual Values. 


NEWS AND NOTES 


LEO Kanner Honorep.—On Thursday 
evening, February 24, 1955, at the Sheraton 
Belvedere Hotel in Baltimore, a testimonial 
dinner in honor of the twenty-fifth anni- 
versary of the establishment of the Children’s 
Psychiatric Service of the Harriet Lane 
Home of the Johns Hopkins Hospital was 
given to Dr. Leo Kanner, Associate Pro- 
fessor of Psychiatry and Associate Professor 
of Pediatrics, by his professional colleagues 
in the departments of psychiatry and pedi- 
atrics. The following day, F. riday, February 
25, a special program was presented jointly 
by the departments of pediatrics and psy- 
chiatry as part of the Johns Hopkins medical 
and surgical meetings which were being held 
at that time. The papers on the special pro- 
gram were: “Early Infantile Autism: 1943- 
1955," by Dr. Leon Eisenberg; “Fat Children 
Grown Up," by Dr. Hilde Bruch; “The 
Syndrome of Gonadal Agenesis and Male 
Chromosomal Pattern in Girls and Women: 
Psychological Studies,” by Dr. John L. 
Hampson; “The Activity-Passivity Pattern 
and its Influence on Personality Structure,” 
by Dr. Eleanor Pavenstedt; “The Father 
of the Schizophrenic Patient,” by Dr. Theo- 
dore Lidz; and “Twenty-One Years in the 
History of a ‘Cured’ Schizophrenic Illness." 

The pre-eminence of Dr. Kanner as a 
pioneer in child psychiatry is well known, 
and through his instrumentality the 
Children’s Psychiatric Service of the Harriet 
Lane Home was the first psychiatric clinic 
for children established in conjunction with 
a pediatric service. 


Mentat HEALTH FUND CAMPAIGN.— 
A nation-wide campaign to raise $5,000,000 
to fight mental illness is being launched 
during Mental Health Week by the National 
Association for Mental Health and its affili- 
ated state and local associations, The 
National Association for Mental Health is 
the only national citizens’ organization de- 
voting itself exculsively to the fight against 
mental illness. The campaign will continue 
through the month of May, and in some areas 
until early autumn. 
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Contributions will help support urgently 
needed research projects, train personnel, 
establish community clinics, and educate the 
public on the prevention of mental illness, 
They will also support the campaign for 
better mental hospitals. All but a small per- 
centage of the funds remain in the states and 
communities. 

The N.A.M.H. is an entirely voluntary, 
non-profit organization, which depends on 
contributions from individuals, business and 
industrial concerns, and foundations. Support 
given to a similar campaign last year greatly 
helped to advance the fight against mental 
illness, and the Association and its state and 
local affiliates appreciate the cooperation that 
was given. It is hoped that this years 
campaign will be equally successful. 

Contributions may be sent to the N.A. 
M.H., 1720 Broaway, New York City 19, 
New York. 


Dr. CARLSON Honorary PRESIDENT OF 
NATIONAL SOCIETY For MEDICAL RESEARCH: 
—At the annual meeting of the Society in 
Chicago, February 6, 1955, Dr. Anton]. 
Carlson, the eminent physiologist of the Uni- 
versity of Chicago, was unanimously elected 
Honorary President for Life of the National 
Society for Medical Research. 

Dr. Carlson is one of the few surgeons t? 
be a member of the National Academy d 
Sciences, and the position to which he 
been appointed is a new and unique honoraty 
one. 


Dr. Ralph Gerard, director of research at 


Illinois Neuropsychiatric Institute, continués 
as secretary-treasurer. 


Tue American Institute OF DENTAL 


Menictne.—The annual meeting of the Inst (| 


tute will be held at the Desert Inn, P i 
Springs, California, October 23-27, i 
There will be seminar lectures and rom 
table forums. Among the speakers, Dr. E. 
Selye, University of Montreal, will rep 
on the problems of stress as applied to de? 
medicine. 


— 


| 
| 


y 
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For further information, apply to the 
executive secretary, Miss Marion G. Lewis, 
2240 Channing Way, Berkeley 4, California. 


SEVENTH ANNUAL INSTITUTE IN Psy- 
‘cHiarry AND INEUROLOGY.— This annual in- 
stitute was held February 24-25, 1955, at the 
Veterans Administration Hospital, North 
Little Rock, Arkansas. Dr. Erwin S. Chap- 

Jl served as general moderator of the 4 
scientific sessions, held one each morning 
and afternoon of the 2-day conference. 


FIFTH ANNUAL INSTITUTE IN PsycHIA- 
‘TRY AND INEUROLOGY.— This Institute spon- 
sored by the Veterans Administration 

Hospital, Lyons, N. J., the New Jersey 
Neuropsychiatric Association, and the New 
Jersey District Branch of the A.P.A., will 
E Wednesday, April 13, 1955, at the 
Veterans Administration Hospital, Lyons, 
“New Jersey. 
The scientific program includes: “The 
Role of the Psychiatric Social Worker in Psy- 
chiatric Treatment,” by Dr. Viola Bernard; 
“Direct Analysis in the Therapy of Psy- 
choses, by Dr. John N. Rosen; “Shock 
B vs. Psychotherapy in Psychosis,” 
ty Dr. T. R. Robie; "The Relationship 
E Psychoanalysis to Psychiatry and Neurol- 
08y,” by Dr. M. Ralph Kaufman; “What 
ud B American Psychiatric Association," 
ES LR Finley Gayle, Jr.; and ^A Critique 
Sychosomatics," by Dr. Morris Herman. 
Dinner will be served at 7:00 p.m., after 
Which Dr. Francis J, Braceland will speak 
pa. Psychiatry in the History of Literature.” 
mi € registration fee of one dollar will in- 
E a copy of the Proceedings. Military 
E. eterans Administration personnel are 
empt. Additional information may be ob- 
ed from Dr. Crawford N. Baganz, Man- 
Ou Administration Hospital, 


NS NOS DES MEÉDICINS ALIÉNISTES ET 

L 3 DE FRANCE ET DES PAYS DE 

B ii» S ERANGAISE, This Congress will 

t ty-third session at Nice, France, 
mber 5-11, 1955. 
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In the section on psychiatry, Dr. Col. 
Hamon, professor, Val de Grace, will speak 
on Les Psychoses Collectives; in the section 
on neurology, Dr. Boudin of the faculty of 
medicine, University of Paris, will report on 
La Fin de la Syphilis Nerveuse; in the section 
on forensic medicine, Dr. Deshaies, Maison 
Nationale de Saint-Maurice, will speak on 
L'aveu. 

For further information write the secre- 
tary-general of the Congress, Dr. Paul Cossa, 
29, Boulevard Victor-Hugo, Nice, France. 


POSTGRADUATE CURRICULUM IN RELI- 
GION.— Boston State Hospital is presenting, 
February 2 through May 25, each Wednes- 
day from 1:30 to 2:30 p.m., a postgraduate 
curriculum in religion for psychiatrists and 
allied personnel. The subjects, which include 
such topics as “Oriental Religions," “Socio- 
logical Studies in Religion,” etc., will be 
presented by faculty members from graduate 
schools in Boston. 


INSTITUTE OF GENERAL SEMANTICS.— 
This Institute announces a. special intensive 
seminar to be held the week of July 22-30, 
1955, at Bard College, Annandale-on- 
Hudson, New York. The twelfth annual 
seminar-workshop and a special mathematics 
workshop will be held August 13-28, also at 
Bard College. 

The Alfred Korzybski Memorial Lecture 
will be delivered by Buckminster Fuller in 
New York City, April 22. 

For further information write the Institute 
of General Semantics, Lakeville, Connecticut. 


Dr. LEMKAU Accepts New York Post. 
Dr. Thomas A. C. Rennie, chairman of the 
recently constituted New York City Mental 
Health Board, has announced the appoint- 
ment of Dr. Paul V. Lemkau, professor of 
public health administration at John Hopkins 
University School of Hygiene and Public 
Health, as director of mental health service 
for the New York Board, effective March 1. 

The function of the Mental Health Board 
is to coordinate the city’s public and volun- 
tary health facilities and to allot funds as 
necessary to aid these agencies. 


BOOK REVIEWS 


La Psycatrm Suisse. By Henri F. Ellenberger, 
M. D. (Paris: L'Evolution Psychiatrique, 
1954.) 

It is easy to remember, after reading this book, 
that Auguste Forel was not only the father of Swiss 
psychiatry, but a lifelong student of ants. For, as 
Dr. Ellenberger’s account develops, the most strik- 
ing traits in Swiss psychiatry are enormous indus- 
try, passion for detailed data gained from acute 
Observation of patients, ability to synthesize vast 
quantities of information to yield original hypoth- 
eses, high professional Conscience, and a strong 
sense of social duty. 

These characteristics appear in the book itself, 
a lucid and rewarding monograph on the history, 
trends and achievements, and relations with other 
disciplines of Swiss Psychiatry since its tardy be- 
ginnings under German tutelage in the mid-nine- 
teenth century, In addition, the section on the 
daily life of a typical psychiatrist working in a 
cantonal asylum will convince most readers that 
the American psychiatrist is a man of leisure. 

Originally appearing as a series of articles in 
L’Evolution Psychiatrique from I951 through 1953, 
this 129-page volume lists some 600 references, of 
which there are about 460 in German, roo-odd in 
French, and a half dozen in English. Many of the 
titles are intriguing, and it is regrettable that so 
little of this literature is available in translation. 
The author mentions in his summary of the strong 
and weak points of Swiss psychiatry the paucity 
of psychiatric journals, the delays in publication, 
and the great expense (to the author) of book pub- 
lication, Also there is little prestige in research and 
funds therefor are scarce, even should the badly 
overworked asylum psychiatrist find time and 
energy for such work. The excellent hospital rec- 
ords, organized by the highly competent medical 
secretaries available in most Swiss asylums, are 
augmented by, exchanged, and correlated with, 
other records kept by school, civil, judiciary, and 
other bodies, It is thus often Possible to trace ac- 
curately for 5 generations a family history, a cir- 
cumstance ideal for genetic resear , and helping 
to account for two remarkable schools of thought 
in Swiss psychiatry: the Erbpsychiatrie (genetic 
Psychiatry) and the Schicksalsanalyse (analysis 
of destiny) of the Hungarian, Szondi, Bleuler’s 
work on the "analysis of heredity” and on endocrine 


factors modifying hereditary psychoses is described 


briefly, and the conclusions have an almost Calvin- 
istic stringency in their minimizing of psychogenic 
factors and of somatic therapies. Insulin and metra- 
zol, for instance, “can accelerate Spontaneous cures 
and afford subjective and Sympotomatic ameliora- 
tion in other cases.“ 

As for Szondi, it is perhaps Somewhat premature 
to characterize his work as "ceding nothing in 
originality or importance to the Psychoanalysis of 
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Freud," especially since Schickalsanalyse is else) 
where described as a fusion of genetic psychiatry 
and psychoanalysis, “The notion of destiny oco 
pies with Szondi exactly the same place as that 
the dream with Freud,” and the former seeks a 
direct route to the biologic substratum of per 
sonality, the “familial unconscious,” by b 
psychoanalysis and deep biologic analysis of heredi. 
tary factors. The latter are investigated through | 
exhaustive genealogies, with emphasis on the deter 
mination of “possible destinies,” e.g., choice of matt | 
by mutual attraction of individuals of analogon | 
genotype. The possible goal is an all-inclusive 
“Linnaeus” of personality types, each genotype have | 
ing a number of possible destinies. The Szondi test 
or "drive diagnosis," likened to radar for its prog: | 
nostic quality, was devised to explore “that region 
so difficult of access, the familial unconscious, that f 
of the genotypic structure whence emanate the b. 
conscious options which constitute our destiny 
In this school, as in much of Swiss psychiatry | 
may not the admirable emphasis on historical f 
blend with a mildly fatalistic attitude toward hee 
redity at times obscuring the importance of the stl 
jective, fantasied fact? This criticism surely dot 
not apply to Ludwig Binswanger's ase 
existential analysis, which has nothing to do Wil 
the system of Sartre. It is the “analysis of states 
of awareness by means of a system of phenome 
logic coordinates,” and aims to explore the po 
tial modalities of a patient with regard to his stl 
in various roles, the way he moves in the wo: 
and his horizon, perspective or “opening on Mt 
world,” including his experiencing of time, p | 
continuity, causality, light, color, matter, etc. G 
attention is paid to the patient's figures of S| A 
as indices of his changing modes of aware | 
one can see how absorbing this approach could b 
especially as applied to psychosis. N ^ 
Less novel, but informative, is the section on DV 
choanalysis, Here the Adlerian school is k 
very briefly, but credit is given for its 5 
social analysis, animal psychology, and the stud) 
the child and adolescent. j is le 
Jung comes off more handsomely in that his 1 
development, and a few outstanding element 
his system are described, but the author a 
Forel, E. Bleuler, and Hermann Rorschach z E 
pioneers of Swiss psychiatry. Jung’s influen 
pears “feeble” with official psychiatry and psyche 
analysis, is stronger abroad than at home, 10 
pecially potent among theologians, 8 pr | 
historians of religion, and ethnologists. Acet! E 
ments are made concerning the Sun (dt 
"theosophic cult" at the Jung Institute, d «die 
Master's magic personality and sparkling i 1 
are given full credit. An excellent s 12 
differences between Freudian and Jungian con“ 


lue it | 


f 
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| of libido, the unconscious, psychic structure, neu- 
rosis, and treatment, is given. fi 
Despite brilliant beginnings in the psychoanalytic 
movement, Switzerland has no psychoanalytic peri- 
- odical, which helps account for our relative igno- 
rance of a large and valuable body of Swiss con- 
"tributions. The author brings us up to date with a 
running account of early and present-day analysts, 
- their location and works. Especially notable were 
the remarks on Oscar Pfister and Hans Zulliger 
(lay analysts are important contributors in Swiss 
psychoanalysis), Meng, Kielholz, Boss, and Seche- 
haye. 

FEthologists may seek out Brun’s article on colli- 
sion of instincts in ants, and an apparently serious 
study of an ant with brain tumor. 

Students of legal psychiatry can gain much, it 
seems, from the Swiss “expertises” or expert con- 
sultations rendered to courts of law on judge's 
order, In quality, scope, and quantity they are un- 
excelled, and an important part of the Swiss can- 
tonal psychiatrists’ contribution to society; they are 
based on prolonged observation of patients. 

In conclusion, the author remarks “the astonish- 
ing development of Swiss psychiatry and psy- 
| chology is the expression of a cultural mutation, 
which may be called the ‘Psychological Revolu- 
tion.’ ” His account of this phenomenon, far more 

inclusive than is here indicated, is an antidote to 
insularity, It should be translated and read. 
SrowEwALL Stickney, M. D., 
Western Psychiatric Institute, 
Pittsburgh, Pa. 


ENDOCRINOLOGISCHE PSYCHIATRIE. By M. Bleuler. 
5 Georg Thieme, 1954. Price: DM 
50, 


ite author, trained in internal medicine and psy- 
chiatry in Switzerland and in an additional 2-year 
Tesidency in neurology and psychiatry in the U. S., 
eror for many years one of the recognized 
ij 5 ot continental psychiatry. Under his leader- 
D, considerable number of clinical publications 
eS with endocrinologic aspects in psychiatry 
1050 1 from the Burghoelzli Clinic. In 
tied rofessor Bleuler spent a year as a guest in 
ea of psychiatry and endocrinology 
d is lew York Hospital-Cornell Medical Cen- 
, he his clinical investigations to a some- 
ing bis S group of patients, thus supplement- 
PUE findings. His Endocrinologische 
ings of ui presents his experiences and the find- 
ications) pen literature (including 2,717 pub- 
peycholo e, coming the basis for a new type of 
His ec and psychopathology. 
logic EE of psychologic and psychopatho- 
ings, tn. mptoms Occuring with endocrinologic find- 
aa relationship to each other, and the influ- 
ae fully o Ocrine function on the personality are 
his fidi Ela The author holds closely to 
Teaching d is therefore critical of the many far- 
of his 0 c ms in the literature. The application 
a *rvations and conclusions to treatment 
Outstanding clinical knowledge. 
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It is emphasized that no specific psychopathologic 
symptoms are observed in endocrinologic disorders 
although special psychopathologic reactions may be 
observed in some conditions (e.g. in hyper- and 
hypothyroidism). In severe and protracted endo- 
crinologic disorders, diffuse brain damage may oc- 
cur and be accompanied by the amnestic syndrome 
in adults and by oligophrenic developments if the 
damage occurs in infancy. Frequent are mild psy- 
chopathologic symptoms, including lability of mood, 
increase or decrease of drives, and impulsiveness. 
They result in pictures of infantilism or of apparent 
senile changes. The endocrinologic psychosyndrome 
which he describes resembles psychopathic mani- 
festations but the condition is not identical with 
psychopathic personalities. Full-fledged psycho- 
neuroses occur rarely. The theory of Selye and the 
application of the concept of stress to psycho- 
pathology are reviewed as well as Diethelm's at- 
tempts to determine well-defined separate emotions 
and related hormonal substances. The author's con- 
tributions are in the field of personality studies with 
attention to mild endocrinologic symptoms. From 
such a point of view he reviews in the second part 
of the book the psychopathologic findings of en- 
docrine disorders. In this large group there de- 
serve to be singled out his studies of acromegaly, 
of Cushing's, of Addison's disease, of sexual dis- 
orders, of thyroid and parathyroid disturbances, of 
diabetes and hyperinsulinism, and of over- and 
underweight. Of special interest are his endo- 
crinologic findings in schizophrenia, psychopathic 
personalities, alcoholism, and homosexuality. 

The book presents the available knowledge of 
psychopathologic symptoms and endocrinologic dis- 
orders, based on literature and the author's studies. 
It offers data which are little known to the clinician 
and highly stimulating and challenging to the in- 
vestigator. To both, it is a most valuable and 
clearly written book of information. 

Osxar Dreruetm, M. D., 
New York City. 


Tue Structure or HUMAN Psrsonatiry. By H. J. 
Eysenck. (New York: John Wiley, 1953. 
Price: $5.75.) 

In The Structure of Human Personality, Ey- 
senck, the great Maudsley psychologist, continues 
his courageous rear guard action in defense of 
scientific psychology. Probably not many psychi- 
atrists will read through this formidable work 
which a future generation may well look upon as a 
classic. For factor analysis is made of stern stuff. 
A complete understanding of it requires a ready 
facility with higher mathematics. Factor analysis 
has been described as a method of discovering "the 
smallest number of independent factors or variables 
which will be adequate for the description and clas- 
sification of traits of mind and personality" (Mac- 
Kinnon). It tries to achieve in the realm of per- 
sonality the same sort of results so brilliantly 
achieved in intelligence testing. Ultimately perhaps, 
it is ^ mathematical groping for the fundamental 
organ € the mind—functionally, not anatomically 
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Factor analysis has been bitterly criticized. The 
factors themselves have been called by some, sta- 
tistical fictions, by others, mathematical artifacts. 
Despite such criticism, the clinician will discover 
an exciting correspondence to diagnostic concepts. 
This reviewer, in particular, was struck by the close 
correspondence between Cattel’s factors( p. 63) and 
the various subgroups of The Personality Trait and 
Personality Pattern Disturbances in the new 
A. P. A. classification. Other factors lead to very 
interesting nosological speculation. 

Eysenck’s coverage of his specialty is extraor- 
dinarily complete, and nothing important is left 
out. His book thus covers his own not insignificant 
contribution to factor analysis, so that like Caesar, 
we find Eysenck commenting on Eysenck, always 
with the winning simplicity of the truly great mind. 

This book stresses the fact that nothing worth- 
while can come out of the hopper of factor analysis 
unless meaningful material is fed into it—material 
that tests real hypotheses and which proceeds from 
a clear idea of what the researcher is looking for. 

Tf the method of factor analysis is correct, it is 
unfortunate that the chronic split between clinic and 
university campus has thus far Prevented it from 
putting its teeth into important clinical material, 
material which will throw some light on the schizo- 
phrenia problem. Why not feed into the matrices 
such things as degrees of Projection of hallucina- 
tions, basal lead E. E. G. peculiarities, steroid metab- 

` olism, autokinetic phenomena and similar “hot” 
material. Eysenck himself has correctly stressed 
the importance of cross validation and of correlat- 
ing psychological with physiological variables not 

ed on subjective interpretation, 

Eysenck has a hatred of humbug. For wooziness 
in thinking, he has nothing but scorn, the acidulous 
and at times testy scorn of the pure scientist. Thus 
of his critics he can say, „ . let us follow psycho- 
analytic practice and lay it down that criticism of 
factor analysis should be confined to those who have 
themselves been factor analysed.” It is exciting 
and at times a little uncomfortable to watch what 
he does with the “holistic,” or “organismic” ap- 
Proach (Harvard’s “Assessment of Men,” p. 80), 
Sheldon's typology (p. 71), and Murray's famous 
(cia chapter on the intercorrelation of variables 

P. 73). 

The Structure of Human Personality is a work 
of utter integrity. Insofar as such stubborn ma- 
terial permits, it is an exciting book. Continuously 
We are in the presence of a taut mind; brilliant, 
courageous, and ruthlessly scientific. 

Hram K. Jounson, M. D., 

Orangeburg, N. Y. 


Unwersiry EDUCATION FOR ADMINISTRATION IN Hos- 
PITALS. A Report of the Commission on Uni- 
versity Education in Hospital Administration, 
1954. (New York: The American Council on 
Education, 1954. Price: $3.00.) 


The 13 university graduate programs in hospital 
administration established the ission on Uni- 


versity Education in Hospital Administration to 


are hospital trustees, two hospital administ; 
one a graduate of an existing university pi 
who has had significant administrative experi 
in the field of public health, one a representativ 
organized education on a national scale, and 
fessional educators in the field as well as hos 
administrators and consultants. The report 
tended to indicate the needs of the hospital field an 
the limitations of the existing programs and to re 
ommend improvements in organization, curriculum 
and educational methods. The medical admini 
tor vs. business manager debate is not cons 
by the commission, but, if one accepts its statem 
that only generalized superficial knowledge of 
cine is required of a hospital manager, this bool 
a valuable and apparently valid addition to the liter 
ature on education of hospital administrators. 
The commission reports that in 1043, 40% f 
hospital chief administrators were doctors, 3m 
nurses, and 26% persons of other backgrounds, I 
1952, these figures had changed to 33% docto 
296 nurses, and 39% persons of other backgro 
In connection with these figures, it is note 
that 12 of the r3 degree-granting programs 
hospital administration are phenomena of the. 
IO years, though the commission indicates that t 
apparent rise of business managers to plurali 
the hospital field is not valid for tuberculosis 
pitals, federal hospitals, or neuropsychiatric 
pitals. There is no elaboration of this anomaly. 
Page 5I it is stated that, “Perhaps the most cf 
of all skills in every phase of modern life is 
ability to work effectively with other people. 
ministrative policy is made and carried out b 
dividuals working as parts of groups. Unle 
Person has a valid understanding of human na 
and of the importance of individual moin 
group relationships, he will not be successful 
formulating and executing policies.” One can 
hope that in the not too distant future this E 
mission or another one formed by the Associa 
of University Programs in Hospital Administra 
will study and report on the relative advantag al 
business and medical administrators for ho 1 
The program recommended by the comm K 
divided into 3 parts. First is a preparatory prep! 
fessional academic course which apparently an 
imates an undergraduate major in business, 
as planned it could be a 9-month grada 40 
Second is the 2-year course planned actually M 
offered by the schools concerned. The first y. a 
an academic program equivalent to a 1110 
course in business administration plus cours 
the problem of disease, the health professions, 
social organization for public health. The s! 
year is one of supervised residency. The 
division of the recommended program is E 
service training period consisting of 3 to 5 7 4 
of on-the-job training plus attendance at hosp" 
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institutes, regional conferences, and meetings of 
hospital associations. This third period would be 
the responsibility of the individual graduate, though 
the university should offer guidance and assistance. 

In line with the recommended emphasis on busi- 
ness and administration, the commission suggests 
that the programs be switched in affiliation from 
public health to business administration schools, 
Since most business school graduates are unaware 
of the hospital administration field, more effective 
publicity is advised. The resultant expansion ‘will 
require more, fully qualified instructors in order 
to keep the classes to seminar size. A complete 
reorganization of residency programs with hospitals 
and preceptors more carefully chosen and better 
oriented as to the aims and procedures of residency 
is suggested, 

This report concludes with the following 3r rec- 
ommendations : 

1. More encouraging support of programs by 
parent schools and interested organizations. 

2. Conversion to preservice education. 

3. Age limits of 21 through 27 for applicants. 

4. A prescribed preprofessional course as a re- 
quirement for admittance. 

5. Less preference of experienced applicants, 

6. Clearly defined attributes and qualifications 
they expect students to have acquired. 

7. A carefully selected representative admissions 
advisory committee. 

8. Comprehensive interviews of applicants. 

9. Application forms requesting more informa- 
tae Particularly concerning extra curricular activ- 


ship Definition of qualifications for administrator- 


IL Explicitly stated and admissi 
iod and adhered to ssion 
12, Programs be located i i 
administration. Re 
En Four-part curriculum: (a) Administration 
een formulation (b) Organization and oper- 
p (c) Analysis, evaluation and control (d) 
14 5 of administration in hospitals. 
1 ix ency be made an integral part of the 


15 s 1 RR 
1 1 optimum qualifications of pre- 


16. Faculty and 
rec 
eae d DX: eptors together develop pro- 
7. No exempti i 
iptions from resid 
em of experience, RE) 
i 1 1 85 approach in classes. 
i. s trips and visiting lectures limited to 
Xi efinitely contribute to course. 
e E ed kept to seminar size, 
* *Xtensive use b. 3 
1 9 y students and faculty of cur. 


22. S, 
Wil cheduled class hours limited to 18 hours per 


23. i 

^ Continuous evaluation of students. 

25 Recortrrities for research. 

20 co option 9f the importance of research. 


dination of research of various pro- 
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27. No fewer than 2 faculty positions, at least 
one full time. 3 

28. Recruitment and training of future faculty 
members. 

29. Annual bulletins. 

30. Bulletins mailed annually to all schools of 
business administration. 

31. Continuing self-evaluation by programs. 

Though the in-service training period is of debat- 
able practicability, this program seems finely or- 
ganized and well calculated to turn our efficient and 
capable hospital administrators of the business 


manager type. 
C. N. Bacanz, M. D., 
V. A. Hospital, 
Lyons, N. J. 


Herepiry IN EPILEPSY: AN ELECTROENCEPHALO- 
GRAPHIC STUDY or RELATIVES OF ERP ICS. By 
Bent Harvald. (Copenhagen: Ejnar Munks- 
gaard, 1954. Price: $3.25.) 


A number of the European countries are ahead 
of America in having institutes of human genetics. 
The present monograph is a translated dissertation 
of work carried on at the Institute in Copenhagen 
toward a degree from the University of Copen- 
hagen. It comprises 122 pages that carry 43 tables, 
10 figures, and approximately 175 references. The 
study was designed to test the observations Len- 
nox, Gibbs, and Gibbs made in 1940 that brain-wave 
abnormalities are unduly common among the near 
relatives of epileptics. Confirmation is accomplished 
through analysis of the EEG's of 237 epileptics and 
gor of their near and far relatives. In a control 
group of 693 applicants for aviation training, the 
EEG's of 3.396 were markedly abnormal. If the 
EEG's of patients were markedly abnormal, the 
EEG's of their near relatives were also markedly 
abnormal in 14.4%; this figure was only 4.1% if 
records of patients were normal or only slightly 
abnormal Relatives less than 16 years of age were 
omitted from the study. Gross abnormalities oc- 
curred twice as often in female as in male relatives 
and 40% more often in near relatives than in distant 
relatives. The epilepsy history was tabulated for 
952 near and 1,834 distant relatives of the 237 pa- 
tients. Among relatives of the iodiopathic group 
of patients, epilepsy was IO times more common 
than among relatives of the symptomatic group. 
The incidence of early childhood convulsions, syn- 
cope, and migraine among relatives was examined, 
as well as psychosis, psychopathy, and criminality. - 
These conditions did not relate to EEG abnormali- 
ties of patients. Neither these conditions nor oligo- 
phrenia, manic-depressive psychosis, and schizo- 
phrenia were excessive with respect to the general 
population. The author emphasizes that the whole 
genetic entity of the individual must be considered 
and that a predisposition to epilepsy may well be 
combined with valuable qualities which outweigh 
the hereditary taint. In general, marriage and chil- 
dren should not be discouraged nor abortion or 
sterilization resorted to. However, even in a 7- 
page discussion, he is unable to give any definite 


explanation of the mode of inheritance. He rejects 
the explanation of a simple recessive inheritance. 
Multiple cases in the same family suggest a mono- 
meric (single gene) inheritance, but these families 
are rare. There are perhaps different genes or dif- 
ferent allelomorphs for the same gene. The ma- 
teial has been subjected to statistical appraisal. The 
study is a model of careful review of the pertinent 
literature and of an objective appraisal of the data 


in hand. 
Wm. G. Lennox, M. D., 
Boston, Mass. 


PsycHoLocy IN THE WORLD Emercency. By Vari- 
ous Authors. (Pittsburgh: University of 
Pittsburgh Press, 1952. Price: $4.00.) 


Psychology in the World Emergency, since it 
is a book on military psychology, is a book with 
a specialized appeal. Actually it consists of 8 lec- 
tures delivered in 1952 at the University of Pitts- 
burgh by military specialists. Although there are 
attractive advantages in this manner of composing 
a book, there are inherent weaknesses. Some of 
the papers give every indication of having got into 
print pretty much as they were spoken, with a 
prodigality of words much in deed of pruning and 
even with what look like topical jokes, now in- 
scrutable or beyond resuscitation. The language of 
not a few of these papers reads like a particularly 
baffling kind of Pentagonese, 

With justifiable pride, this book points out the 
valuable contributions of psychology to the late war 
effort; its success in classification tests, in job 
analysis, and in the general business of screening 
men, or of placing them where they would do the 
most good. There is much talk of man-machine 
systems, a phrase which is bound to become in- 
creasingly meaningful with the continuous com- 
plication of modern fighting equipment, This is es- 
pecially true of radar and of jet aircraft operations. 

One is impressed by the amount of research going 
on. Into numerous research projects have filtered 
not a few of the 1,250 psychologists who were em- 
ployed at the height of the war effort, To be sure 
the purpose of any military enterprise including 
military psychology is to win wars and quite rightly 
S0, yet one is staggered by the cost of modern war- 
fare in terms of human dignity. The writer—it 
may have been Havelock Ellis—who was opposed 
to war, “because it had given up hand-to-hand com- 
bat,” was enunciating something more than a joke, 
For there is something dehumanizing about mod- 
ern push-button warfare with its emphasis on 

human engineering,” and the increasingly com- 
plex problem of fitting the modern fighting man into 
his own Frankenstein-like creations, At times we 
catch a glimpse of a kind of hell, “We wish to deal 
with more complex systems, such as assemblages 
of machines, assemblages of men and machines, as- 
semblages of men, and the ultimate complex s 
tem, individual human behavior [p. 98]." 

The title of this book is perhaps a little mislead- 
ing. Certainly some people on the strength of the 
title will buy this book hoping to find out how 


psychology might prevent wars, not how it can keep 
the witches’ cauldon boiling and contribute to big. 
ger and more destructive holocausts. But by defini 
tion, this is not the province of psychology but of 
ethics, although many psychologists imprisoned by 
the brilliant web of achievements which they have 
spun around themselves, do not readily perceive | 
this. For psychology does not deal with ideals and 
values, that is, with things ultimately good for man, 
things that are worthwhile striving for. This in. 
herent weakness is reflected in the book’s rather 
lame treatment of morale; “Morale, of course, is 
the tendency for the individual to do the things 
which he can do [p. 10].” Actually morale is the 
main driving force in winning combat and almost 
alone determines whether there will be a high ora 
low psychiatric breakdown rate. And possibly this - 
is true of life itself if we consider it as an attent 
ated and more generalized kind of warfare, i 
Some readers possibly would have welcomed a 
concluding chapter explaining these things, which 
although trite, are constantly in need of fresh re. 
statement. For with the dropping of atomic bombs, 
we have all of us crossed a sort of Rubicon and 
actually have passed from warfare to mass destruc 
tion where the very basis of civilization is at stake 
Were such a chapter written, possibly not irrelevant 
would be Bougle's thoughts: “. .. values are a 
central for the human sciences as measurement | 
for the classical, physical sciences. . . . Here we 
are in the heart of both social behavior anb. 
feeling.” 4 


Hrmax K. Jounson, M. D, 
Rockland State Hospital | 


ALLGEMEINE UND SpezeLLe Psycon, Mi 
Reichardt. Ein Lehrbuch fuer Studierende utd | 
Aerzte. Unter Mitwirkung von H. Binden 
M. Remy, Th. Spoerri, A. Weber, J. Weyrsch 
herausgegeben von E. Gruenthal und G, E 
Stoerring. 4 vollstaendig neu bearbeite | 
Auflage. (Basel: Karger, 1955. Price: 73” 
Swiss Fr.) 


The three preceding editions of Martin ho 
chardt's textbook had an excellent reputation 1 
Germany and Switzerland. The editors and og 
tributors dedicated this new edition to Ré 
who recently celebrated his eightieth birthday. Tus 
had undertaken this considerable labor om ef 
chardt's wish. eral 

Stoerring (Kiel) wrote the first part, Eis 
psychiatry. He gives a rather exhaustive, if e 
densed survey of the field. Appended to this va 
are a few well written pages by Spoerri on 
“problem culture and psychopathology.” |^, ‘ded 

The second part, special psychiatry, i$ a 

osi $ 


vee 


into 17 chapters, Weber contributed the first 
ter, Child Psychiatry, in which after a brief 2 
tion on the normal child the pertinent disorders 
dealt with excellently. It is followed by Pd 9 
"abnormal psychological reactions and de Enn 
ments" (II) that is up to date as regards pes d 
but does not claim that one and one school 0! d in 
depth psychology can do all the work. In this 9; 
the other chapters there is a spirit of understand i 
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without any tendency toward dogmatism. Three 
chapters—the psychopathies (III), manic-depres- 
sive or circular psychosis (V) and schizophrenia 
(VI)—bear the signature and all the well-known 
features of the writing of Wyrsch. He has only a 
few years ago published the classical “person of 
the schizophrenic," which is reflected in these chap- 
ters. Wyrsch also wrote about the Swiss law in 
the XVII chapter in which Stoerring dealt with 
the pertinent German law. All the other chap- 
ters have been taken over by Gruenthal: feeble- 
mindedness (IV), for which in our country the 
interest of the psychiatrists seems to be more and 
more disappearing, convulsive diseases (VII), gen- 
eral paresis (VIII), acute infectious and toxic dis- 
eases (IX), endocrine disturbances (X), other or- 
ganic brain diseases (XI), addictions and other 
intoxications (XII), alcoholism (XIII), traumatic 
disorders and deficiencies (XIV), cerebral dis- 
eases of middle and old age (XV); thoroughly 
solid chapters, some of them outstanding clinically 
as well as pathologically with a goodly number of 
fine pictures; in several of these chapters Gruenthal 
can refer to his own research, Remy contributed 
“the electroencephalography in psychiatry" (XVI) 
in a short, fluid, and very helpful chapter. 
x More and more one is impressed with the impos- 
sibility—or near-impossibility—of one-man text- 
books in psychiatry. The field has grown too large 
and too specialized in mamy directions. One is not 
Surprised to see more books in collaboration. How- 
ever, there the danger lures that a common view 
Point is lacking, so that dispite all attempts at or- 
ganizing the overwhelming material the presenta- 
tions are unequal and even, now and then, contra- 
dictory, In this as in other respects, editors and 
Contributors of this book have been remarkably 
Successful. Tt was inevitable that a number of 
topics must be dealt with by more than one author, 
eg, the neuroses, certain psychotic disturbances. 
here are not only references from one to the other 
Part of the book, but there has also been reached 
à common basis and a common “roof” without the 
1 for any of the authors to give anything 
191 S opinion, without soft-pedaling, so to speak. 
Olessor Reichardt may be proud of this edition 
We are glad to have it. 
EucEN Kaun, M. D., 
Houston, Tex. 


Seay AND Bopity CHAN CES. Fourth Edition. 
A Flanders Dunbar, M.D., Med.Sc.D., 
Bs : New York: Columbia University 

» 1954. Price: $15.00.) 

ae Monumental work in its previous editions, 

(5192 Dead and now in the huge 4th edition 

and » Aas established itself as the standard 


expand, : 
contributio? include the constantly accumulating 


55 in all divisions of the field. The book 


now covers the literature from 1910 to 1953. The 
extent of the revision is indicated by the fact that 
the chapter on Bones, including Odontology, has 
been increased fifteenfold, while the division on 
Therapeutic Considerations has been completely re- 
written. Here one will find much good counsel on 
the physician-patient relationship, 

The extent of coverage is also shown in the space 
necessary for the bibliography which is gathered 
together at the back of the volume and arranged 
according to the chapter headings in the body of 
the book. It occupies 264 pages. A very full index 
takes up 176 pages. 

At the end of the text is a new tipped-in chart 
showing the personality profiles of 8 psychosomatic 
diagnostic groups based on 1,600 hospital admis- 
sions, 

As to the word “psychosomatic,” which continues 
to be criticized as suggesting a dichotomy between 
mind and body, the author remarks in an earlier 
edition that in time the adjective would become ob- 
solete because it would be recognized that all medi- 
cine is psychosomatic, In the present edition she 
has come to like the word better and thinks it is 
likely to persist “because no other has been found 
which better calls attention to the organism as a 
unity.” The reviewer would be inclined to agree 
with the author’s earlier opinion, and that the term 
should become obsolete not so much because it sug- 
gests a dichotomy between soma and psyche but 
because it suggests a dichotomy between psycho- 
somatic medicine and medicine. ae 


CHANGING NAvAHO RELIGIOUS VALUES: A STUDY or 
CuristiAN Missions To THE Rimrock NAVA- 
Hos. Reports of the Rimrock Project Values 
Series, No. 2, Papers of the Peabody Museum 
of American Archaeology and Ethnology. By 
Robert N. Rapoport. (Cambridge: Harvard 
University, 1954. Price: $3.00.) 


This is the second monograph in the Rimrock 
Values Series sponsored by the Department of An- 
thropology of Harvard University and the Rocke- 
feller Foundation. The first study by Evon Z. Vogt 
dealt with Navaho Veterans: a study of Changing 
Values (1951). This second study is concerned 
specifically with the changing religious attitudes of 
the Navahos under the simultaneous impact of two 
Christian missions in the Rimrock area of New 
Mexico and, like its predecessor, is essentially a 
comparative study in the dynamics of acculturation, 
The monograph is based on field research con- 
ducted by the author during 1948 and 1950 and is 
an "attempt to analyze changing cultural forms in 
terms of the processes of re-orienting individual 
need-dispositions as a consequence of the forces of 
social change and disorganization" (p. 3). The 
study is noteworthy not only for its use of a care- 
fully specified comparative design but also for its 
application of sampling and statistical procedures. 

Dr. Rapoport is especially conscious of the prob- 
lem of method and procedure in the gathering of his 
data and in his evaluation of their significance. He 
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envisages the innovating program of the missions 
as a kind of light affecting the prism of Navaho 
social structure and personal 1 and 
eliciting a spectrum of response types. His ap- 
proach is essentially psychocultural and is intended 
to correlate need- dispositions with behavioral re- 
sponse patterns. Need-dispositions are viewed as 
both products of changing Navaho life and pre- 
disposers to favorable or unfavorable responses to 
missionary programs (p. 5). Conventional tech- 
niques of depth interviews of the nondirective type, 
participant observation, and choice of kevinform- 
participant observation, and choice of key inform- 
ants were used (p. 12). A great deal of tact and 
attitude of neutral sympathy in relation to Navaho 
informants, missionaries, and white population. 

After a brief history of the “Galilean” mission 
and the Mormon Church among the Rimrock Nava- 
hos, the author devotes an illuminating chapter to 
“Value Comparisons" in which he examines in de- 
tail the contrasting elements in the traditional 
values of the Navahos and the missionaries, Val- 
ues relevant to power and health, family and social 
relationships, and also self-expression are examined 
systematically, He notes the Navaho emphasis on 
ritual knowledge as a source of strength and cosmic 
harmony and the role of public ridicule and shame 
in enforcing rules of behavior. The Galilean notion 
of man’s intrinsic guilt and the conception of an 
afterlife of supernatural reward and punishment are 
Presented in sharp contrast. Dr. Rapoport explains 
convincingly why the Galilean mission with its 
categorical rejection of native customs and values 
succeeded in winning converts while the more 
liberal Mormons were comparatively unsuccessful. 
His analysis of the basic response types ranging 
from “staunch Galileans” to apostates, from Mor- 
mon-oriented persons to native “singers-curers” 
reveals strikingly the disparity of Navaho responses 
to Christian missionary activity against the back- 
ground of individual need-dispositions and historical, 
‘social conflict, The Pragmatic, utilitarian attitude 
of the Navahos in accepting or rejecting the Chis- 
tian religion becomes particularly apparent. The 
author's conclusion is that conversion to Chris- 
tianity in the case of the Navahos is a response to 
socio-cultural disorganization and emotional need. 

Dr, Rapoport’s monograph is a significant contri- 
bution to our knowledge of the psychodynamics of 
acculturation and comparative values. It is an ex- 
cellent example of the importance of planned, sys- 
tematic research in depth for which Dr. Kluckhohn 
and the Laboratory of Social Relations at Harvard 
University also deserve much credit, 

Dav Boney, 
Department of Anthropology, 
Indiana University. 


APHASIA THERAPEUTICS. By Mary Coates Longerich 
Ph.D. and Jean Bordeaux, Ph.D. (New 
York: Macmillan, 1954. Price: $3.75.) 


This book reflects more than 20 year’s experi- 
ence by the authors in working with the speech 
and language problems presented by aphasic pa- 
tients. In the brief space of 163 pages, the com- 
moner concepts of aphasia are reviewed sketchily, 


and reasonable therapeutic techniques are described 
in more detail. No claim is made that these tech. 
niques are revolutionary or original with the ate 
thors, but they give sufficient concrete examples of 
their highly individualized approach to help re 
ferring physicians understand more fully how in 
genious the competent speech therapist must b. 
The 56 pages they devote specifically to speech and | 
language therapy are well worth reading, 

The chapter devoted to testing suffers from the 
partially unavoidable handicap of overlapping con- || 
clusions. Methods of finally evaluating the total | 
results of the 28 tests described might well have 
been discussed more specifically. 

The remainder of the book presents the defects so | 
often encountered in efforts by specialists to com: | 
ment on related fields in which their own actual | 
experience is necessarily much less adequate than 
in their own specialty. As the authors themselves 
point out in another connection, “An understand. 
ing of one’s own limitations is rarely achieved | 
easily even by normal individuals... Never- 
theless, naiveté can be irritating. For example, 
most neuropsychiatrists will be annoyed by the | 
suggestion that the speech therapist "insist that a | 
referred patient be checked with the electroen | 
cephalograph” on the basis that this study may 
"indicate" the presence of neurosis, alcoholism, or 
psychosis! There is also a regrettable tendency to 
use such stilted words as "strokelet," “motorie 
and “scotomized,” and the inconstant use of Latin 
anatomical terms suggests an effort to impress tht | 
reader unnecessarily. (The result is actually amus: 
ing when reference is made to “ariae striatae” in 
the discussion of music agnosia!) A 

The authors state clearly that dysarthria 0 
hysterical phenomena are not manifestations d 
aphasia. Since dysarthria may also benefit from 
competent speech therapy, one need only be putz 
by its inclusion among the symptoms of one p 
of receptive aphasia. It is more alarming to f al 
nearly 2 pages devoted to “therapy for hyst 
amblyopia” as part of a speech therapist’s functi 

CaLviN S. DRAYER, M. 75 
Philadelphia, Fs 


More Cuinicat Sonnets. By Merrill Moore, E 15 
(New York: Twayne Publishers, 1954. 
$3.00.) 


The dust jacket of this latest volume of oe 
Moore's poetry warns us: May Be Habit- ished 
ing. This is no idle admonition. Our distinguit n, 
fellow-psychiatrist combines deep insight wil 
pungent phrases, and layman and doctor alil 
enjoy this volume and profit by reading it. 

There are many pictures of clinical bu ted 
chiseler, the compulsive eater, and other 48 ons 
neurotics. There are scenic flashes and Wr sick 
for example, on the future, on death, on 
world. rii | 

The reviewer is tempted to quote some 5 re le 
excerpts, but space forbids. Rather, thereto rd t 
must recommend this volume and look forw? 
the ay ance of the next! 

adag ee T Winrrep OVERHOLSER, m 15 

Washington, ^ 
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THE EPIDEMIOLOGICAL STUDY OF MENTAL ILLNESSES AND 
MENTAL HEALTH 


PAUL V. LEMKAU, M. D., BaLtmore, Mp. Y 


The timeworn way to begin a paper the 
title of which contains any ambiguous word 
is to attempt to define that word. The title 
of this paper implies a host of semantic prob- 
lems, but the key word is "epidemiology" 
and perhaps it is wise to begin by trying to 
define it. 

What is meant by epidemiology? There 
are many different operational definitions as 
interpreted from the work of men who call 
themselves epidemiologists. Some “epidemi- 
ologists” are concerned primarily with the 
mathematical structure of the curves result- 
ing from graphing the rise and fall of ill- 
nesses in a population, being little concerned 
with diseases that do not vary markedly from 
time to time and do not have clearly defin- 
able external causes such as bacterial or 
virus agents dominating the other factors in 
the etiological complex. Other “epidemiolo- 
gists” work mainly in the field, priding them- 
selves on the title “shoe-leather,” finding the 
Sources of infection or infestation, spotting 
these on maps, finding centers of dissemina- 
tion and removing them. This is the type the 
late Dr. A, W. Freeman spoke of as arriv- 
ing at the height of the epidemic and slid- 
ing to glory on the descending arm of the 
curve.” Other “epidemiologists” concern 
themselves almost exclusively with the labo- 
ratory study of certain microbiological agents 

at are factors in the spread of some dis- 
fases, Definition of “epidemiologist” and 
ee is difficult but for our present 

Sion is nece - 
8 cessary and shall be at 
stqubidemiology is the study of the health 
A Us of a population. The facts gathered 
reno through the use of compila- 
10 aus data about all the individuals in a 
* oe ation or a defined sample thereof. The 
2 head of interpretation are drawn from 
^ e fields of knowledge can contribute 

n the past have most frequently in- 

1 D 
te eed in slightly modified form at the Fifth In- 
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cluded mathematics, particularly probability 
statistics, clinical medicine, and laboratory 
medicine. ' 

Historically, epidemiology has dealt mainly 
with unfortunate happenings to populations 
and the interpretation of them; the epidemi- 
ology of health is a relatively new and as 
yet not too specific a concept. The need for 
it appears only when catastrophic events no 
longer press for solution; had not small-pox, 
malaria, yellow fever, cholera, plague, ty- 
phus, typhoid given up their secrets in the 
last century, it is indeed doubtful if we today 
would be concerning ourselves with the epi- 
demiology of health at all. It is also prob- 
ably true that the concept “epidemiology of 
health” is something of a casuistic escape 
around the end of the brick wall of the 
chronic diseases such as cancer, arterio- 
sclerosis, and senility and schizophrenia, 
against which the methods of this applied 
science have proved far less successful than 
was the case with the killing infectious dis- 
eases. It does not appear unfair to say that 
the idea “epidemiology of health” is at least 
partially a reaction to frustration in trying 
to solve the problems of control of noninfec- 
tious diseases. ^ 

One of the main reasons for this frustra- 
tion lies in difficulty of definition of what is 
to be studied, of what is the common, essen- 
tial factor without which a condition may 
not appear. The key to success in the under- 
standing of the infectious diseases appears 
to be just this, that the common symptoms 
led to a common, overwhelmingly dominant 
causative agent. In the illnesses which now 
escape rational methods of control, we are 
unable clearly to differentiate the common 
essential factor, and we are probably fre- 
quently misled by the apparent fact that the 
same symptoms may not mean the same cause 
in every case. Pneumonic consolidation of 
the lung does not now mean invasion by 
the pneumococcus only, but the gains made 
against this disease were made because this 
was the common factor in a large majority 
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of the serious cases of pneumonia. Conquer- 
ing of the variant multiple other causes only 
came later when mortality from pneumococ- 
cus pneumonia was controlled. No such 
common, essential factor as yet appears in 
schizophrenia, senility, cancer, or arterio- 
sclerosis. Whether such exists is a matter 
for great argument at the present time, an 
argument perhaps most clearly seen in the 
opposing concepts of schizophrenia as a “re- 
action” and schizophrenia as a “disease.” 

Elsewhere I have stressed my conviction 
that we who are interested in the prevention 
of psychiatric diseases must not abandon at- 
tempts to clarify and make more exact the 
classification of the kinds of ill health we 
deal with. I see nothing to be gained by 
lumping senility, paresis, schizophrenia, de- 
lirium and anxiety states as mental disease, 
and trying to study the lot. To do so is to 
abandon basic and experience-proved ways 
of medical and scientific thinking, not yet, in 
my estimation, proved unsuitable in the field 
of the psychiatric diseases. Because we have 
as yet no way of distinguishing the causes 
of schizophrenia from the causes of senility 
(except perhaps from the data of genetics) 
there is no justification for not continuing 
the efforts to distinguish the diseases clini. 
cally, in our studies. Indeed those mental 
illnesses which have yielded to curative and 
preventive techniques, such as delirium due 
to infectious disease, general paresis and pel- 
lagrous psychosis, are the only clear-cut suc- 
cesses we have; it would appear unwise to 
abandon the types of thinking that led to 
these successes, however small they may ap- 
pear in the face of the magnitude of the 
problems remaining. 

However much definition and classifica- 
tion is needed to work productively in the 
epidemiology of the mental illnesses, it is 
even more needed in the definition of mental 
health. Here we stand at the phase junction 
of traditional biology where it seems to melt 
into philosophy and ethics. There are those 
who protest that there is no junction at all, 
that we deal in the same materials in each o£ 
these areas, simply taking up different as- 
pects. But the fact remains that for Some, 
ethics relates to what is biologically success- 
ful, while for others, ethics is a matter of 
aspirations and ideals not accounted for com- 
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pletely in the natural world and drawing its 
justification from some higher Source (T, 2), 
While not meaning to imply that one day 
ethical principles and principles of biological 
Success may not prove to be the same, at the 
moment and with the tools now available 
in science for the interpretation of data, it 
seems wise to define mental health in terms 
of biological success in so far as possible. It 
seems also fair to point out that however 
much we may deplore the fact, we are only 
beginning to be able to devise ways of think- 
ing about health in terms other than the 
absence of disease. Experimentation in this 
field awaits a great deal more thinking about 
what the optimal state of man may be, and 
what the tolerable variations are under cer- 
tain given conditions, before mental health 
can be defined well enough for epidemio- 
logical methods to be applied in experimenta- 
tion. It may well be that the best way to do 
research on mental health in our present state 
of knowledge is to be certain that any in- 
vestigation on psychiatric diseases includes 
adequately studied controls drawn from the 
unaffected population. I am aware that this 
is a rather unpopular position to take at the 
present time. It is not my intention at all 
to discourage effort; it is only to warn that 
we may not be as well prepared to do the 
work as some of our proganda would lead 
the public to believe. Our aspirations seem, 
at times, to have outrun our methods (41) 
At the risk of being dubbed old-fashioned 
and wedded to nineteenth century mechanis- 
tic logic, I think it needs to be pointed out 
that it is this logic that has made the epi- 
demiologic method successful in the past and 
that, in all probability, if we abandon classt- 
fication and definition as essential in psychi- 
atric research, we also abandon epidemi- 
ology. One can do epidemiological research 
on the causes, distribution, and extent of à 
fantasy, but one cannot do it unless the 
fantasy, the population, and the conditions 
prevailing can be defined and are not in them- 
selves in the realm of fantasy. 1 
This discussion of the background of epi- 
demiological method leads us to a brit 
review of what the method has produced m 
the past, and eventually to a discussion © 
what next steps seem justified and Me 
hopes can be held for the method to furnis 
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the critical knowledge on which to build to- 
ward the control of the mental diseases and 
the promotion of mental health. 

The first step in the evolution of most sci- 
ences is observation of what happens in a 
defined sphere of activity of one sort or an- 
other. In the field of our present discussion, 
this might be called “descriptive epidemi- 
ology.” It involves the determination of how 
often a certain event occurs in a defined 
sphere of interest, usually a population of 
human beings. Epidemiology also involves 
the interpretation of these data, the extract- 
ing of the meaning of the data. Usually these 
two steps are combined, the interpretation 
or the possibility of interpreting the demo- 
graphic study furnishing the justification for 
doing the counts at all. These counts may 
be made to test a hypothesis regarding the 
hereditary character of a symptom complex 
or they may be done to test a postulated cor- 
relation between mother-child relationship 
and, say, schizophrenia. There is no need to 
be apologetic for this situation; it involves 
problems of motivation for research that are 
fundamental and inescapable. Indeed there 
are those who contend that descriptive. data 
collected without a clear-cut hypothesis are 
likely to be entirely useless, a collection in a 
file saved for years only to find when an at- 
tempt to use it is made that it does not con- 
tain the particular piece of information es- 
Sential to settle the question asked. At the 
other extreme are those who contend that 
no data collected to test a hypothesis can be 
Objective, that the only way the collection 
of data can escape being biased as it is being 
made 1s to have no other motive than mere 
collection, As the review of results will 
Ape Tesearch of importance has resulted 

m the use of both these methods of 
approach, 

The compilation of statistics concerning 
e hospitalized because of one or an- 
ce ee Psychiatric illnesses has been 

E 101 one of epidemiological studies since 
tent init; anent, and to a considerable ex- 

Pd 3 EA technique in the 1830's(3). 
ized in t i [5 become fairly well standard- 
FUR iet 15 5 States; indeed in many 
age at à 49 ection of figures on the sex, 
charge h ission, rates of death and dis- 

Se has at times become a mere mechani- 
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cal procedure; no one seems to bother very 
much about whether there is any meaning 
in them so long as the pages of a legally re- 
quired report contain a collection of figures 
that balance from year to year. Such figures 
are very frequently disappointing to the 
hopeful investigator who goes to them for 
some particular fact. In most areas they are 
useful only for very gross calculations which 
frequently indicate more about the economic 
situation of the area concerned and about the 
local attitudes toward mental illnesses than 
about the illnesses themselves. This state is 
without doubt very largely due in most parts 
of the world to the fact that research funds 
are not available for the analyses that might 
be productive and which might “feed back” 
and lead to the improvement of the data 
themselves, 

Where such funds have been made avail- 
able, valuable contributions have come from 
analyses of routinely collected data on hos- 
pitalized patients., Pollack and Malzberg’s 
work over many decades in New York State 
has made available a fund of material on 
changes in pattern of hospitalization over the 
years, bringing to light the differences in 
incidence of certain diseases in various popu- 
lation groups(4, 5). Dayton’s analysis of the 
Massachusetts data(6) and the compilation 
by Landis and Page(7) are perhaps the 
highlights of this sort of analysis, though 
others should also be mentioned. Perhaps 
the most elaborate such study using the most 
modern of statistical techniques is that of 
Goldhammer and Marshall. This research 
used routinely collected statistics from public 
and private hospitals in Massachusetts. It 
demonstrated that there had been no signifi- 
cant increase in psychoses severe enough to 
require hospitalization in the young adult 
age group in the century between 1840 and 
1940(8). This study is a tribute to a great 
many hospital psychiatrists who compiled 
annual records, perhaps for no better reason 
than to satisfy a board of directors or a gov- 
ernmental agency, little dreaming that they 
were contributing toward a rather conclusive 
research to be done half a century or a cen- 
tury later. The work of Kramer(9) in the 
United States in modernizing the keeping of 
statistical records so that they will more 
completely represent actual situations is 
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being duplicated in many other countries. 
When it is complete better comparative 
studies between the sections of the United 
States will be possible, and eventually, com- 
parative studies between various nations over 
the world, 

At the present time, this last is extremely 
difficult if not actually impossible. Perhaps 
this Congress ought to recommend to the 
World Health Organization that its staff 
and expert committees work toward improv- 
ing this phase of morbidity reporting. Cer- 
tainly a world report on psychiatric hospital 
statistics would be a most valuable contribu- 
tion for comparing the practices of one na- 
tion with those of another. For example, T 
Suspect that those nations with cultures 
stressing the leadership position of the old- 
est male in the family have proportionally 
lower rates of hospitalization of elderly pa- 
tients than do countries in which this trait 
is absent. Obviously there are other factors 
to be considered, perhaps most important the 
general economic situations in the countries 
concerned, but the fact is that even the most 
rudimentary testing of the hypothesis is im- 
possible at the present time. 

Hospital statistics have also been used to 
answer certain other types of questions. 
Svendson has shown that hospital rates tend 
to fall in wartime(3), a finding duplicated 
in English studies. It is difficult to know, of 
course, whether this represents a different 
aggregate incidence rate or a change in cul- 
tural attitude toward need for hospitaliza- 
tion. Gruenberg’s recent studies on the 
living conditions of elderly people before 
hospitalization indicate the direction in which 
the use of hospital statistics may be tend- 
ing(ro). Odegaard's work in comparing 
hospitalization rates of comparable groups in 
different Settings represents a somewhat 
similar use of hospital statistics (11). 

Gruenberg's studies offer a transition from 
the studies of patients in hospitals to studies 
which have attempted to estimate the preva- 
lence or incidence of mental illnesses in a 
population whether or not hospitalization has 
taken place. In some instances this has been 
based on the recorded difficulties of mem- 
bers of the population obtained from hospi- 
tal records, court records, church books, so- 
cial agency registers, etc. Such Studies are 
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usually made on standard populations, that 
is, cases found are referred to a definite num- 
ber of people so that more-or-less dependable 
tates of incidence of diseases rather than 
mere hospitalization rates may be obtained, 
The studies of this sort up to 1942 were re- 
viewed by Tietze (12) who was able to caleu- 
late rates which represent large and varied 
enough populations to permit these rates to 
serve as bases for comparison for some time, 
This method has been extended to study cer- 
tain specific issues. Redlich and Hollings- 
head’s recent studies on the availability of 
psychiatric treatment in different socio-eco- 
nomic groups is an example(13). Brug- 
ger (14), Luxemburger(15), and Strom- 
gren(16) have been pioneers in this field, 
Secondary sources furnish the investiga- 
tor much interesting information but they 
leave him frustrated, for the results usually 
contain very marked anomalies that do not 
seem reasonable. May I present two ex- 
amples from our experience in the Baltimore 
Eastern Health District surveys? In both 
the 1933 and 1936 surveys it appears that 
the prevalence rate of neuroses is lower than 
that of psychoses, a fact clinical experience 
leads most psychiatrists to doubt. It is clear 
that what was measured included only neu- 
rotic cases who were ill enough to seek treat- 
ment and were recognized and diagnosed by 
physicians. In 1936 a general illness survey 
was done which contained a question regard- 
ing “nervousness.” The group of people who 
answered this question affirmatively and who 
Were not known to have any other mental 
illness, showed the same race, age, and sex 
distribution as the diagnosed neurotics; these 
cases could never have been found through 
the use of secondary sources(17). A seti 
example of the frustrations of this sort o 
investigation is found in the rates for psy- 
chopathic personality. "There were, accord- 
ing to the Eastern Health District surveys 
three times as many psychopaths in 1933 48 
in 1936(18, 19). We surmise, without too 
much confidence, that the operational defini- 
tion of psychopathic personality changed t 
this extent, probably because in 1933 J0 f 
lessness and changing jobs was interprete 
as indicative of psychopathic personality, 
while in 1936, when the extent and severity 
of the world depression were recognize 
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more clearly, there was a tendency to evalu- 
ate such data very differently. 

The obvious escape from such frustrations 
is to examine the total population by some 
standard method. 'This presents, of course, 
a very thorny problem methodologically be- 
cause of the practical impossibility of clear 
definitions and of keeping definitions the 
same over any length of time. It is my 
opinion that this difficulty may be exagger- 
ated and that we are better able to define our 
terms than we are presently aware. A more 
immediately practical problem is that the 
examination of a total population is so ex- 
pensive that the number examined has to be 
relatively small, perhaps no more than a few 
thousand. In such circumstances, rates ob- 
tained are likely to prove rather unstable. 
If I may state an opinion again, I think we 
may have much to learn from Kinsey(20, 
21) about how to obtain standard informa- 
tion from relatively large numbers of people. 
Morbidity canvasses of any sort are of rela- 
tively recent origin in public health practice; 
I doubt if the psychiatric problems of diag- 
nosis or classification are any more severe 
than those in many chronic diseases which 
can be adequately diagnosed only by rather 
extensive individual examination. The 
Prime difficulties are two, a tendency to be 
niggardly in the support of psychiatric re- 
Search and the persistant tendency of psy- 
chiatrists not to ask loudly enough for what 
they need to solve their scientific problems. 
A third difficulty that strikes closer home 
is that all too few psychiatrists are educated 
fo think in the statistical terms fundamental 
to the planning of such researches and that 
1 many erect theoretical barriers that keep 

em from facing the problems at all. 
|n and others have used the 
epic oe examining patients to some extent 
ii es emiological studies and it has its place 
5 any of the recent surveys and in the 

Ser studies now continuing. Eaton and 

eil used it in the Hutterite study(23) and 

ighton and hi See GN 
tian eg group are using it in their 
fuia udies which are perhaps the 
combined a most completely planned of this 
ination eae: and direct-exam- 
tion (23), Foie yet to be put in opera- 
od was also used to some 

Y Roth and Luton in their studies 
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in. Tennessee(24). The beautiful study of 
the total population of an economically de- 
teriorating Norwegian fishing village by 
Bremer indicates both the thoroughness with 
which such studies can be done and the diffi- 
culties introduced because of the small popu- 
lation it is possible to encompass(25). 
Nevertheless such studies have much to 
recommend them. Usually it is possible to 
describe the situation completely enough so 
that.comparisons which can be made at all 
can be made with reasonable confidence. In 
spite of all our talk about the advantages of 
teams of researchers, it may also be an ad- 
vantage that studies like this one can be 
done by a single physician with only clerical 
help. A final advantage of this particular 
study is that it carries with it all the excite- 
ment of novel reading, at least for me. 

One might expect that anthropological 
studies of populations would automatically 
include investigations by sampling methods; 
the reason it isn't done, of course, relates 
mainly to the problems of communication 
and that persistent issue of how to define ab- 
normality in a culture not one's own. It is 
not unlikely that there is also a difficulty in 
that this field, like psychiatry, has not yet, in 
many instances, refined its hypotheses and 
its classifications to a point which makes 
numerical testing profitable. 

The use of trained, nonmedical interview- 
ers to evaluate the health of populations has 
been used in several morbidity studies, and, 
in a few, some indications of the psychiatric 
illnesses in the population have been gained. 
The American Commission on Chronic Dis- 
ease is presently conducting such a study on 
a carefully drawn sample of Baltimore's 
population, using a schedule that it is hoped 
will result in the reporting of psychiatric 
illnesses. Of the 13,000 persons in the total 
sample, 1,000 will be exhaustively examined 
individually by physicians who have psychi- 
atric consultation available. Furthermore, 
about 5,000 of the group will be subjected to 
a polyphasic screening examination (26). 

The polyphasic screening examination 
technique, which is enjoying a phase of popu- 
larity at this time, has aroused again the 
desire to find some standardized test brief 
and valid enough to use in these examina- 
tions. Despite an enormous amount of re- 
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no such instrument has as yet been found. 
Further study, particularly in such situations 
as the chronic disease survey in Baltimore, 
just mentioned, where the test data could be 
checked against an exhaustive medical and 
social history of a large sample of the total 
group tested, is essential to development in 
this area of research. 

I should like to suggest that psychiatric 
screening examinations are perhaps attempt- 
ing too much as the present time. They, gen- 
erally speaking, are designed for the practi- 
cal purpose of predicting who and how many 
of a population will break down with any 
mental deviation. It might be wiser to orient 
such researches medically rather than oppor- 
tunistically or “practically.” It might be 
much easier and more productive to devise 
a schedule that would identify particular ill- 
nesses, say schizophrenia of specific content, 
or depression, rather than attempting to 
cover the whole range of illnesses with a 
single short questionnaire. After all, the test 
for sugar in blood and urine tells nothing 
about the presence or absence of arterior- 
sclerosis. Should we expect a single, short 
tool to tell us who is psychiatrically sick with 
anything? It would appear more realistic to 
attempt to have as much respect for classifi- 
cation in our field as we have in medicine 
generally. Perhaps one of the rudest lessons 
the epidemiologist learns is that all questions 
cannot be answered at once, 

The greatest gains in the prevention of 
psychiatric illnesses have come through the 
attack on specific, classifiable reactions. It 
is my opinion that this approach should not 
be lightly abandoned in the face of no more 
than theoretically based allegations that psy- 
chiatric illnesses are all to be treated as reac- 
tions of varying severity scattered along 
some imaginary scale. This concept may be 
true; it might best be supported by the 
failure of attempts to separate illnesses 
epidemiologically. 

Some attempts have been made along these 
lines as already indicated and most result in 
differentiating rather than combining clas- 
sifications, The difference in distribution of 
the neuroses, schizophrenia, manic-depres- 
sive psychoses, and alcoholic psychoses are 
so marked that they leave no doubt as to the 
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specificity of these broad types of reaction or 
illness, Psychiatric theory cannot justifiably 
overlook these hard demographic facts, 

As was predicted, descriptive and interpre- 
tive epidemiology have been mixed in our 
discussion thus far. Studies describing what 
exists are almost always invitations to specu- 
late on why it exists, to test hypotheses 
against the data obtained. There have, how- 
ever, been studies which were designed pri- 
marily to test hypotheses formulated before 
the collection of data began. It is the tech- 
nique of statement of hypotheses and then 
designing the experiments to test them that 
is usually preferred at the present time in 
science generally. One of the earliest of such 
ventures in modern times was that of Faris 
and Dunham in testing the hypothesis that 
schizophrenia is concentrated geographically 
in deteriorated sections of cities. Of the re- 
action to the results of that survey Dr. Faris 
recently remarked, perhaps a little bitterly, 
“The first ten years the reaction was that 
we were dead wrong. Now after the second 
ten years we hear that our findings are obvi- 
ous, and that is something of a triumph" ( 27). 
Other studies of this general type have been 
made on military populations (28) and per- 
haps most completely in studies on delin- 
quent behavior (29). In my estimation one 
of the most exciting fields of this type of re 
search now proceeding is that concerning 
the results of various sorts of isolation on 
the human personality at various stages 
of development. Goldíarb(30), Spitz(31), 
Bender(32), and Bowlby(33) have made 
contributions at the lower ages. Hebb(34) 
and Rioch(35) are searching the problem 
in mature adults and Gruenberg, as already 
noted, as regards aging. In a sense, these 
researches represent the first genuinely epi- 
demiologic studies; they are testing hy- 
potheses, not merely interpreting descriptive 
data, and in many of these studies factors 
previously dealt with only in terms of con- 
geries of factors, under such rubrics as 5010- 
economic or occupational status, are 1 
separated out into definable entities each 0 
which can be evaluated for its own worth, 

In this connection I must also mention the 
work of my colleagues, Pasamanick, Roget 
and Lilienfeld, who are testing the hypothesis 
that the prenatal experience of a child in 


f obstetrical complications is corre- 
ith post-natal behavior. They have 
shown this correlation to exist posi- 
in the case of epilepsy, mental defi- 
and cerebral palsy (38, 36), and per- 
most remarkably, in behavior disorders 

children (37), particularly if con- 
and hyperactive behavior is the com- 


‘remains to be done, but I hope the 
g analysis of results to date may in- 
that progress has been made from, 
the mere collection of facts about hos- 
pulations to, second, the collection of 
bout where patients come from when 
come to hospitals, how long they stay 
particularly needy area—where they 
er hospitalization to, third, researches 
| identify hypotheses precisely as the 
for the design of the research intended 
ve the question. There is tremendous 
ment of definition yet to be accom- 
and it is clear that researches in the 
gy of the mental illnesses demand 
“conceptual as well as methodological 
„ If the newer knowledge on the 
of isolation and of obstetrical compli- 
is any indication, however, much may 
d from further pursuit of this type 
ation, 
point out the results of these two 
Studies in terms of practical pre- 
action? Let us take the obstetrical 
lation Studies first. For years, I, as a 
atrist, was dismally hopeless about any 
nüve program as regards mental defi- 
* Like many of you, I was taught that 
hopeless condition probably heredi- 
ermined and offering no more than 
sibility of slight improvement in social 
through training. The recent epi- 
logical studies indicate that control of 
cal complications would probably pre- 
icant proportion of mental defi- 
This research has defined where to 
‘Prevent this condition. It has, 
lore, indicated that there may well 
of brain injury in a goodly pro- 
School behavior problems and that 
Sts have, in all probability, been 


€ etiological factors. This find- 
S Significance in the design of edu- 
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cational procedures for dealing with such 
children, for a child who has organic think- 


ing difficulty must be taught—and treated 


psychotherapeutically—in a different way 
from children whose behavior disorder is ex- 
clusively psychological in origin. In attribut- 
ing these results to the few authors men- 
tioned I do not mean to overlook the earlier 
work of Gregg(38), Ingalls(39), Burke 
(48), and others that furnished the concep- 
tual basis that made later studies possible. 

The practical application of the findings 
of the isolation studies has been extremely 
widespread. Orphanages are unpopular now 
in many countries and foster home care for 
abandoned children is spreading throughout 
the world. Adoption practices have radically 
changed. Like the fission of the atom, this 
scientific finding has had its nefarious uses; 
isolation is, we are told, an integral part 
of “brain-washing” techniques. The official 
and voluntary efforts to maintain the sociali- 
zation of the elderly are to a large extent 
based on the finding, first grasped clini- 
cally and now epidemiologically supported, 
that isolated elderly people are more likely 
to become psychotic than are socialized old 
people. 

There is one type of epidemiological re- 
search which has not yet been included. This 
is the study of populations more or less sepa- 
rated and who do not mix with the people 
around them to any great extent. Strom- 
gren’s studies on Bornholm were of this type 
and to some extent Bremer’s Norwegian 
fishing village studies also fit this category 
as do the studies of the Hutterites. There 
are many other opportunities in the world 
for such studies to be done. But these are 
rapidly disappearing as transportation and 
communication are, hopefully, leading us 
into “one world.” The isolated islands of the 
Dalmation coast, Krk for example, are be- 
lieved by many Yugoslav clinicians to have 
high rates of schizophrenia. If this is true, 
an epidemiological study might reveal some- 
thing about the nature-nurture, the heredi- 
tary-environmental factors, in the etiology of 
this disease, which is more productive of 
morbidity than any other we know. Studies 
of special types of neurosis—the “Boletza” 
of the agricultural workers in South Eastern 
Yugoslavia occurs as an example—might 
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furnish data comparable to very different re- 
actions elsewhere that might prove epidemio- 
logically to be very similar, just as our “ner- 
vous” people in Baltimore are considered 
likely to be neurotic, and our “Saturday 
night suicidal attempts” are probably equiva- 
lent to more clearly hysterical reactions in 
some cultures. An international convocation 
such as this might well consider and recom- 
mend areas of the world in which such 
studies would be likely to be rewarding. 
Epidemiological methods in psychiatry 
have already contributed much to our under- 
standing. In all probability they will con- 
tinue to receive the stinging criticism of 
psychiatrists and others who believe that to 
compare even two cases is to violate the con- 
cept of the complete individuality of man and 
who contend that the most if not the only 
important researches in this field are inten- 
sive studies of individuals or at most, very 
small groups of individuals. We can agree 
with them to some extent; it appears to me 
to be true that most of the hypotheses to be 
tested by epidemiological methods originate 
in clinical studies. On the other hand, if we 
are to reach any justifiable generalizations 
in our field, we shall certainly be dependent 
upon some technique for testing hypotheses 
against a larger population than a single 
case. To be sure in the process some truths 
about individuals will be lost, but the gain 
in correcting the effect of prejudicial view- 
points that are impossible to evaluate when 
one investigator reports his own case cer- 
tainly offsets the inevitable loss to some ex- 
tent, and by complementing individual studies 
will give us a better grasp of the factors in 
human living that can be changed for the 
betterment of the mental health of all men. 
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CERTAIN ASPECTS OF “CONSCIOUS” PHENOMENA AND 
THEIR NEURAL CORRELATES: 


DAVID McK. RIOCH, M. D., Was Nero, D. C. 


When an observer states that a subject. 


(animal or human) is “conscious” he indi- 
cates an expectation of very probably being 
able to carry out a series of transactions with 
the subject which would be vanishingly im- 
probable were the subject “unconscious.” 
The abstraction “consciousness” may thus 
be operationally defined in terms of certain 
characteristics of the transactions—or pat- 
terns of interaction—to be expected between 
the observer and the subject. In a recent 
paper(1) a tentative classification of patterns 
of interaction between the organism and the 
environment was formulated, based on quali- 
tative differences in the characteristics of 
the functions mediated by certain parts of 
the central nervous system phylogenetically 
roughly defined. A further elaboration of 
part of this classification has seemed desira- 
ble and is presented here in outline form. 

Class I: Transactions in the optimal 
range, considerably more complex than aver- 
age and, indeed, relatively rarely seen.—This 
class includes the selection of temporally dis- 
tant goals to be attained and the selection of 
“attitudes” in attaining them, with relatively 
precise differentiation of subjective “feel- 
ings” of immediate personal “needs.” Such 
transactions are accompanied by (and prob- 
ably dependent on) a clearly referential, 
operational language, e., one which pro- 
vides clear signals for definite operations. 
There is selection out of the total situation 
of those factors that are relevant to attaining 
the selected goal, and rejection (or ignoring) 
of irrelevant factors. In other words, the 
input is screened for information. Anticipa- 
tory behavior occurs in preparation for any 
of several probable responses from the en- 
vironment during the course of the transac- 
tion. These activities involve scanning the 
situation from a number of points of view, 
organizing the sensory input into a number 
of gestalts and comparing these either with 
the cultural norms or with memories of the 

1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
7, 1954. 
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course of analogous gestalts previously ex- 
perienced. Time is necessary, and it seems 
that optimal nervous system functioning is 
impossible “on the spur of the moment" 
other than to initiate a predetermined plan. 
Tn this range of complexity of form of trans- 
action there is no question of the presence 
of "consciousness." All phylogenetic "levels" 
of the nervous system are involved, as well 
as their interconnecting systems. à 
Class II: Transactions in the normal, 
ie, more-or-less average, range of com- 
plexity.—This class of transactions differs 
from the preceding in that the goals to be 
attained and the attitudes to be adopted are 
predetermined, usually by cultural norms, 
sub-group mores, or by intimate-group rela- 
tionships, Subjective “feelings” of personal 
needs are confused with long-term “atti- 
tudes” to a greater or lesser extent. Lan- 
guage is conventional for the group. There 
is, however, selection of the course for ar- 
riving at the goal, together with the neces- 
sary scanning and screening of the sensory 
input. Anticipatory behavior occurs in prepa- 
ration for one or another of several probable 
responses of the environment. These trans- 
actions, as do those of class I, require that 
objects be differentiated, be simultaneously 
perceived as extended in time and space, and 
be conceived in their relation to poten 
movements of the organism. Further, these 
transactions require that time be differenti- 
ated into sequences of events with reference 
to the course of the transaction. As in 
class I, class II transactions require partici- 
pation of all phylogenetic "levels" of the 
central nervous system and their intercon- 
necting systems. There is no question as 
the presence of “consciousness” in the be- 
havior as a whole, but because of inade- 
quacies of conventional prescription of goals 
and of conventional language, as well as 11- 
accuracies in differentiation of long-term 
“attitudes” from immediate subjective feel- 
ings,” there has developed a concept of the 
unconscious.” The operations on the basis 
of which “the unconscious” is inferred als0 


1955] 


DAVID McK. RIOCH 


811 


include the necessary use of analogies, myths, 
folklore, early life experiences and other 
“models” to provide material from which 
subjective phenomena may be inferred by the 
hearer. 

Class III: Differential behavior, without 
selection of alternate patterns. Optimal per- 
formance depends on the capacity for differ- 
entiating 3-dimensional space into separate 
parts and objects and for differentiating time 
into a sequence of (connected) events. Such 
behavior at times occurs with little or no 
selection of data nor of anticipatory prepara- 
tions for more than one environmental re- 
sponse, Casual observers are likely to con- 
clude that “consciousness” is normal, or is 
disturbed, on the basis of the degree to which 
the behavior of the subject fortuitously fits 
or does not fit with the immediate needs of 
the observer. Language and/or gestural be- 
havior becomes “experiential” (in Sapir's 
sense) together with the lack of differentia- 
tion of long-term attitudes, subjective “feel- 
ings,” and concepts of objects in their rela- 
tion to anticipated potential action by the 
Organism. Transactions of class III may be 
Seen in panic states and also in patients with 
diffuse forebrain or small, bilateral midbrain 
lesions. Many of the remembered, subjec- 
tive phenomena of sleep fall into this class. 
It would seem that disturbance of the sys- 
tems (including the centrencephalic system) 
which Interconnect the neocortex with cer- 
tain diencephalic and mesencephalic struc- 
tures is responsible for the decrease in the 
complexity and adequacy of the transac- 
tions in this class as compared with classes I 
and II. 
viti IV: Transactions with one or an- 
11 5 aspect of the environment successively, 

not simultancously, in stereotyped, inte- 

1 055 patterns, but without differentiation 
ms of the organism, other aspects of 
T E mont or sequences im time.— 
ne E stability of the organism in 
anticipato, taie dat ae 
een in xl avior. Such transactions are 
extent 15 is carnivores and, to a less 
éxperim jen eys(2), which have survived 
cortex gem (surgical) removal of the neo- 
Croce 2o parts of the paleocortex. 
hen 5 ogous state may be seen in 

© question, though observations 


such as those of Nayrac and Patoir(3) on a 
virtually anencephalic, 2-year-old infant sug- 
gest such a possibility. Insofar as these 
transactions closely resemble the immediate 
course of some transactions frequently seen 
in anatomically intact animals, certain ob- 
servers have postulated “a crude sort of 
consciousness" in these situations. 

Class V: Transactions with characteristics 
similar to those of class IV, but with mark- 
edly decreased stability of the organism in 
space and essentially no inherent stability in 
time.—Observations on experimental prepa- 
rations surviving transection of the brain 
stem at various levels indicate that structures 
caudal to the diencephalon suffice to mediate 
a number of such transactions, but that with 
elimination of the midbrain little remains in 
the way of integrated patterns of behavior. 
The limited nature of the transactions of this 
and the succeeding class (VI) have resulted 
in their being regarded as “unconscious.” 

Class VI; Transactions of parts of the or- 
ganism with the environment, but without 
participation of the whole organism in an 
integrated pattern—Such transactions may 
be mediated by structures which Adolf 
Meyer designated as the “segmental system.” 

This classification has certain theoretical 
advantages for considering the wide variety 
of phenomena which have been investigated 
in experimental neurophysiology and com- 
parative psychology. For the purposes of 
psychiatry, however, the classification obvi- 
ously is of less value, as the great majority 
of “psychiatric” phenomena fall in the second 
class, with a few in the third. It does not 
seem useful at present to attempt a further 
subdivision. The rapidity with which 
changes in adequacy of performance may oc- 
cur and the versatility and apparent efficacy 
of culturally-learned control operations make 
it very difficult to differentiate minor shifts, 
particularly when the observer is a part of 
the interaction. In experimental work with 
subprimates, however, relatively abrupt 
changes in the degree of complexity of be- 
havior may at times be identified. Certain 
descriptive and anecdotal data are presented 
here to illustrate the principle. 

In normal cats, as they come into the labo- 
ratory, a moderate pressure applied to the tip 
of the tail—that is, a pressure which when 
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applied to the tip of one’s finger is only mod- 
erately uncomfortable—results in a wide 
variety of responses. Many cats “pay no at- 
tention” other than to “take a look” at the 
experimenter. One cat reached over and 
tapped me on the toe of my shoe. Some cats 
immediately attack with a clean swipe of one 
paw accurately directed at the experimen- 
ter’s hand. Other cats jump and struggle to 
get away, with considerable vocalization of 
different types. Certain very reactive ani- 
mals will become quiet and friendly within 
a fraction of a second after the pressure is 
reduced (much less time than the “after dis- 
charge” in decorticate cats, which may last 
for several seconds). Now, the behavior of 
these “normal” animals is commonly re- 
ferred to as indicating the “meaning of the 
situation” to the cat and to a certain extent 
may be correlated with evidence of the cat’s 
"previous experience"—that is, young pet 
cats are more likely to respond with behavior 
directed toward modifying the behavior of 
the experimenter, and old alley cats are more 
likely to respond with immediate vigorous at- 
tack accurately directed, 

With rare exceptions, if the pressure on 
the tail is maintained the behavior becomes 
more stereotyped, and from “calling atten- 
tion to discomfort" it shifts suddenly to di- 
rected attack, at first at the observer's hand 
and rapidly proceeding to attack at the point 
of impingement of the hand on the tail. Dur- 
ing this stage the body is braced but the 
attack is carried out with one paw or with 
the teeth, indicating differentiation of the re- 
lation of the offending object to the tail, to- 
gether with differentiation of part functions 
of the cat's body and integrated support by 
the rest of the organism. At this stage it is 
customary to speak of the cat as "being 
angry.” The behavior is less obscure as to 
its “meaning,” more direct, but at the same 
time less complex and more limited, espe- 
cially with regard to modifiability of goals 
to be attained and to effects of the behavior 
on more peripheral factors in the environ- 
ment. 

If the pressure is maintained and the tail 
not released, a further change in behavior 
occurs, again rather suddenly. The whole 
cat goes into action with spitting and growl- 
ing, turning, rolling, clawing, and biting. 
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This is not infrequently referred to as “rage,” 
The pattern is more stereotyped, less accu- 
rately directed, and with less differentiation 
of part functions of the cat. 

In these 3 stages we have increasing motor 
activity with decreasing differentiation of 
space and time, decreasing area ( temporal as 
well as spatial) of interaction, and decreas- 
ing modifiability with the course of the in- 
teraction. We thus move from a highly com- 
plex, symbolic type of behavior to the simpler 
“emotional” type which is only accidentally 
more effective. 

Now, if one similarly exerts pressure on 
the tail of a cat from which the neocortex 
and part of the limbic lobes have been re- 
moved, the response very closely resembles 
the response of the normal cat in the third 
stage of breakdown in complexity of be- 
havior. There is no attempt to escape, but 
the growling, biting, spitting, clawing, turn- 
ing toward the tail, etc. differ from the 
normal cat in “rage” only in so far as co- 
ordination, speed of action, and accuracy of 
localization are less well accomplished. This 
is the “pseudoaffective rage” pattern, In 
preparations described by Bard and Mount- 
castle(4) in which the neocortex was re- 
moved but the ventral portions of the limbic 
lobe were left intact, the “pseudo-affective 
rage" did not appear, but a similarly stereo- 
typed pattern of “meowing” and pulling 
away was evoked. Secondary removal of the 
ventral limbic areas, including the region 
of the amygdalae, was followed by typical 
“pseudo-affective rage” when the tail was 
pinched. j 

In a number of decorticate preparations 
it has been noted that maintaining the pres- 
sure on the tail results in a further change in 
pattern of response if continued for 2 or 3 
minutes. In the typical “pseudo-affective 
rage" there is no attempt to escape, the ant- 
mal turning toward, rather than away from 
the area stimulated, although there is a loc 
reaction of withdrawal of the tail itself (or 
of the foot or any other particular part of 5 
body stimulated). However, after a ay 
time the pattern changes to one of struggle 
escape,” the growling, biting clawing com 
tinuing, but the cat as a whole poling away 
from the impinging stimulus rather 
turning hem it. It may be noted that cat? 
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with the neocortex removed and with bi- 
lateral lesions including the superior colliculi 
and the adjacent dorsal tegmentum show the 
“struggle escape” pattern of behavior, but 
not the “pseudoaffective rage.” 

Another stereotyped response is seen on 
continuation of pressure on the tail. This 
consists of a sudden shift from the "struggle 
escape” pattern to one of limp collapse, ac- 
companied by panting. Certain decorticate 
cats which have experienced the sequence 
of breakdown patterns will show the third 
pattern as the initial response to pressure on 
the tail several days later. That is, the pat- 
tern of limp collapse and panting is not the 
result of exhaustion, but is one of the stereo- 
ma responses decorticate cats are capa- 

e of. 


In these observations it should be noted. 


that the successive stages in breakdown in 
complexity of behavior are related to the 
course of the interaction and not to increase 
of, or to new or different, sensory input. 
Further, the close resemblance of “pseudo- 
affective rage” with “rage” suggests that 
what is commonly called “emotional” be- 
havior in animals with intact forebrains is 
due to functional disorganization of fore- 
brain systems with resulting loss of the more 
complex functions, 

It is of some interest to speculate on the 
tole of the brainstem and limbic lobe mecha- 
nisms in the behavior of intact animals inter- 
acting with the environment under optimal 
conditions—that is, without the disorganiza- 
tion of “anxiety.” That these lower centers, 
which are sufficient for mediating a consider- 
able variety of so-called “emotional” patterns 
of behavior, are merely “inhibited” or “held 
mr by the neocortical and related 
ee mechanisms seems unlikely. Iso- 
ind removal of parts of the brain stem and 
tion m ed results in a number of distor- 
iei of behavior which have in common de- 

ys in the appropriateness of the total be- 
185 r to the situation — particularly with 

Du to attitude or psychological "set" 
iie urbes evidence recently has been 
Boa x localized lesions of the ventral 

ut Ming imbic lobe, including the amyg- 
edic Contiguous structures, result in a 

und decrease in the capacity of the ani- 
mal to "learn? avoi D j 5; à 
voidance reactions to painful 
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stimuli, although the capacity for “learning” 
problem-solving behavior for a reward re- 
mains unchanged (10). 

It would seem that behavior commonly 
referred to as “symbol formation" or “con- 
cept formation” requires the coordination of 
integrated “attitudes” with the discrimination 
of objects in space and sequences in time by 
a system that is smoothly modifiable both by 
changes in the in-put from the environment 
through the sense organs and by the course 
of the transaction. It is suggested that the 
substrata responsible for the integration of 
subthalamic and mesencephalic components 
with the cortical components may be repre- 
sented in large part by the centrencephalic 
system. The ascending components of this 
system from the reticular nuclei located me- 
sially in the midbrain and rostral hindbrain 
to the central and intralaminar nuclei of the 
thalamus and from there by internuncial 
neurons and the nonspecific projection fibers 
of other thalamic nuclei diffusely to the cor- 
tex have been studied by both anatomical and 
physiological methods. Descending systems 
from the cortex to subthalamic and midbrain 
centers have been known to exist for some 
time, and in the past few years electrophys- 
iological evidence for such direct connections 
has been supplied from a number of labora- 
tories. Anatomical, physiological, and clini- 
cal studies on the centrencephalic system re- 
cently have been reviewed in detail at the 
Laurentian Symposium, under the auspices 
of the C.LO.M.S. (11) and therefore will 
not be further described here. Research cur- 
rently in progress by Dr. Walle J. Nauta and 
Ist Lt. David G. Whitlock, MC, in the lab- 
oratories of the Army Medical Service Grad- 
uate School has employed a silver impreg- 
nation technique which differentially stains 
degenerating axones and their terminal end- 
ings. The preliminary data obtained (12) 
demonstrate that connections from particular 
cortical areas terminate in particular struc- 
tures in the subthalamus and midbrain. It 
is not possible to present details of these 
studies here, and the work has not progressed 
sufficiently to permit a general formulation 
of the principles underlying the organization 
of these descending systems. It is clear, 
however, that we are not dealing with a dif- 
fuse undifferentiated mechanism for some 


814 


sort of “general influence,” but, rather, with 
a system of numerous pathways distributed 
to definite zones in the brain stem. 

I do not wish to leave the impression that 
the brainstem-limbic systems are sufficient 
for mediating all forms of behavior to which 
the term “emotional” is commonly applied. 
Male coital behavior, and female rearing-of- 
young behavior, for example, are dependent 
on differential cortical functions(13). In- 
deed, all interorganismal transactions involv- 
ing complicated, collaborative interaction 
(those accompanied by “feelings” of affec- 
tion, consideration, respect, and so forth) 
are impossible without integration of the 
differentiating functions of the cortex with 
the integrative functions of the subcortical 
systems, 

The importance of the reciprocal connec- 
tions between the brain stem and the cortex 
is evidenced by data from the study of pa- 
tients with brain damage. The difference 
between the symptoms of loss of discrete 
functions resulting from discrete (cortical) 
lesions and the change in the symbolic level 
of function in general resulting from diffuse 
forebrain or localized, bilateral midbrain 
damage, is striking(14, 15). The extensive 
data collected by Weinstein and his collab- 
orators on these problems is of particular im- 
portance in that it demonstrates that the age 
and the premorbid personality of the brain- 
injured patient are important factors. This 
indicates that shift in the level of symbolic 
behavior is facilitated—but not adequately ac- 
counted for—by disruption of the systems of 
reciprocal connections between the neocorti- 
cal and subcortical structures. The distor- 
tions of symbolic, conceptual, and related 
behavior shown by the verbal or gestural out- 
put of certain of these patients suggest that 
there is an increased use of concrete words 
and gestures, that the words and gestures are 
more stereotyped, but that they refer in a 
condensed, poorly differentiated manner, to 
a variety of separate factors which include 
(1) environmental and anatomical factors, 
(2) personal attitudes, and (3) anticipation 
of favorable or unfavorable attitudes of en- 
vironmental personnel. Further condensa- 
tion is discernible at times, in that environ- 
mental factors and factors of the patient’s 
own anatomy may imply both the physical 
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objects involved and anticipation of inability 
to operate adequately with them; and en- 
vironmental personnel factors imply the 
threat of loss of control (anticipatory modifi- 
cation) of the interpersonal transactions and 
so complete loss of the feeling of “I,” “me,” 
as a socially significant unit. This latter is 
the threat of “being possessed” of the schizo- 
phrenic panic. 

In the foregoing the subjective phenomena 
referred to as “affects” and “feelings” have 
been mentioned but not defined. Although 
there are quite apparently several categories 
of sensations, feelings, affects, etc., they all 
have in common the characteristic of not 
being directly communicable, and investiga- 
tion of these phenomena is necessarily by 
inference and implication from observable 
behavior. It is necessary to bear in mind that 
the observer’s subjective impressions of 
"affect" in experimental preparations, and 
human verbalization evoked by current or 
remembered “affects,” are fantastically diffi- 
cult to interpret. This difficulty is in part 
due to the mixture of the different kinds of 
“feelings,” “sensations,” and “affects” which 
occur simultaneously and in rapid and con- 
fusing succession. In some instances the 
mixture of the subjective phenomena seems 
to summate and act synergistically ; in others, 
one will apparently occlude or inhibit an- 
other. For example, in certain patterns of 
"anxiety" transactions, “pain” may 
strongly intensified, but in "rage" transac- 
tions it may be completely unnoticed or it 
may be deferred until later. M 

The importance of “affects” and “feelings 
in everyday life apparently lies in the fad 
that in most situations there is not time to 
scan and analyze the various factors operat 
ing in the situation, let alone evaluate then 
future significance. Instead, the “affect” of 
“feeling” aroused is, with great economy 0 
time, compared with memories of similat 
affects and made the basis of anticipatory 
actions. In this sense “affects” may be E 
sidered as vague syntheses or undifferenti 
ated rationalizations of complex transa 
between the person and the environmen 
The change in “affects” which occurs Wi 
clearer differentiation of the factors in, a" 
the course of, transactions provides very 
strong evidence that “affects,” "feelings 
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“sensations,” etc., are results of anticipatory 
interaction. In human communications, how- 
ever, conventional names for culturally rec- 
ognized interpersonal transactions are not 
infrequently confused with “explanations 
for” or “causes of” actions. The latter mech- 
anism may well be analogous to the concreti- 
zation of a condensed symbol—which reaches 
socially disrupting proportions in schizo- 
phrenic states. 

The problem of defining subjective phe- 
nomena in psychiatry as a biological science 
is fundamentally different from the problem 
of dealing with them in psychiatry as a thera- 
peutic discipline. In the former, explicit 
operational formulations are desirable. That 
is, we wish to find out how to “speak clearly” 
about the phenomena, differentiate them into 
classes, and investigate their component parts 
on the basis of communicable operations. In 
therapy an integrative terminology is re- 
quired which comprehends the entire clinical 
Situation in its relationships to the particular 
aspect under consideration. That is, in ther- 
apy we need to find out how to “speak in 
such a manner as to assure the reliability of 
continuing communication with the patient.” 
It may be parenthetically noted that scientific 
Inquiry is possible only in situations in which 
the continuity of communication is assured, 
regardless of the disruption of established as- 
Sumptions by data from refined or new 
operations, 

If the assumption is made that subjective 
phenomena are related in some way to cen- 
tral nervous system activity, different char- 
acteristics of the latter might be used as the 
m ae tentative i classification of the 
o ^ pe cat an inclusive systematiza- 
LR A ue phenomena cannot be ac- 
it pushed on this basis at the present time, 

may be worth while to consider a few 


ses of affects, feelings, etc. which appear 


More obvious. 


ied L—A large group of sensations ac- 
si Pany coordinated activity in certain me- 
( cephalic, diencephalic, and telencephalic 
Bron) areas, ordinarily evoked by in- 
tip ae Peripheral receptor organs travel- 
d RM direct and indirect paths. This 
Son ee vision, audition, somatic sen- 
TA stc. Pain should probably be sep- 

aS a special sub-class, due to its pecu- 


liar capacity for disorganizing forebrain 
function, as pointed out by Hebb (16). 

Class II.— The feelings of “euphoria” and 
“dysphoria” are apparently related to ade- 
quacy of central nervous system functioning 
in the interaction of the organism with the 
environment, rather than to activity in any 
localized area. Adequacy of function may 
be defined as the accuracy with which en- 
vironmental responses are anticipated. It is 
a general property of servo-mechanisms that 
the more accurate the anticipatory action the 
more precisely effective the performance. 
Wiener (17) pointed out that the more com- 
plex the servo-mechanism the greater the 
chances that disturbance of function will lead 
to input of information into the interaction 
cycle which will increase the disturbance and 
lead to breakdown. It has been suggested 
previously(18) that phenomena of this class 
are the basis for Freud's concept of the “love 
and death instincts," Sullivan's concept of 
“security and anxiety,” and Goldstein's con- 
cept of the "catastrophic reaction." It is to 
be noted that Goldstein's "catastrophic re- 
action" includes the reorganization of in- 
teraction with the environment on a less 
complex level of central nervous system 
functioning. 

Two subclasses of “euphoria” should 
probably be distinguished: (1) euphoria 
which accompanies effective transactions, 
particularly of classes I and IT described 
earlier; (2) euphoria in transactions in 
which the subject and environmental person- 
nel conspire to deny problems other than 
those of the immediate, limited transactions, 
as seen, for example, in the syndrome of the 
bland denial of illness (15, 19). 

Two subclasses of “dysphoria” may also 
be differentiated: (1) threat of the onset of 
disorganization, which Goldstein called “fear” 
and Sullivan included in “anxiety.” It ap- 
pears as though such anticipation of break- 
down may become chronic and appear clini- 
cally as anxiety neurosis—a more or less 
stable form of interpersonal transactions; 
(2) dysphoria which accompanies change in 
level of organization of transactions, either 
from more to less or from less to more com- 
plex. This may show as the panic state in 
acute breaks, for example, or as the “anxiety” 
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which accompanies recovery from brain in- 
jury or drug intoxication(15). 

Class III. States of alertness and sleepi- 
ness are accompanied at times by subjective 
phenomena but are probably more important 
in the modifications they induce in subjective 
phenomena of other classes, A great deal of 
anatomical and physiological work has been 
done on the problems of alertness and sleep 
and it is well demonstrated that particular 
central nervous mechanisms play crucial 
roles, Further, it is clear that these mecha- 
nisms modify the mode of function of the 
whole brain. Adequate definitions, however, 
are still lacking. More work in this area is 
urgent, especially as it would be very useful 
to know whether low vs. high tendency to 
activity in general is related to this system 
and whether the mechanism operates in part 
through neuro-humoral agents, 

The psychology of alertness needs further 
study, particularly in our culture. The need 
for successful accomplishment is generally so 
emphasized that it would appear as though 
the subjective sense of being alert is not sat- 
isfactorily differentiated by most people from 
anxiety of the type of fear of onset of disor- 
ganization, 

Class IV.—Subjective phenomena which 
accompany particular patterns of interper- 
sonal transactions (such as love, anger, fond- 
hess, etc.) are frequently described as sensa- 
tions in various anatomical areas or else as 
anticipation of certain actions. With cultural 
formalization of the verbal expression this 
leads to a concrete, condensed symbol, widely 
used, but little understood. With further bio- 
logical study of interorganismal and inter- 
personal transactions, defined by the end- 
State or relationship to be arrived at, it will 
be possible to obtain greater clarification of 
the significance of the subjective phenomena 
and their verbal formulation. This is a field 
in which biologists, psychologists, and cul- 
tural anthropologists have made signal con- 
tributions and will continue to do so, In- 
deed, the relationship of communication to 
interpersonal transactions of different con- 
tent and different degrees of complexity may 
be regarded as one of the basic Sciences un- 
derlying clinical psychiatry, 

Another aspect of the subjective phe- 
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nomena accompanying interpersonal transac 
tions is the problem of those persons who 
have potential capacities for certain types of 
transactions but who, through deprivation in 
early experience, have very little actual cm 
pacity, or have capacity for these transac. 
tions in only a very undifferentiated form, 
later in life. It has been my impression that 
there is a “feeling” of lack co-existent with 
very elaborate systems for differentiating im- 
plied threats in interpersonal relations in- 
volving or impinging on the area of depri- 
vation. 

Additional classes of subjective phe- 
nomena certainly exist, such as “appetites” 
which lead to selection of diet. However, the 
4 groups listed here are probably those of 
major importance to investigations in the 
field of psychiatry at the present time. We 
must recognize, however, that until inde- 
pendent methods and operations are de- 
veloped and simultaneously applied, concepts 
derived from the implications of verbal re- 
ports of subjective phenomena will be sub- 
ject to all the artifacts inherent in participant 
observation of interpersonal processes, which 
are themselves largely culturally determined. 
There now seems little doubt but that an 
enthusiastic interrogator can evoke from a 
subject in a more or less isolated situation 
not only “feelings,” but also “memories” ap- 
Propriate to the attitudes of the interrogator 
at the time(20). 


SUMMARY 


A tentative classification of transactions of 
living organisms with the environment is 
presented. The classification is based on E 
complexity with which spatial and tempo 
factors are dealt with, particularly with n 
Spect to anticipatory behavior, by dif 
phylogenetic levels of the central men 
system. Subjective phenomena are discusse 
and it is proposed that 4 major classes i 
such phenomena be differentiated, us 
either to activities in certain areas of 
nervous system or to modes or partic i 
patterns of interaction with the environs 
It is noted that phenomena of all 4 1 ; 
may occur simultaneously and modify 
immediate subjective impression. 
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DENDRITIC CIRCUITS: THE PROPERTIES OF CORTICAL PATHS 
INVOLVING DENDRITES +? 


M. H. CLARE, M. A., ann GEORGE H. BISHOP, Pun. D. 
Sr. Louis, Mo. 


Recent results in a long-term neurophysio- 
logical study of the functioning and interre- 
lations of regions of the cerebral cortex of 
the cat are presented. Regions of the visual 
system, most intensively explored as repre- 
sentative cortical areas, are activated by 
electrical stimulation of the optic nerve, of 
the radiation, or of the cortex itself. In Fig. 
I, a cross section of the cat’s brain through 
the areas concerned, and the subdivisions 
interrelations of which are under enquiry 
are shown. 

Relations Between Cortical Areas —A in- 
dicates the primary optic projection area, 
directly activated by the optic radiation with 
a latency of 1.8 msec. following single 
shocks to the optic nerve, B is an association 
area activated secondarily from the optic 
area A. It shows a longer delay following 
stimuli to the nerve, and a brief delay follow- 
ing direct stimuli applied to the optic cortex, 
Both these areas respond to single stimuli 
to the optic nerve with a complicated series 
of processes (Fig. 2) consisting of brief 


1 Read at the 110th annual meeting of The Amer- 
ican Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 

? This work was supported in part by contract 
between the Office of Naval Research and Wash- 
ington University Medical School, and in part bya 
grant from the Supreme Council Thirty-third De- 
gree Scottish Rite, Northern Jurisdiction, U.S. A., 
1 the National Association for Mental 


Fic 1. Cross section of the Cat's cortex, dorsal 
region including optic and auditory projection areas 
A and C respectively, and association areas B and 
D, between them. Relations between these are de- 
scribed in the text. The lateral, middle suprasylvian 
and middle ectosylvian gyri are identified. 
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Fic. 2. Records from cat optic cortex follow- 
ing single electric shocks to the optic nerve. Re- 
sponses are recorded from leads at surface and in 
white matter. The upper record following a weak 
stimulus shows no negative wave following the 
positive spikes and wave. The lower record follow- 
ing a stronger shock shows a negative wave due to 
conduction of an impulse over apical dendrites to 
the cortical surface. 


spikes 1 msec. in duration, and slower waves 
of approximately 15 msec. duration. The 
brief spikes of this complex are electrically 
positive with respect to the cortical surface; 
the first slow wave is also positive, and is 
followed by a surface-negative phase, Re- 
sponses of C, the auditory projection ares, 
to stimuli of the auditory system are some- 
what similar to those of the optic cortex: 
Disa “secondary” association area, by which 
we mean simply that it fails to respond 
directly to stimulation of the optic area, but 
does respond to stimulation of the association 
area B, j 

The response of area D is significantly 
different from those described above an 
illustrated in Fig. 2. In the first place (Fig. 
3), it lacks the series of brief spikes. bx. 
ondly, it consists either of an initial surface 
positive slow wave followed by a negative, 
Or of a negative wave only, depending on 
where within the cortex the stimulus E 
applied. For reasons to be presented, hes 
forms of response are inferred to indice 
the activation of the apical Rm E 
cortical pyramidal cells (Fig. 4). In o 1 
respects the circuits involved are differen 
from those of the activation pathways 9 
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Fic. 3.—Dendritic potentials. Upward deflection 
denotes surface positivity. Upper record, direct 
shock to optic cortex surface, with recording lead 
on surface close to stimulus, the other in white mat- 
ter. Middle record, same except that stimulus is 
delivered below the surface giving a diphasic wave 
which indicates conduction upwards. Lower record, 
stimulus in motor area with leads from sensory 
area (surface to white). The surface negative wave 
indicates dendritic response near the surface of the 
cortex, to impulses conducted over axons from the 
stimulated point. Time between vertical ink lines 
is 15 msec. 


the projection areas, and these circuits will 
be referred to here as dendritic circuits. 

The essential distinction to be made be- 
tween these 2 types of circuits lies in the 
manner in which neurones are activated (Fig. 
4). In the projection paths the cortical 
response to the afferent radiation impulses 
Is initiated by brief spikes arising from cell 
bodies after a synapse time of less than 1 
msec. Activity initiated in the cell bodies 
Spreads along the axons as typical nerve 
ees A minimal number of impulses 
rom afferent endings on each cell causes 
cell-body and axon discharge, while with a 
greater number of afferent impulses activity 
o Spreads from the cell body to its 
moie. Along these it may be propagated 
ward the dendritic terminals in a direction 
ao to that which might be expected 
ids dendrite as a receptor of afferent im- 
es Under the influence of this prolonged 
i mitic wave, the cell body appears to 
“spond repetitively(8). 

€ more direct activation of apical 

Sines by way of axons ending 8515 on 
tion vm be distinguished from the excita- 
id cell bodies by the form of the electrical 
ids obtained. Records indicate that 

Tites in D are activated directly by axons 
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stimulated in B. If these axons end on 
dendrites near the cortical surface, only a 
negative wave is recorded; if they end deeper 
within the cortex the deep negativity induced 
in dendrites appears as a surface positivity 
which reverses to negativity as the dendritic 
impulse propagates upward (Fig. 3). 

This type of activation can be detected in 
various regions of cortex. For instance if 
area D is itself stimulated, areas A, B, and C 
all respond with activity initiated by slow 
processes. Area B activates area A similarly. 
Slow responses are also induced in the motor 
projection area from stimulation of certain 
regions of the sensory area, and vice versa. 
Other regions posterior to the auditory area 
show similar cortico-cortical connections 
activating dendrites. Chang(5) interprets 
such slow waves from stimulation of the 
corpus callosum or of the contralateral cortex 


PYRAMID CELL 
Fic. 4.—Drawing of a pyramidal cell from layer 
V of cortex. Its apical dendrites reach the surface, 
and its main axonal branch passes into white mat- 
ter. Recurrent axonal collaterals ramify upwards. 
An afferent axon ending on the cell body is pic- 
tured entering from the right. 
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as dendritic responses. While no categorical 
statement is called for at present, the pro- 
jection areas appear to be activated from 
their radiations chiefly by way of afferent 
endings on cell bodies, while from association 
areas the endings on dendrites are at least 
a common mode of activation. Dendritic 
circuits may predominate in the connections 
between one cortical area and another. 

The Physiological Properties of Dendrites. 
—The investigation of the electrical proper- 
ties of dendrites is a rather technical pro- 
cedure(2), many of the details of which must 
be omitted here. The point that needs 
emphasis is that the neurone is a complex 
structure and its different parts respond 
differently. The overall activity of the cortex 
involves not only the interactions of various 
groups of cortical neurones and areas of 
cortex, but also interactions of different parts 
of each neurone, The various parts of each 
neurone are further capable of being activated 
over separate circuits in different patterns 
of behavior, 

It has been more or less tacitly supposed 
that the properties of neurones in the central 
nervous system were similar to those found 
in peripheral nerve axons, and that central 
activity would be explicable in terms of the 
behavior of nerve-like impulses. The cortex 
on this basis would consist of a neurone net- 
work over which flowed complicated patterns 
of nerve impulses. The attitude has flowered 
in the cybernetic school of thought into a 
concept of the brain as comparable to a 
digital computer. The patterns of nerve 
impulses occupying brain cells should then 
be the physical correlates of psychological 
behavior. It has been recognized of course 
that this correlation is not adequate as an 
explanation of mental phenomena. 

The involvement of dendritic activity in 
central nervous system functioning compli- 
cates this picture. Recently the properties 
of the cell body and its processes have been 
more extensively investigated. A number 
of workers have stimulated motor nerves 
and recorded in the ventral horn the impulses 
passing antidromically into the cells from 
which those nerve fibers arose. The records 
indicate that a response assignable to 
dendrites is of much longer duration than 
that assignable to axons. Further, records 
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from cortex indicate the duration of impulses 
there as follows: in nerve axons, slightly less 
than r msec. ; in cell bodies, slightly more 
than I msec.; and in dendrites, 15 to 20 
msec. (8). The dendrite thus stands out as 
having activity of very considerably longer 
duration than that of other parts of the 
neurone, 

Further investigations of these structures 
indicate other significant differences between 
dendrites on the one hand and cell bodies 
and their axons on the other. The cortex 
Proves to be a favorable place for this study, 
for here the apical dendrites of pyramidal 
cells extend upwards (parallel to each other) 
toward the cortical surface. The total thick- 
ness of the cat cortex in the striate area is 
2mm. In the upper 0.3 mm. there are rela- 
tively few cell bodies, and there is a high 
concentration of dendrites. Single electric 
shocks applied to the cortical surface give rise 
to simple surface-negative waves (Fig. 3) of 
the 15 msec. duration characteristic of den- 
dritic activity elsewhere. When the stimu- 
lating electrode penetrates below the cortical 
surface, the record changes characteristically. 
First the negative wave moves later and is 
preceded by a growing surface-positive wave. 
Then as the stimulating electrode reaches 
the region of cell bodies, briefer spikes are 
superposed on the positive phase. As the 
electrode penetrates to the base of the cortex 
the record changes progressively and finally 
duplicates that of the cortical response to 
optic nerve stimulation ( 3). 

In these records the spikes arising in the 
layers containing many cells can on the basis 
of previous information be identified as the 
responses of cell bodies and of their outgoing 
axons. The 2 phases of the slow wave on 
the other hand are both assignable to den- 
drites, indicating conduction along them 
when they are stimulated below the surface. 
The records are directly comparable to those 
of peripheral nerves recorded diphasically, 
but with extremely slow conduction velocity. 
This propagation of the dendritic impulse 
upward in the cortex is so slow that he 
conduction distance of less than 2 mm. the 
surface of the cortex may remain positive 
for 5 to 10 msec. before the dendritic impulse 
arrives to reverse the potential. The raté 
indicated is a small fraction of a meter pef 
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second, probably slower than that in even 
the smallest of unmyelinated axons. 

Figure 2 illustrates the failure of a weak 
afferent stimulus to set up conduction in 
apical dendrites of the cortical pyramids, 
while a progressively stronger stimulus in- 
duces an increasingly large surface-negative 
wave, signalizing dendritic conduction away 
from the cell bodies. 

One would expect that dendrites should 
also conduct impulses toward the cell body 
when stimulated near their terminals, but 
experiments indicate that this does not occur. 
The testing procedure is to place 2 recording 
electrodes below the cortical surface, one 
deeper than the other. Following stimulation 
of dendrites at the surface, if conduction of 
impulses downward toward cell bodies oc- 
curred it should be signalized by a diphasia 
slow wave, recorded as negative when the 
more shallow electrode first becomes nega- 
tive, then positive as the impulses reach the 
deeper electrode. This is the reverse of the 
record produced when conduction is induced 
in the opposite direction, toward the cortical 
surface. Following surface stimulation, the 
shallower of 2 recording electrodes does be- 
come negative if close to the surface, but the 
deeper lead fails to show any activity. 
_Such evidence indicates that following 
Single shock stimuli, dendritic propagation 
toward the cell body fails under conditions 
when conduction in the opposite direction 
occurs readily, The same results are found 
in decerebrate cats without anaesthesia as in 
lightly anaesthetized animals, with section of 
the brainstem just above the pons leaving 
hà Cortex fully responsive to visual stimuli. 
1 8 indicated below, the same failure of con- 
po follows activation of a cortical area 
Y dendritic circuits instead of by direct 
electrical stimulation. 

In nerve fibers (particularly in the large 
185 “i certain invertebrates), the develop- 
Pre a local response following weak 

oe lation, without conduction of an all-or- 

E has been described. Conduction 

à 9h ux following stronger stimuli when 

2 irm process" becomes large enough 

Bite E the regions of the axon adjacent 

£7 ite of the local process; in other 

rds, the local process develops into an 
-Or-none i 7 OD 7 

€ impulse. This full-blown impulse 
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is normally more than adequate to activate 
the adjacent segment of the nerve fiber, and 
the excess of its energy over that just suffi- 
cient to produce conduction is termed its 
safety factor. Cathodal polarization and other 
agents may be used to depress nerve fibers, 
reducing this safety factor until conduction 
is slowed and finally fails (Bishop and 
Erlanger, 1926). The conduction is then 
decremental, as contrasted to all-or-none. In 
this respect the normal cortical dendrites act 
like depressed nerve fibers, lacking a safety 
factor adequate to insure all-or-none con- 
duction. They exhibit local responses or at 
most decremental conduction. 

Nevertheless, apical dendrites are capable 
of downward conduction under some condi- 
tions. When strychnine is applied to the 
optic cortex, its first effect is to cause in- 
creased dendritic responses to optic nerve 
stimulation, and its further action sets off 
spontaneous waves (strychnine spikes“) 
assignable to the activity of dendrites. Li 
and Jasper(7) recorded during strychnine 
waves repetitive short-duration spikes that 
presumably indicate the discharge of cell 
bodies and their axons, activated by the 
dendritic waves. Presumably in other par- 
oxysmal states also dendrites may conduct. 
Strychnine as an excitant may then act on 
dendrites in the reverse manner to that of 
cathodal polarization on axons; the former 
increases the energy of a structure which 
typically supports only a local process, to 
the level where propagation occurs. 

Finally, responses to 2 or more successive 
shocks show further peculiarities of dendrites. 
A second stimulus applied to a nerve fiber 
within the duration of the impulse aroused 
by the first finds the nerve refractory and 
no second response can be obtained. A second 
stimulus applied to cortical dendrites during 
the response to the first increases the total 
response, as if no absolutely refractory phase 
occurred. The response to the 2 stimuli may 
be as large as the sum of the responses to 
each stimulus alone. Repetitive stimulation 
maintains them in prolonged states of con- 
tinuous nonrepetitive response. 

Properties of Dendritic Circuits—In 
certain invertebrates and in some of our 
primitive vertebrate predecessors synaptic 
connections between axons and dendrites ap- 
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pear to be the prevalent mode of transmission 
through nerve networks. In such animals 
the cell bodies of neurones may be segregated 
to one region, while both their axons and 
their dendrites pass from this region into a 
layer of white matter, where the connections 
are made between them(6). This network 
of axons and dendrites is termed neuropil. 
Endings of axons on cell bodies are in this 
stage presumably lacking or at a minimum. 
In the still primitively organized olfactory 
system of the mammal, olfactory fibers end 
only on the dendrites of mitral cells, not on 
their cell bodies. We may infer that the 
extensive ramifications of dendrites serve as 
collecting systems whereby the impulses of 
many afferent fibers may be summed on the 
activity of any one cell or cell group. 

At some unknown period of development 
of nervous structures, more direct connec- 
tions have developed between the axons of 
one cell and the body of another, for quicker 
and more specific activation of effector 
mechanisms, If we can take as criteria the 
relative durations of cell-body and dendritic 
impulses and other properties of dendritic 
activity noted above, we may infer that these 
2 types of cell activation have quite different 
significance. It would appear that much of 
the physiology of reflexes and in fact of the 
central nervous system in general has dealt 
with those more specific paths whose synaptic 
junctions occurred on cell bodies (and prob- 
ably the immediately adjacent basal portions 
of dendrites). The short synapse time of 
less than 1 msec. (or somewhat longer for 
small-fiber pathways) is hardly consistent 
with the activation time of dendrites, or with 

the slow rising-time of the dendritic potential. 
When such a short synapse time is involved, 
transmission from axon to cell body is prob- 
ably indicated, 

The understanding of cortical circuits from 
this point of view depends on the interpreta- 
tion of the records of the electrical activity 
recorded from them, The necessary informa- 
tion includes precise values of synapse times, 
conduction rates, durations of the various 
components of the records (spikes and slow 
waves), and depths within the cortex of lead 
and stimulating electrodes, ete. At present 
the measurements adequate for the study 
of dendritic circuits can be made only under 
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arbitrarily simplified experimental conditions 
which are not altogether comparable to those 
of normal cortical behavior. A more compre- 
hensive picture of that normal behavior can 
be inferred only on the basis of simpler 
forms of activation, and present interpreta- 
tions are tentative and provisional. How- 
ever we can detect the existence of potentially 
available paths and the order in which their 
parts function, although the clearest informa- 
tion is that derived from the most limited 
and circumscribed activity, 

To distinguish clearly between cell-body 
and dendritic responses, it is necessary to 
determine which of these structures responds 
first in a given sequence. If a complex 
response from a point starts with cell-body 
spikes, we may infer that the fibers over 
which the impulses arrive from a distant 
stimulated point make their synaptic con- 
nections with cell bodies. If it starts with a 
slow wave, we may infer that synaptic 
connections with dendrites are involved. 

On the basis of these criteria, we can con- 
clude not only that certain paths from one 
region of cortex to another end practically 
exclusively on dendrites, but that they end 
within rather narrowly limited strata of the 
cortex. For instance in stimulating fibers 
at various depths in association cortex D 
(Fig. 1), activity is induced at different 
depths along the dendrites of visual pro- 
jection area 4. One can then infer that with 
appropriate patterns of activity in surround- 
ing cortex, the dendrites of a given area 
might be activated throughout their lengths, 
even if no conduction of impulses along 
them occurred. Though not demonstrable 50 
far, it is also quite possible that different 
pathways might activate different dendritic 
branches of the same cell, or might activate 
one type of cell and not another. : 

Sequence of Events im the Cortical M 
sponse.—The complexity of pattern © 
cortical response suggested by such findings 
and by the inferences that can be drawn from 
them are impressive. The simplest pattern 
may be indicated by the order of events 
the optic cortex following single electri i 
stimuli to the optic nerve. The afferen! 
radiation fibers carry impulses chiefly to the 
fourth layer of the cortex, from which the 
activity spreads to other layers. A sequence 
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of at least 3 prominent spikes indicates that 

groups of cell bodies have discharged 
successively(2). Recording at different 
depths within the cortex reveals that the 
cells involved as the sources of these main 
spikes are the pyramidal cells, and that the 
later groups to fire in the sequence are those 
which on the average lie shallower in the 
cortex. 

A more detailed analysis(4) indicates that 
a second.spike sequence (less prominent than 
the main sequence) is also present(Fig. 5). 
These small spikes alternate with the more 
prominent ones, and there are reasons for 
inferring that they record the activity of the 
short-axon cells of the cortex. The latter 
are characterized by the fact that they do not 
haye long apical dendrites like those of 
pyramidal cells, and their axons ramify about 
the bodies of nearby pyramidal cells within 
the same region of cortex. They may be 
inferred to transmit activity from one group 
of pyramidal cells to another group. 
; Applying these concepts to the interpreta- 
tion of the record of cortical response, the 
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Fic. 5.—Records from the cars opti 
TUM tic cortex fol- 
fering single electric shocks applied to the optic 
tivity 105 deflection indicates surface posi- 
cortical Sulzer record the typical form led from 
recorda Surface to white matter. Middle and lower 
N recording, but showing alternate 
the aff ow spikes, The first spike is the response of 
assignable dation. Subsequent large spikes are 
groups 4 to responses of successively activated 
those of P) ramidal cells, and smaller spikes are 
vertical 


short-axon n 
marks is 14 m osse Time between 


following sequence can be inferred (Fig. 6) : 
Afferent radiation fibers immediately activate 
the short-axon cells of the fourth layer of 
cortex, which in turn activate a first group 
of pyramidal cells lying at about the same 
level of cortex. These pyramidal cells fire 
their axons, the main branches of which leave 
that locus of the cortex by way of the sub- 
cortical white matter, and transmit activity 
to other regions of the central nervous 
system. Recurrent branches of these main 
axons ramifying within the cortex activate 
a second group of short-axon cells, These 
in turn activate a second group of pyramidal 
cells, This alternate firing continues until 
the sequence has run its course. The synaptic 
times between each pair of successive re- 
sponses are less than 1 msec., which indicates 
that transmission is from axon to cell body. 

If the activation is sufficiently strong, 
following each pyramidal cell response the 
dendrites of those cells are activated, and 
conduct their impulses toward the dendritic 
terminals. This activity accounts for the 
slow wave sequence of the visual cortex 
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Fic. 6 Diagram indicating possibilities of dif- 
ferent patterns of activation of neurones in the cor- 
tex. The afferent radiation axon entering at right 
activates the Golgi cell Gz, whose axon 4 in turn 
activates the pyramidal cell Pr at its cell body, and 
induces a brief spike response. A recurrent branch 
of the axon of Pz is shown activating G2, which in 
turn activates P2, etc., accounting for the alternate 
high and low spike sequences of Fig. 5. Circuits 
from other sources are capable of actiyating the 
dendrites of Pr and setting up slow wave responses. 
B is such a circuit ending along the apical dendrite, 
C ending at its terminals, and D ending on the 
basal dendrites. Presumably each cell in the corti- 
cal sequence might have connections as pictured, 
The net or summated effects on the cell’s discharge 
over its axon are discussed in the text. 
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record (Fig. 2). As noted previously, mini- 
mal stimulation may activate pyramidal cells 
without initiating a response in their apical 
dendrites, and it may be that in normal 
cortical behavior dendritic activation from 
the cell body is of minor consequence. How- 
ever direct activation of dendrites by paths 
other than the afferent radiation has to be 
taken into account, The record here analysed 
is that of the simplest activity, where the re- 
Sponse to optic radiation impulses predomi- 
nates, and other circuits are minimally 
involved. What can we infer to be the contri- 
bution from dendritic circuits to the pattern 
of activity of a given locus of cortex? 

The Effects of Dendritic Activity on the 
Cell Body.—The overt effects of any neurone 
on the surrounding nervous system are 
exerted only through the impulses discharged 
by the cell body into its axon, and distributed 
by axonal branches as nerve impulses. We 
may then consider the effects of 2 different 
modes of activation, via cell-body synapses 
and via dendritic synapses, on the pattern of 
axonal impulses discharged by the cell, 

It is generally agreed that a neurone re- 
quires more than one impulse delivered by 
one axon terminal to initiate a response, and 
the response when discharged is then all-or- 
none (that is, it is of constant energy). The 
requisite number of impulses might be de- 
livered by multiple branches of one axon, 
by branches of several axons ending on the 
same cell, or by successive impulses if de- 
livered within a brief enough interval to 
premit temporal summation. This set of 
conditions applies appropriately in instances 
of activation via cell body. 

But when adequately excited, the cell may 
Tespond once or repetitively without receiv- 
ing further 9 l a repetitive re- 
sponse is obtai ollowing a single voll 
Stimulus, the cell may pi Mot to eine 
after the first impulse because of the longer- 
lasting activity of its dendrites, That is, the 
cell body when adequately activated can 
excite its dendrites, which in turn can re- 
excite the e body. The total durations of the 
Sequences of repetitive cell Tesponses which 
have been recorded by various workers 
employing single stimuli would correspond 
to the 15 msec. duration of the dendritic 
impulse, One may picture the dendrite Te- 
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maining negative for this interval of time, 
while the cell body discharges and recovers, 
to be stimulated again by flow of current 
between the negatively depolarized dendrite 
and the recovered cell body. The dendrite 
during its activity then acts like a steady- 
current stimulus to the cell. Application of 
such a persisting electric stimulus to a pe- 
ripheral nerve fiber will cause it also to fire 
repetitively. 

If now only the neurone’s dendrites are 
activated, as in the circuits here studied, and 
if these dendrites do not conduct all-or-none 
impulses to the cell body, the latter will 
presumably not respond. In fact we have 
not been able to detect such responses. Still 
some effect should be exerted on the cell 
body by flow of current from excited dendrite 
to unexcited cell body. As more separate 
local processes are set up on more dendritic 
branches by activity in the various pathways 
that we find impinging only on dendrites, the 
effect on the cell body is summed, This 
would constitute an arrangement particularly 
suitable for collecting influences from various 
sources to be focussed on a given neurone. 
Moreover, the subthreshold effect of an im- 
pulse is to render the nervous structure more 
excitable to further impulses; it is not im- 
probable that if the dendrite is partially 
excited at a number of loci simultaneously, 
it might then become conducting and fire its 
cell body. Short of this the effect of partial 
or local excitation of dendrites must be to 
partially excite the cell and thus lower its 
threshold to impulses reaching it more di- 
rectly from axons ending on it. This increase 
of excitability of cells under the influence of 
dendritic activity can be experimentally 
detected, 

If, as present evidence indicates, the non- 
conducted activity of the dendrite does not 
have a true refractory phase, the persisting 
play of impulses on it should maintain it in 
an excited state for relatively long times. 
This also is borne out by experiment ; repeti- 
tive stimulation of dendrites either directly 
Or via intracortical axons prolongs their 
activity and maintains them in a persistently 
depolarized condition. The prolonged ac- 
tivity so resulting is adequate to account 
for such slowly oscillating potentials as the 
waves of the electroencephalogram. 
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The net result of such a situation must 
be to overcome some of the limitations of 
the all-or-none character of the nerve im- 
pulse. So far as known, all communication 
between neurones must be carried out by 
means of all-or-none impulses in nerve fibers 
connecting them. But in the cell's dendritic 
apparatus the condition may be more or less 
instead of all or none. The constant-value 
impulses sent out by a cell may be varied in 
number and frequency, and a given nerve 
fiber can thus express fine gradations in the 
state of its neurone by the temporal pattern 
of the impulses it discharges. 

As compared with a network of nerve cells 
and axons limited to all-or-none impulses, 
the continuously variable dendritic activity 
extends considerably the possibilities of 
complexity of function. Yet this type of den- 
dritic circuit is a most primitive form of 
hervous connection. It is interesting to find 
a fairly direct derivative of the old neuropil 
structure employed in the most highly 
evolved regions of the central nervous system, 
in those association areas of cortex which 
have become the apparatus of the most 
complex functioning. 


SuMMARY 


The interaction between areas of the cere- 
bral cortex of the cat have been studied by 
oe the electrical responses of one area 
ollowing stimulation of another area by 
sida and repetitive shocks. The cortex is 
C at different depths, and records 
cas en from one electrode at the cortical 
fcd e and another in white matter, or from 

ies leads, in the area responding. 

3 ons from the stimulated point of one 
ck may end in the second region by 
a ES s either on cell bodies or 
i ta endrites. The paths ending on the 
enl endrites of pyramidal cells are par- 
ularly dealt with here, The type of ending 
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can be recognized by the form of the activity 
set up in the neurones responding. 

If axonal endings on cell bodies are in- 
volved, the sequence of events starts with 
one or more brief spikes (1 msec. in dura- 
tion) characteristic of all-or-none activity in 
cell bodies and their axons. If the paths 
activated end on dendrites, a slower wave 
(15 msec. in duration) is the initial and may 
be the only response. 

Certain conclusions can be drawn from the 
experimental results. The properties of cell 
dendrities are different from those of cell 
bodies and their axons. The duration of re- 
sponse of dendrites is much longer; they 
have no true absolutely refractory period; 
they may support local activity at a stimu- 
lated region without propagation of impulses 
to their cell bodies, and then affect their cell 
bodies by altering the excitability of the 
latter to impulses reaching them directly. 
They can be maintained in persistent nega- 
tivity by repetitive stimulation. 

Of relations so far studied, the afferent 
projection areas are activated chiefly by 
means of axonal paths ending on cell bodies, 
while many of the interconnections from 
cortex to cortex are made by axonal paths 
ending on dendrites, 
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THE MAMMAL AND HIS ENVIRONMENT: 
D. O. HEBB, Px. D., MONTREAL, CANADA 


The original intention in this paper was 
to discuss the significance of neurophysio- 
logical theory for psychiatry and psy- 
chology, and to show, by citing the work 
done by some of my colleagues, that the 
attempt to get at the neural mechanisms of 
behavior can stimulate and clarify purely be- 
havioral—that is, psychiatric and psychologi- 
cal—thinking. The research to be described 
has, I think, a clear relevance to clinical 
problems; but its origin lay in efforts to 
learn how the functioning of individual neu- 
Tons and synapses relates to the functions of 
the whole brain, and to understand the physi- 
ological nature of learning, emotion, think- 
ing, or intelligence. 

In the end, however, my paper has simply 
become a review of the research referred to, 
dealing with the relation of the mammal to 
his environment. The question concerns the 
normal variability of the sensory environ- 
ment and this has been studied from two 
points of view, First, one may ask what the 
Significance of perceptual activity is during 
growth; for this purpose one can rear an 
animal with a considerable degree of restric- 
tion, and see what effects there are upon 
mental development, Secondly, in normal 
animals whose development is complete, one 
can remove a good deal of the supporting 
action of the normal environment, to dis- 
cover how far the animal continues to be 
dependent on it even after maturity. 


THE ROLE OF THE ENVIRONMENT DURING 
GROWTH 


The immediate background of our present 
research on the intelligence and personality 
of the dog is the work of Hymovitch(6) on 
the intelligence of rats. He reared laboratory 
rats in 2 ways: (1) ina psychologically re- 
stricted environment, a small cage, with food 
and water always at hand and plenty of op- 
portunity for exercise (in an activity wheel), 
but with no problems to solve, no need of 
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getting on with others, no pain; and (2) in 
a “free” environment, a large box with ob- 
stacles to pass, blind alleys to avoid, other 
rats to get on with, and thus ample opportu- 
nity for problem-solving and great need for 
learning during growth. Result: the rats 
brought up in a psychologically restricted 
(but biologically adequate) environment 
have a lasting inferiority in problem-solving. 
This does not mean, of course, that environ- 
ment is everything, heredity nothing: here 
heredity was held constant, which prevents 
it from affecting the results. When the re- 
verse experiment is done we find problem- 
solving varying with heredity instead. The 
same capacity for problem-solving is fully 
dependent on both variables for its develop- 
ment, 

To take this further, Thompson and others 
have been applying similar methods to dogs 
(9). The same intellectual effect of an im- 
poverished environment is found again, per- 
haps more marked in the higher species. But 
another kind of effect can be seen in dogs, 
which have clearly marked personalities. 
Personality—by which I mean complex indi- 
vidual differences of emotion and motiva- 
tion—is again strongly affected by the infant 
environment. These effects, however, are 
hard to analyze, and I cannot at present give 
any rounded picture of them. : 

First, observations during the rearing it- 
self are significant. A Scottish terrier 1 
reared in a small cage, in isolation from other 
Scotties and from the human staff. Our ani- 
mal man, William Ponman, is a dog lover 
and undertook the experiment with misgiv- 
ings, which quickly disappeared. In a cage 
30 by 30 inches, the dogs are “happy ?$ 
larks,” eat more than normally reared dogs; 
grow well, are physically vigorous: as Pon- 
man says, “I never saw such healthy dogs— 
they’re like bulls.” If you put a normally- 
reared dog into such a cage, shut off from 
everything, his misery is unmistakable, and 
we have not been able to bring ourselves to 
continue such experiments. Not so the dog 
that has known nothing else. Ponman 
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showed some of these at a dog show of na- 
tional standing, winning first-prize ribbons 
with them. 

Observations by Dr. Ronald Melzack on 
pain are extremely interesting. He reared 2 
dogs, after early weaning, in complete isola- 
tion, taking care that there was little oppor- 
tunity for experience of pain (unless the dog 
bit himself). At maturity, when the dogs 
were first taken out for study, they were 
extraordinarily excited, with random, rapid 
movement. As a result they got their tails 
or paws stepped on repeatedly—but paid no 
attention to an event that would elicit howls 
from a normally reared dog. After a few 
days, when their movements were calmer, 
they were tested with an object that gave 
electric shock, and paid little attention to it. 
Through 5 testing periods, the dog repeat- 
edly thrust his nose into a lighted match; and 
months later, did the same thing several 
times with a lighted cigar. 

A year and a half after coming out of re- 
striction they are still hyperactive. Clip- 
ping and trimming one of them is a 2-man 
job; if the normal dog does not stand still, a 
cuff on the ear will remind him of his duty ; 
but cuffing the experimental dog “has as 
much effect as if you patted him—except he 
Pays no attention to it.” It seems certain, 
especially in view of the related results re- 
aly by Nissen, Chow, and Semmes(7) 
E rese that the adult's perception 

pain is essentially a function of pain ex- 
E during growth—and that what we 
iura is not a single sensory quale but a 
its Plex mixture of a particular kind of syn- 
crei Past learning and emotional 


Ming bores the dogs reared in restric- 
stricted d an "open house,” we put 2 re- 
"oe ogs in one enclosure, 2 normal ones 
50 x and asked the public to tell us 
5 5 the normal. Without exception, 
ee ed out the 2 alert, lively, interested 

e cos t the lackadaisical pair lying in 
oe we Paying no attention to the visi- 
stricted: th ert pair, actually, were the re- 
a. e normal dogs had seen all they 
uu = of the crowd in the first 2 
me^ i» = went to sleep, thoroughly 
bene to he d,. 


Emotionally, the dogs are “immature,” but 
not in the human or clinical sense. They are 
little bothered by imaginative fears. Dogs 
suffer from irrational fears, like horses, por- 
poises, elephants, chimpanzees, and man ; but 
it appears that this is a product of intellectual 
development, characteristic of the brighter, 
not the duller animal. Our dogs in restric- 
tion are not smart enough to fear strange 
objects. Things that cause fear in normal 
dogs produce only a generalized, undirected 
excitement in the restricted. If both normal 
and restricted dogs are exposed to the same 
noninjurious but exciting stimulus repeat- 
edly, fear gradually develops in the re- 
stricted ; but the normals, at first afraid, have 
by this time gone on to show a playful ag- 
gression instead. On the street, the restricted 
dogs “lead well,” not bothered by what goes 
on around them, while those reared normally 
vary greatly in this respect. Analysis has a 
long way to go in these cases, but we can 
say now that dogs reared in isolation are not 
like ordinary dogs. They are both stupid 
and peculiar. 

Such results clearly support the clinical 
evidence, and the animal experiments of 
others(1), showing that early environment 
has a lasting effect on the form of adjustment 
at maturity. We do not have a great body 
of evidence yet, and before we generalize 
too much it will be particularly important 
to repeat these observations with animals 
of different heredity. But I have been very 
surprised, personally, by the lack of evidence 
of emotional instability, neurotic tendency, 
or the like, when the dogs are suddenly 
plunged into a normal world. There is, in fact, 
just the opposite effect. This suggests caution 
in interpreting data with human children, 
such as those of Spitz(8) or Bowlby(3). 
Perceptual restriction in infancy certainly 
produces a low level of intelligence, but it 
may not, by itself, produce emotional dis- 
order. The observed results seem to mean, 
not that the stimulus of another attentive 
organism (the mother) is necessary from 
the first but that it may become necessary 
only as psychological dependence on the 
mother develops. However, our limited data 
certainly cannot prove anything. for man, 
though they may suggest other interpreta- 
tions besides those that have been made. 
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THE ENVIRONMENT AT MATURITY 


Another approach to the relation between 
the mammal and his environment is possible: 
that is, one can take the normally reared 
mammal and cut him off at maturity from his 
usual contact with the world. It seems clear 
that thought and personality characteristics 
develop as a function of the environment, 
Once developed, are they independent of it? 
This experiment is too cruel to do with 
animals, but not with college students. The 
first stage of the work was done by Bexton, 
Heron, and Scott(2). It follows up some 
work by Mackworth on the effects of mo- 
notony, in which he found extraordinary 
lapses of attention. Heron and his co- 
workers set out to make the monotony more 
prolonged and more complete. 

The subject is paid to do nothing 24 hours 
a day. He lies on a comfortable bed in a 
small closed cubicle, is fed on request, goes 
to the toilet on request. Otherwise he does 
nothing. He wears frosted glass goggles 
that admit light but do not allow pattern 
vision. His ears are covered by a sponge- 
rubber pillow in which are embedded small 
Speakers by which he can be communicated 
with, and a microphone hangs near to enable 
him to answer, His hands are covered with 
gloves, and cardboard cuffs extend from 
the upper forearm beyond his fingertips, per- 
mitting free joint movement but with little 
tactual perception. 

The results are dramatic, During the stay 
in the cubicle, the experimental subject 
shows extensive loss, statistically significant, 
in solving simple problems. He complains 
subjectively that he cannot concentrate; his 
boredom is such that he looks forward 
eargerly to the next problem, but when it is 
Presented he finds himself unwilling to make 
the effort to solve it, 

In emergence from the cubicle the subject 
1s given the same kind of intelligence tests as 
before entering, and shows Significant loss, 
There is disturbance of motor control. Visual 
Perception is changed in a way difficult to de- 
Scribe; i j 
exceptionally vivid, but impaired in its rela- 
tion to other objects and the background— 
a disturbance perhaps of 
tion of perception. This condition may last 
up to I2 or 24 hours. 
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Subjects reported some remarkable hal- 
lucinatory activity, some which resembled the 
effects of mescal, or the results produced by 
Grey Walter with flickering light. These 
hallucinations were primarily visual, perhaps 
only because the experimenters were able 
to control visual perception most effectively; 
however, some auditory and somesthetic 
hallucinations have been observed as well, 

The nature of these phenomena is best 
conveyed by quoting one subject whd re- 
ported over the microphone that he had just 
been asleep and had a very vivid dream and 
although he was awake, the dream was 
continuing. The study of dreams has a long 
history, and is clearly important theoretically, 
but is hampered by the impossibility of know- 
ing how much the subject’s report is dis- 
torted by memory. In many ways the hallu- 
Cinatory activity of the present experiments 
is indistinguishable from what we know 
about dreams; if it is in essence the same 
process, but going on while the subject can 
describe it (not merely hot but still on the 
griddle), we have a new source of informa- 
tion, a means of direct attack, on the nature 
of the dream. 

In its early stages the activity as it occurs 
in the experiment is probably not dream- 
like, The course of development is fairly 
consistent. First, when the eyes are closed 
the visual field is light rather than dark. 
Next there are reports of dots of light, lines, 
or simple geometrical patterns, so vivid that 
they are described as being a new experience. 
Nearly all experimental subjects reported 
Such activity. (Many of course could not 
tolerate the experimental conditions very 
long, and left before the full course of de- 
velopment was seen.) The next stage is the 
Occurrence of repetitive patterns, like a e 
paper design, reported by three-quarters 4 
the subjects ; next, the appearance of isolate í 
Objects, without background, seen by hal 
the subjects; and finally, integrated scenes, 
involving action, usually containing dream- 
like distortions, and apparently with all the 
vividness of an animated cartoon, seen by 
about a quarter of the subjects. In general, 
these amused the subject, relieving his bore- 
dom, as he watched to see what the movie 
Program would produce next. The subjects 
reported that the scenes seemed to be out in 
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front of them. A few could, apparently, 
“look at" different parts of the scene in 
central vision, as one could with a movie; 
and up to a point could change its content 
by “trying.” It was not, however, well under 
control Usually, it would disappear if the 
subject were given an interesting task, but 
not when the subject described it, nor if he 
did physical exercises. Its persistence and 
vividness interfered with sleep for some sub- 
jects, and at this stage was-irritating. 

In their later stages the hallucinations 
were elaborated into everything from a peace- 
ful rural scene to naked women diving and 
swimming in a woodland pool to prehistoric 
animals plunging through tropical forests. 
One man saw a pair of spectacles, which 
were then joined by a dozen more, without 
wearers, fixed intently on him; faces some- 
times appeared behind the glasses, but with 
no eyes visible, The glasses sometimes moved 
in unison, as if marching in procession. 
Another man saw a field onto which a 
bathtub rolled: it moved slowly on rubber- 
tired wheels, with chrome hub caps. In it 
Was seated an old man wearing a battle 
helmet. Another subject was highly enter- 
tained at seeing a row of squirrels marching 
Single file across a snowy field, wearing 
1 md and carrying little bags over their 
js UR of the scenes were in 3 dimensions, 
ien): ^ (that. is, as if projected on a 
1 ; most interesting feature was that 
Dama th the images were persistently tilted 
jw: . and a few reports were 

1 75 scenes, completely upside 

Mire were a few reports of auditory 
i, nena—one subject heard the people 
în his hallucination talki 
D echo ing. There was also 
3 dota uc imagery, as when one saw 
e lone ae 1 5 and as he touched 
e e ock; or when another 
$a umature rocket ship maneuvering 
1 him, and dischargi Jl 
elt hi Meha rging pellets that he 
of these 1 5 rm. But the most interesting 
Bis da 38 815 the subject, apparently, 
were re 8 : escribe adequately. There 
Ot bodily oe oa feeling of “otherness,” 
mind was lik, geness. One said that his 
in th ike a ball of cottonwool floating 
e 


air above him. Two independently 


reported that they perceived a second body, 
or second person, in the cubiele. One subject 
reported that he could not tell which of the 
2 bodies was his own, and described the 2 
bodies as overlapping in space not like 
Siamese twins, but 2 complete bodies with an 
arm, shoulder, and side of each occupying the 
same space. 


THEORETICAL SIGNIFICANCE 


The theoretical interest of these results 
for us extends in 2 directions. On the one 
hand, they interlock with work using more 
physiological methods, of brain stimulation 
and recording, and especially much of the 
recent work on the relation of the brain stem 
to cortical “arousal.” Points of correspond- 
ence between behavioral theory and knowl- 
edge of neural function are increasing, and 
each new point of correspondence provides 
both a corrective for theory and a stimulation 
for further research. A theory of thought 
and of consciousness in physiologically in- 
telligible terms need no longer be completely 
fantastic. 

On the other hand, the psychological data 
cast new light on the relation of man to his 
environment, including his social environ- 
ment, and it is this that I should like to 
discuss a little further. To do so I must go 
back for a moment to some earlier experi- 
ments on chimpanzee emotion. They indicate 
that the higher mammal may be psychologi- 
cally at the mercy of his environment to a 
much greater degree than we have been 
accustomed to think. 

Studies in our laboratory of the role of 
the environment during infancy and a large 
body of work reviewed recently by Beach 
and Jaynes(1) make it clear that psycho- 
logical development is fully dependent on 
stimulation from the environment. Without 
it, intelligence does not develop normally, 
and the personality is grossly atypical. The 
experiment with college students shows that 
a short period—even a day or so—of de- 
privation of a normal sensory input produces 
personality changes and a clear loss of 
capacity to solve problems. Even at maturity, 
then, the organism is still essentially de- 
pendent on a normal sensory environment 
for the maintenance of its psychological 
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The following data show yet another way 
in which the organism appears psychologi- 
cally vulnerable. It has long been known that 
the chimpanzee may be frightened by repre- 
sentations of animals, such as a small toy 
donkey. An accidental observation of my 
own extended this to include representations 
of the chimpanzee himself, of man, and of 
parts of the chimpanzee or human body. 
A model of a chimpanzee head, in clay, 
produced terror in the colony of the Yerkes 
Laboratories, as did a lifelike representation 
of a human head, and a number of related 
Objects such as an actual chimpanzee head, 
preserved in formalin, or a colored repre- 
sentation of a human eye and eyebrow. A 
deeply anesthetized chimpanzee, “dead” as 
far as the others were concerned, aroused 
fear in some animals and vicious attacks by 
others(4). 

I shall not deal with this theoretically. 
What matters for our present purposes is 
the conclusion, rather well supported by the 
animal evidence, that the greater the de- 
velopment of intelligence the greater the 
vulnerability to emotional breakdown. The 
price of high intelligence is susceptibility to 
imaginative fears and unreasoning suspicion 
and other emotional weaknesses, The conclu- 
sion is not only supported by the animal data, 
but also agrees with the course of develop- 
ment in children, growing intelligence being 
accompanied by increased frequency and 
strength of emotional problems—up to the 
age of 5 years, 

Then, apparently, the trend is reversed. 
Adult man, more intelligent than chimpanzee 
or 5-year-old child, seems not more subject 
to emotional disturbances but less, Does this 
then disprove the conclusion? It seemed a 
pity to abandon a principle that made sense 
of so many data that had not made sense 
before, and the kind of theory I was working 
with—neurophysiologically oriented—also 
pointed in the same direction. The question 
then was, is it possible that something is 
concealing the adult human being’s emotional 
weaknesses ? 

From this point of view it became evident 
that the concealing agency is man’s culture, 
which acts as a Protective cocoon, There 
are many indications that our emotional 
stability depends more on our successful 
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avoidance of emotional provocation than on 
our essential characteristics: that urbanity 
depends on an urbane social and physical 
environment, Dr. Thompson and I( 5) re- 
viewed the evidence, and came to the con- 
clusion that the development of what is called 
“civilization” is the progressive elimination 
of sources of acute fear, disgust, and anger; 
and that civilized man may not be less, but 
more, susceptible to such disturbance because 
of his success in protecting himself from dis- 
turbing situations so much of the time. 
We may fool ourselves thoroughly in this 
matter. We are surprised that children are 
afraid of the dark, or afraid of being left 
alone, and congratulate ourselves on having 
got over such weakness. Ask anyone you 
know whether he is afraid of the dark, and 
he will either laugh at you or be insulted, 
This attitude is easy to maintain in a well- 
lighted, well-behaved suburb. But try being 
alone in complete darkness in the streets of 
a strange city, or alone at night in the deep 
woods, and see if you still feel the same way. 
We read incredulously of the taboo rules 
of primitive societies; we laugh at the super- 
stitious fear of the dead in primitive people. 
What is there about a dead body to produce 
disturbance? Sensible, educated people are 
not so affected. One can easily show that 
they are, however, and that we have de 
veloped an extraordinarily complete taboo 
system—not just moral prohibition, but full 
fledged ambivalent taboo—to deal with the 
dead body. I took a poll of an undergraduate 
class of 198 persons, including some nurses 
and veterans, to see how many had 
countered a dead body. Thirty-seven h 
never seen a dead body in any circumstances, 
and gr had seen one only after an undet- 
taker had prepared it for burial; malis 
total of 65% who had never seen a dead body 
in, so to speak, its natural state. It is quit? 
clear that for some reason we protect x 
against sight of, contact with, the dead body: 
Why? ; i 
Again, the effect of moral education, af 
training in the rules of courtesy, ani 
compulsion to dress, talk and act as others 
do, adds up to ensuring that the individu 
member of society will not act in a way the 
is a provocation to others—will not, that 19 
be a source of strong emotional disturbance 
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except in highly ritualized circumstances ap- 
proved by society. The social behavior of a 
group of civilized persons, then, makes up 
that protective cocoon which allows us to 
think of ourselves as being less emotional 
than the explosive 4-year-old or the equally 
explosive chimpanzee. 

The well-adjusted adult therefore is not 
intrinsically less subject to emotional dis- 
turbance: he is well-adjusted, relatively un- 
emotional, as long as he is in his cocoon. 
The problem of moral education, from this 
point of view, is not simply to produce a 
stable individual, but to produce an individ- 
ual that will (1) be stable in the existing 
social environment, and (2) contribute to 
its protective uniformity. We think of some 
persons as being emotionally dependent, 
others not; but it looks as though we are 
all completely dependent on the environment 


in a way and to a degree that we have not 
suspected. 
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CLINICAL STUDIES ON a- (2-PIPERIDYL) BENZHYDROL 
HYDROCHLORIDE, A NEW ANTIDEPRESSANT DRUG? 


HOWARD D. FABING, M. D., J. ROBERT HAWKINS, M. D., ann JAMES A. L. MOULTON, M.D, 
CINCINNATI, OH10 


"The purpose of this study was to determine 
the clinical usefulness of a new antidepressant 
drug, Meratran, ? in ambulatory patients and 
to select clinical indications for further study. 
This report summarizes our data on the first 
131 patients although more recent experience 
has included 320 cases. 


PHARMACOLOGIC STUDIES 


Selection of this compound for clinical trial 
was based on the experimental work of 
Brown and Werner(1). This compound has 
the following formula: 


CH 
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It differs from other known central stimu- 
lants in both chemical structure and pharma- 
cologic activity. The acute LD;, dose of 
the compound was found to be 30 1.6 
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? Meratran is a trade-mark of The Wm. S. Mer- 
rell Company for its brand of Pipradrol (a-(2- 
piperidyl) benzhydrol hydrochloride). Investiga- 


mg./Kg. when given intravenously at the 
rate of 20 mg. per minute in rats. In the 
same animals the acute LDio dose was 
180-22 mg. / Kg. orally. By the subcuta- 
neous route, also in rats, the LDso dose was 
2402-51 mg./Kg. In rabbits the intravenous 
acute LD; dose given at the rate of 20 mg. 
per minute was 15+1.8 mg./Kg. These 
LDs doses, weight for weight, are appar- 
ently lower than those for dl-amphetamine 
sulphate (see Table 1). 

Doses that are quite small in relation to the 
LD; dose induce prolonged periods of 
purposeful hyperactivity in experimental ani- 
mals. Hyperactivity increases as the dose 
is increased in rats. Dogs also experience 
increased activity on small doses but remain 
or tend to become friendly and to eat readily. 
Larger doses in both rats and dogs frequently 
cause forced circling movements. Convul- 
sions do not occur until the LDso dose of this 
compound is reached. After the period of 
hyperactivity or after convulsion no depres- 
sion of central activity is noted. In rabbits 
3 to one LDs, dose of this compound given 
intravenously arouses animals completely 
from light barbiturate depression and is cap- 
able of waking rabbits from deep barbiturate 
depression. The compound is not capable of 
acting as an antidote against lethal barbitu- 
rate depression in the rabbit. Doses of the 
compound which cause hyperactivity in the 
experimental animal have little or no effect 
on blood pressure, pulse rate, and respiration. 


Consideration of these findings indicated 
to us that the compound appeared to have 
central stimulating action without overt con- 


tional Supplies were generously Provided the 
Medical Research Department, The Wm. 8. Wer 
tell Company, Cincinnati, O. 


TABLE 1 
Comparative Acure LD. VALUES AND STANDARD Errors EsrtMATED BY THE METHOD or MILLER AND 
TAINTER (1944) 
Compound Rabbits Rats — 
Intravenous v Intravenons, 
(20 mg. /min.) Oral Subcutaneous (20 mg. / win. 
mg. / Kg. x / Kg. mg. / Kg. 
Meratran hydrochloride 15 * 1.8 . oe ^ a 30 2 76 
dl-amphetamine sulphate ees... 10 K 1.6 70 * 6.5 677 30 * 18 
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yulsant action in laboratory animals. There 
appeared to be a wide margin of safety be- 
tween the dose producing manifestations of 
central stimulation and the lethal dose. 
Furthermore, the increased activity in ex- 
perimental animals appeared well-organized 
with small doses, and not to be associated 
with irritability and hostility, since the ani- 
mals could be handled and petted and fed 
throughout the test period. Because of these 
attributes it was decided to conduct thera- 
peutic trials with this compound. 


SELECTION OF CASES 


Private patients with a variety of neuro- 
psychiatric conditions were treated with 
varying doses of Meratran orally, usually 
starting with 1.0 mg. or 2.5 mg. tablets 2 or 
3 times daily until a response was observed. 

The first patients tested were 2 middle- 
aged women who were suffering from nar- 
colepsy of long standing. It was found that 
these patients could tolerate this compound 
in doses from 20 to roo mg. daily without 
observable Side effects and with salutary 
clinical response. The observations on nar- 
coleptics will be summarized elsewhere. 

Reasoning by analogy that drugs of the 
amphetamine series, which are effective in 
the treatment of narcolepsy (2), are also of 
sian value in depressive states, pa- 

ents with this type of mood disorder were 
studied next, 

Impressive results were seen in 30 of the 
155 12 cases of reactive depression and in 
1100 27 cases of endogenous depression of 
We to moderate severity. Agitated depres- 
Ee did not respond favorably, and 

155 i cie worse in some instances 

ot the compound. Among the 
15 heartening observations in depressed 
sents Were that nocturnal sle and aj 
Ite were us n OD I 
en ually unaffected in therapeutically 
Cod doses and that cardiovascular 
m reactions did not occur. Blood 
" ren and pulse rate observations failed 
any trend toward increase in either 
d sicIogie functions, nor did the 
Of subjective sensations 
ts flushing, or pounding sensa- 
n un est or the head. 
reactive d n the response of patients with 
“Pression was sudden and dramatic. 
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The case of a 31-year-old stenographer is 
illustrative: 


This girl became engaged to a grocer some 15 
years her senior and realized a month later that the 
engagement was not a good match. She is a person 
given to intellectual pursuits, and enjoys reading, 
music, and other cultural activities. Her fiance's 
whole life was concerned with his storekeeping 
activities and not much else and he threw all the 
burden of decision-making on her. When she broke 
the engagement she had difficulty in facing friends, 
in meeting social situations and in making an ad- 
justment to the change. 

On consultation she complained of being forget- 
ful, apprehensive, restless, and bored. She spoke 
of occipital headaches, moderate sleep disturbance, 
a feeling of depression but not of suicidal degree, 
marked difficulty in concentration, and of diffuse 
anxiety symptoms such as cardiac palpitation, trem- 
ulous feelings in the abdomen, and a general feel- 
ing of muscular tension. 

After it was determined that the physical and 
neurological examinations were normal she was 
placed on Meratran, 2.5 mg. twice daily. 

This patient was an intelligent girl and a good 
objective reporter. When she left the office after 
her first visit she was discouraged at the thought 
that another doctor had given her another pill. She 
took the first tablet at 4: 00 p.m. that day and noted 
a salutary response after her evening meal She 
stated, "I felt like a completely different person. 
I no longer felt bored and restless, but my reaction 
was the reverse of that; I felt a surge of ambition." 
She slept well that night, better than she had been 
sleeping previously; on waking next morning she 
felt well. She happened to be on vacation at the 
time and had not been taking any interest in things 
around her home. On this day she reported that her 
activity and her interest picked up but that she had 
some palpitation and "nervous feeling" on her sec- 
ond day. This cleared up after 3 or 4 days. She 
remained on vacation for one week and returned to 
her office. She stated, “My self-confidence was 
completely restored. If someone mentioned my en- 
gagement, it was just one of those things. I had 
no qualms of conscience; I went back with a 
buoyant feeling. I would say my efficiency was bet- 
ter, more from the fact that I could concentrate and 
had more interest. Before that it was just routine, 
but now I had more interest, and naturally I turned 
out better work." Shortly thereafter she sought in- 
creased responsibility and she received an increase 
in salary. 

Medication was continued in this case from June 
30 to August r5, some 6 weeks. By that time she 
was completely adjusted to her broken engagement, 
her active depression had lifted, and the medication 
was dropped. She summarized her response as fol- 
lows: 

“Tf I had come to talk to you and if you had 
said, ‘You had better get hold of yourself: this is 
your problem and you will have to face it,’ I do 
not think it would have been of much benefit, be- 
cause another doctor had said, ‘you should just get 
out and forget. It is easy to say, but not easy to 
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do, and I do not think I could have done it without 
the medication, although I would have made the 
effort. As I told you, I could not concentrate, even 
to reading a book, and I do not think I could have 
done it without the medication. I was in such a 
state that I did not care what anyone would have 
said, it would not have helped. It took the medica- 
tion to do it.” 


Illustrative of the favorable response of a 
patient with endogenous depression is the 
following : 


A 64-year-old retired public official was seen in 
his fourth depression of psychotic proportions. He 
was suicidal and was urging his wife to enter into a 
suicide pact with him. He had been given electro- 
shock therapy by another physician for his previous 
attack and refused to undergo it again. Meratran was 
given in desperation. After the dosage was gradu- 
ated upward until a level of 25 mg. per day was 
reached, this man emerged from his psychotic de- 
pression and became well. One gets the impression 
that the medication certainly helped him over a 
serious phase of a depressive reaction. His previous 
attacks had always been of relatively short dura- 
tion, and there may have been a factor of natural 
remission in this case, but both the patient and his 
wife insisted that the turn came abruptly when a 
level of 15 mg. per day was reached and improved 
when it was carried higher. 

The patient became very dependent upon this 
medication and refused to withdraw it. After main- 
taining himself at 25 mg. per day for approximately 
6 weeks, while traveling to a meeting in another 
city he left his tablets in a motel along the way. 
He became panicky as he had to read a paper the 
next day. Despite this he was able to read his 
paper, was able to extemporize during a discussion 
period, and to think clearly. He was tense that 
evening, but attended a banquet and sat at the 
speakers’ table. He got through the evening with- 
out difficulty. On the following day he returned 
home and resumed his medication. Despite his re- 
luctance the drug was slowly withdrawn. He 
spent his vacation at the Grand Teton National 
Park and greatly enjoyed it. Some 6 months after 
medication was begun he had tapered off from its 
use entirely and has maintained good health for the 
ensuing 8 months, 

In Tetrospect, there is little doubt that this medi- 
cation had a salutary effect in his case and that if 
he had been willing to do so, he could have dropped 
his medication much sooner than he did. 


The compound has been employed in other 
types of neuropsychiatric illnesses with vary- 
ing results. The response in patients with 
ambulatory Schizophrenia was discouraging, 
and that in a small group with pseudoneu- 
Totic schizophrenia, little better, It was 
hoped that patients with neurasthenic re- 
actions would benefit by use of this drug, but 
such was not the case. Patients with pre- 
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senile dementia, presumably Alzheimer’s 
Disease, were in most cases not benefited, 
Neither the motor nor psychic manifestations 
were helped in 5 cases of Huntington's 
chorea. Patients with psychoses associated 
with cerebral arteriosclerosis were not helped 
if involvement was severe. Three upset para- 
noid patients were not improved. Seriously 
incapacitated obsessive-compulsive patients 
were made worse, if anything, by the medi- 
cation. 

Patients with anxiety reactions, in which 
there was no depressive element, often ex- 
perienced an increase of anxiety symptoms 
on this medication. However, if depressive 
features were present, the response was often 
good, and on a few occasions excellent, but 
we concluded that this medication was con- 
traindicated in the control of anxiety 
symptoms when they were present in pure 
culture. 

There is a small but significant group of 
epileptics who become depressed and tense 
when their seizures are controlled by anti- 
convulsant drugs. These patients are always 
a puzzle therapeutically. This drug, when 
added to anticonvulsants, has helped 4 pa- 
tients of this type in a gratifying way. There 
is another group of epileptics who become 
drowsy and dull when effective doses of 
hydantoin drugs are administered. Meratran, 
administered in small doses along with the 
hydantoins, will often circumvent this side 
reaction. - 

Preliminary observations suggest that this 
compound may open a new avenue for the 
treatment of certain tics, a group of con- 
ditions which provide a stubborn challenge 
for most therapists. We have been fascinated 
by our observations of an elderly lady who 
had a severe blepharospasm of 4 years’ dura- 
tion. 


Spasm of her orbicularis oculi muscle bilaterally 
was so severe that she was almost totally ber 
citated by her almost constantly closed eyes. She 
was covered with bruises caused by repeatedly 
bumping into doors and furniture in her home. are 
was a proud woman yearning for independence, bt 
because of her inability to keep house, she had re 
luctantly put herself in her daughter’s care, When 
her daily dose of this compound was raised 
mg. daily for one month she proudly entered 
office exhibiting a quilt she had sewed together 
She had not picked up a needle during the previous 
4 years. Although tic movements of her periocu 
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muscles are still discernible to a small degree, she 
is now making pin money by addressing envelopes 
for a mailing company in her home. Before the 
medication was used she was unable to write. 


Two other cases of blepharospasm and one 
of spasmodic torticollis have been under ob- 


. servation a short time and these patients also 


appear improved. The neurophysiologic im- 
plications of this therapy in tic cases are 
challenging, to say the least. Parenthetically, 
our observations do not indicate at this time 
Parkinsonian syndromes are affected favor- 
ably. 


DOSAGE 


It makes no difference whether the medi- 
cation is given before or after meals. A 
pleasant clinical observation is that we have 
encountered no case of anorexia in the entire 
Series of 320 cases ; appetite is unaffected, and 
often improved as depressive symptoms 
abate. Occasional patients complain that they 
are too alert at bedtime, and our usual advice 
in such cases has been to drop the evening 
dose. This has been necessary in only one 
each. of 37 reactive depressions and 34 psy- 
chotic depressions. 

On the usual dose, 2.5 mg. 3 times a day, 
anxiety symptoms developed in 3 cases 
among the reactive depressions, and in 5 


‘Cases among the 34 endogenous ones. This 


incidence of anxiety reactions is significantly 


high to suggest that in office practice an 
initial dose of 1.0 mg. t. i. d. should be tried 
za approximately one week, and that if no 
matic anxiety reaction occurs, and if the 
Soe results are not adequate at that 
a i j s dose may be advanced to 2.5 mg. 
ae urther alteration in dosage is depend- 
pm the response of the individual pa- 
Total 955 upon the skill of the physician. 
Meg Osage of 15, 20, and 25 mg. daily has 
i mployed on occasion in response to 
ed peutic demand. In no case has there 
kc any clinically observed alteration in 

4 e or blood pressure at these 
narcole e was pointed out earlier, one severe 
foo n e patient has taken ar average of 
i di ily for more than a year. Thorough 
9: cardiovascular responses, liver 

ave rema ts, blood counts, and urinalyses 
ained normal throughout that time. 


unction tec. 


General rules on dosage can be outlined 
graphically. The depressive reactions merge 
imperceptibly from one category to the next 
in relation to severity. This is portrayed 
best by the spectrum (Fig. 1). The mildly 
depressed should receive quite small doses 
whereas the seriously depressed may require 
many times more. Overdosage at any level 
may initiate uncomfortable tension symptoms. 
It is necessary to maintain dosage below 
this critical level in all cases. 

A case of overdosage deserves brief 
mention. 


A 21-year-old child weighing 25 pounds swallowed 
15 mg. of her grandfather's medication at about 
10:00 a.m. An hour later the grandparents noted 
that the child was excited and emitted a continuous 
stream of vocal expression and that she ran from 
room to room in frenzied activity. At lunchtime she 
ate voraciously and quickly. After lunch she re- 
sumed her hyperactivity and it was noted that she 
brushed her hands across her forehead alternately 
in a stereotyped way, as though brushing hair out 
of her eyes. At 6:00 p.m. she again ate greedily. 
She was put to bed at 7:00 p.m. and was asleep 
an hour later. She awakened at 5:00 a.m., still 
voluble vocally, but her motor hyperactivity was 
now confined to the brushing movements of the 
hands against her forehead. She ate breakfast hur- 
riedly, and it was then that the grandparents de- 
cided to bring her to the hospital. There it was 
noted that her blood pressure was 180/120 and the 
pulse was 160 plus. The child was frightened and 
crying, and it was thought that her emotional state 
might have occasioned her cardiovascular reaction. 
The stereotyped hand movements stopped when an 
object was placed in her hands, but resumed when 
it was removed. Sodium amytal, grains I, was 
given intramuscularly. She slept for 3 hours. Al- 
though somewhat tense, she was definitely quieter 
on waking, and was permitted to return home. The 
stereotypy returned from 7:00 to 9:00 p.m., when 
she fell asleep. On awaking the following morning 
she was full recovered. Her pulse and blood pres- 
sure returned to normal levels. 


DISCUSSION 


Clinical trial discloses that Meratran is an 
effective central stimulant. It is closest in 
its action to drugs of the amphetamine series. 
This conclusion is predicated upon the similar 
therapeutic action of these compounds in 
depressive reactions and narcolepsy. Marked 
differences are noted, however. Foremost 
is the failure of the newer medications to 
affect the appetite and cardiovascular re- 
sponses. Furthermore, insomnia almost never 
occurs when the compound is administered 
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in proper dosage. Anxiety symptoms occur, 
but with lesser frequency and less unpleasant- 
ness subjectively than with amphetamines. 
The management of patients at the office 
level is in our experience easier with this 
compound than with the amphetamines be- 
cause of these less troublesome side re- 
actions. 

Preliminary observations indicate that the 
range of usefulness of this compound in office 
psychiatry is roughly the same as that of 
the amphetamines, namely, the depressions 
of less severe type, when anxiety or agitation 
are not major symptoms. In other psychi- 
atric disorders it is not therapeutically ef- 
fective. We are also encouraged by indica- 
tions that it may be of therapeutic value in 
selected cases of tic movements as well as 
in narcolepsy, and as an adjunct in the 
management of selected cases of epilepsy. 


CONCLUSIONS 


I. The pharmacology of a new antide- 
pressant drug, Meratran, is reviewed briefly. 

2. Clinical trial in 320 cases disclosed that 
the therapeutic indications of this compound 
are roughly similar to those of the 
amphetamines. 1 

3. Reactive depressions responded effec- 
tively in 90% of our relatively small series. 

4. Endogenous depressions responded 
favorably in 65% of our cases. 

5. The drug has proved valuable in office 
practice because the appetite loss and the 
cardiovascular pressor reactions sometimes 
Observed after the administration of the 
amphetamines are not encountered. In addi- 
tion, the drug seldom interferes with noc- 
turnal sleep, and when it produces anxiety 
side reactions these are less severe and less 
disturbing subjectively than those encoun- 
tered with the amphetamines, 

_ 6. When anxiety or agitation comprise a 
sizable proportion of the clinical picture the 
drug should be used with caution. 

7. Preliminary observations indicate that 
the drug may have therapeutic usefulness, in 
addition to the depressive States, in some 
of the tics, in narcolepsy, and as an adjunct 
in the management of certain epileptics. 

8. Effective dosage Tanges (except in 
eae vary between 3.0 and 25.0 mg. 

ily, 
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9. Wider clinical trial of this compound 
appears justified. 
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DISCUSSION 


Paul. H. Hoch, M. D., (New York City). Up 
to the present we have used the drug, MRE-108 
(DOL) on 2r schizophrenic patients with different 
symptomatologies. Several of them showed depres- 
sion. It was also used in 5 cases of depression of 
which 3 were manic-depressive depressed and 2 in- 
volutional depressions. There were no reactive de- 
Pressions in our series. The DOL was used orally 
on these patients in doses of from 1 to 25 mgm. 
per day. Doses above 24 mgm. per day were given 
in divided amounts, b.id. and t. i. d. Placebos in- 
distinguishable from the drug were alternated with 
DOL in periods varying from one day to 2 weeks, 
In the schizophrenic patients there were no sig- 
nificant objective differences in effects between drug 
and placebo with doses below 10 mgm. In some pa- 
tients there was some increase in tension and motor 
activity, but it was small and therefore difficult to 
evaluate. In doses of 10 mgm. and above per day à 
marked change was noted between the drug and 
the placebo. All patients frequently mentioned rest- 
lessness, insomnia, and tension. All but one com- 
plained of poor appetite. There was objective in- 
crease in motor activity, tension, and affective 
lability in all but 2 patients. All patients receiv- 
ing the higher doses complained of diffuse tension 
and discomfort. None felt improved. Many felt 
more anxious, confused, and complained of an 
increase in yarious symptoms, especially rumina- 
tion, depressive and aggressive manifestations. TI 
effects of the higher doses of DOL seemed to 115 
one day after the drug was discontinued. n 
One patient the medication was discontinued after 
3 days because of his extreme anxiety reaction: 
There were no other sequaelae. We were im, 
pressed by the amphetamine-like side effects 9 
the drug such as anorexia, insomnia, ditut 
crease of tension, and restlessness, but with fit d 
Or no euphorizing effect in these schizophrem 
patients. Two of the depressed patients show? 
a temporary improvement with the drug for al sd 
a week. After this, however, the mental status Nj 
turned to the same level. In the other depress i 
patients there was no change in their mental ti d. 
dition. All these patients received 2} mgm. daily 
When this dose was increased to 15 mgm. ifest 
the same amphetamine-like effects became m 
as described in the schizophrenic patients, but 15 55 
out producing any improvement in the ment: 
dition. j MS. 

We feel that the drug needs further investiga tit 
especially before claims can be substantiated 135 it 
is very effective in depressed patients and tha 
has no amphetamine-like action. 
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THE EFFECT OF MERATRAN ON TWENTY-FIVE 
INSTITUTIONALIZED MENTAL PATIENTS: 


J. W. SCHUT, M. D., anv H. E. HIMWICH, M. D., GALESBURG, ILL. 


Meratran? is a new drug with potential- 
ities for use in the fields of psychiatry, and 
internal medicine. Brown and Werner (1) 
examined its pharmacological properties in 
animals and concluded that it was a stimulant 
of the central nervous system, They stated 
also that its effect was not limited to the 
cerebral cortex, but that it acted upon sub- 
cortical mechanisms as well. Rinaldi and 
Himwich(2) found that Meratran stimulates 
the subcortical area which is the source of 
the alerting, arousal, or awakening reaction, 
This effect will be elaborated below. Though 
Meratran is a stimulant and therefore re- 
sembles amphetamine in some of its ac- 
tion(3), it does not belong to the group of 
— 
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sympathomimetic drugs, for it does not 
characteristically evoke the overactivity of 
the sympathetic nervous system characterized 
by dilated pupils, sweating, fast heart rate, 
and increased blood pressure. Meratran has 
also been used in a large number of patients 
with various psychiatric and neurologic diag- 
noses by Fabing, Hawkins and Moulton(4), 
and they found it was particularly useful in 
depressions, whether of endogenous or re- 
active origin. It appeared from these data 
that Meratran merited a further trial in 
certain psychiatric disorders characterized by 
depression and inactivity. 

Twenty-five patients with varying psy- 
chiatric diagnoses, all having chronic courses 
were selected from the hospital population, 
because they exhibited depressive features, 
regression, or were feeding problems (see 
Table 1 for diagnoses). Prior to the ad- 
ministration of Meratran each patient had 


TABLE 1 


DrAcNosss oF PATIENT SAMPLE 


Ne 
VA Age Sex Comitment Date 
I y F 9-24-21 
Lh 2 F 6-16-49 
SE 5 1 4 5 
M.D. 3-21-51 
id j 63 F 10-23-49 
H. F. N 52 F 1-5-27 
TH i 63 F 10-23-50 
Ln 50 F 5-10-47 
rs „5 
T. m 13-1 
xa E os 1 1-2-46 
B. e 6-21-28 
E. B. 38 F 6-16-49 
b B. B 85 1 10-18-47 
83 ` 6-21-17 
TD. ++ 50 M 6-18-36 
RL, ++ 72 M 110-24 
9 y jS = x 3-25-37 
. - 2-1-51 
a 
LR, . 5-7-48 
As. + 60 M 2-3-16 
M. S. . 58 F 1-15-50 
M. ++ 65 
* F 6-24-31 
Na ++ 67 M 10-7-48 
SSMO 51 F 5-16-28 


Diagnosis 
Schizophrenia, hebephrenic type 
Involutional psychosis with paranoid trends 
Psychoneurosis, mixed type 
Senile psychosis with simple deterioration 
Involutional melancholia 
Schizophrenia, hebephrenic type 
Schizophrenia, paranoid type 
Schizophrenia, paranoid type 
Psychosis with cerebral arteriosclerosis 
Schizophrenia, hebephrenic type 
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TABLE 2 


PLAN oF EXPERIMENT AND DURATION OF ADMINIS- 
TRATION OF PLACEBO (P) or THE MeRATRAN (M) 


(Meratran, in one dose of 2.5 mg, was given daily 
during the first and second 6-week period. 
Placebo was administered to all patients dur- 
ing the third period. The dose of Meratran was 
increased to 5 mg daily in 2 divided doses, dur- 
ing the fourth and fifth periods.) 


Ex 


Group I Group II 
ER M 
M P 
P P 
M P 
P M 


a physical, psychiatric, and neurologic ex- 
amination, Several of the patients had or- 
ganic brain disease as a basis for their psy- 
chosis as indicated by the association of 
positive neurologic findings. The duration 
of the observations was 7 months and in- 
cluded four 6-week periods and one 3-week 
placebo period (see Table 2). These patients 
were divided into 2 arbitrary groups. While 
one group was taking Meratran the other 
received placebo, except for the third 3-week 
period when all patients were on placebo. 
This was a “double-blind” study, neither the 
patients nor the investigators were aware 
of the group receiving the actual medication 
until the completion of the study. 

The clinical evaluations comprised not only 
abnormal behavior such as the effects of 
Meratran on delusions and anxiety, but also 
sleeping, eating, tidiness, activity, and other 
aspects of adjustment, both to ward and 
hospital activities. We were particularly con- 
cerned in ascertaining whether the patients 
became greater or lesser problems to the 
attendants. As an aid in assessing any 
changes a standardized set of questions was 
devised. When the daily rounds were made 
the patients were asked these questions which 
included their reactions to the hospital and 
to the routine of the ward. The attendants 
were also questioned in regard to the pa- 
tients’ behavior, their adjustment to care 
and ward management, and whether they 
became more or less disturbed. At the end 
of each 3-week period the remarks of the 
attendants were transcribed and formed part 
of the basis for the clinical evaluation of the 
drug. We recorded our impressions of each 
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patient after compilation of data: whether 
unchanged, improved, or made worse. 

The influence of Meratran on the cardio- 
vascular system was assessed in several ways, 
Besides preliminary observations of blood 
pressure and heart rate, 15 additional deter- 
minations of these functions were performed 
on each patient during the 7-month period of 
observation. Record of the time of day and 
its relationship to the time of administration 
of the drug was kept in most instances. 
Weekly weight records were obtained. 


RESULTS 


It is realized that the various effects of 
the treatment are not necessarily independent 
of each other, nevertheless for clarity of 
description the different effects will be pre- 
sented separately. These included changes 
in activity, communication, mood, interest, 
hospital adaptation, delusions, anxiety, sleep, 
heart rate, blood pressure, eating, and 
appetite. 

Activity—An increase of activity was 
noted in 14 of 25 patients. Whether ab- 
normal or normal this heightened activity was 
consistent. Activity was exhibited as useful 
work on the ward, increased participation in 
O.T. and R.T. On the other hand, such ab- 
normal manifestations as pacing were ac- 
centuated. 

Commwunication.—In 3 of the patients who 
were most blocked, salutary results were ob- 
served. Two patients with schizophrenia, 
who were particularly noncommunicative 
were dramatically benefited on the larger 
dose of Meratran. In the other patient, who 
had been blocked for many years, this feature 
disappeared entirely, but at the same time 
delusions were activated. In general, it may 
be said that patients became more talkative 
on Meratran. 3 

Mood.—Here again the global action of 
Meratran to intensify the type of behavior 
present was observed. Two patients with 
manic features were further stimulated while 
13 patients with depressive features were 
relieved of this symptom to greater or lesser 
degrees. When there was a proper channel 
for the activity evoked by Meratran, any 
anxiety and nervousness became less obvious. 

Interest —Fifteen patients on Meratran 
were happier and their field of interest 
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widened, Such improvement appeared es- 
pecially in depressed patients; it was also 
an encouraging sign in schizophrenics with- 
out delusions and with restriction of interest. 
Those regressed patients who showed im- 
provement were more interested in them- 
selves, in other individuals as well as in 
outside activities. ( 

Hospital Adaptation.—The regressed pa- 
tients presented less of a problem in ward ad- 
justment. Our schizophrenic patients with 
long hospital histories and severe deteriora- 
tion are included in this group. They tended 
to cooperate more in purposeful ward ac- 
tivities. Dressing habits, tidiness, and gen- 
eral appearance improved. Many of the 
improvements observed on the ward may be 
regarded as secondary to the increase of 
interest. Similarly the changes to the worse 
in hospital adaptations were secondary to 
activation of delusions and/or anxiety. 

Delusions.—In general, it may be said that 
patients with delusions experienced activa- 
tion while on Meratran. This applies to 6 
of our patients; one of whom with paranoid 
delusions became hostile and combative. As 
a rule the activation of the delusions disap- 
peared abruptly when the medicine was 
discontinued, 

Anæiety. In 6 patients exhibiting anxiety 
Meratran increased the severity of their 
Symptoms. This intensification was noted 
especially in those patients in whom this 
abnormal activity was present originally ; in 
2 7 instances Meratran served to stimulate 
it. 

Appetite—The effect of Meratran on 
appetite was not important and in most 
cases was secondary to changes in behavior. 

hen improvement was extended to appetite 
the food intake was usually increased, but 
when delusions were activated appetite was 
poor. However, patients on Meratran might 
lose 2 or 3 pounds during the first few days 
of the treatment before their weight became 
Stabilized. 

Sleep.—Sleep was not altered except in 2 
Patients with heightened abnormal activity 
and activation of delusions resulting in in- 
Somnia. In general, however, except for this 
complication, the effects on sleep were not 
Significant, When the medication was given 
in 2 doses, the second followed the noon- 


J. W. SCHUT AND H. E. HIMWICH 


839 


time lunch period which might have pre- 
vented it from interfering with sleep. 
Heart Rate. In one case the medication 
was discontinued because of tachycardia. 
Small doses of phenobarbital would bring 
the elevated heart rate back to normal in a 


short time. 


DISCUSSION 


Prior to the controlled, “double-blind” 
study, 12 depressed patients, most of whom 
present various problems in ward adjust- 
ment, were selected for securing preliminary 
data. The impressions derived from this 
pilot study were encouraging. It was seen 
from early observations that the depressed 
patients became less so and were more active ; 
other patients became less regressed and ex- 
hibited improved ward adjustment. For that 
reason a new investigation was set up with 
25 chronic psychotic institutionalized patients 
with different diagnoses. These patients 
were chosen because of depressive or re- 
gressive symptoms. 

It may be said in general that these earlier 
pilot impressions were confirmed and also 
extended. In regard to patients with de- 
pressive features it was observed that activity 
was increased and mood elevated. In our 
group of 25 patients, there were 7 with the 
diagnosis of hebephrenic schizophrenia who 
improved. All of these had a restriction of 
interest and were inactive. It is therefore 
logical to state that if this psychosis is as- 
sociated with depressive features the patient 
may benefit by the use of Meratran. One 
of our patients who improved more than 
any other had a diagnosis of involutional 
psychosis. This same increased activity, how- 
ever, when applied to patients with delusions 
and anxiety worsened their clinical situation. 
Certain types of schizophrenia did not im- 
prove, especially the paranoid and the hebe- 
phrenic types associated with delusional 
systems. Three disturbed patients with a 
diagnosis of cerebral arteriosclerosis also 
failed to improve. Thus the indications and 
the contraindications are clear cut. Retarded 
and depressed patients without delusions or 
anxiety are 2 groups that may derive benefit 
from this drug. Another practical result is 
better ward adjustment in the most deterio- 
rated patients so that they became less of a 
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problem in regard to ward care. This applies 
especially to the long hospitalized schizo- 
phrenics who revealed an improvement in 
cooperatiyeness. 

The effects on sleep were unimportant 
except in the patients whose condition was 
aggravated by the drug and who exhibited 
insomnia, On appetite, too, the changes may 
be regarded as secondary rather than primary 
as appetite changed with the condition of the 
patient. On the other hand, the small loss 
of weight which was frequently an initial 
feature may have been due to the increased 
activity of the patients. In most instances 
the effects on the heart were negligible, 
Meratran is not a sympathomimetic drug, 
but tachycardia was observed in one patient. 
What sensitized this patient’s heart to the 
drug is unknown. 

The degree of change often correlated with 
the magnitude of the dosage. Some patients 
improved with 2.5 mg and others with 5 mg. 
Still others who exhibited no increased 
activity might have done so with even 
larger doses but such an increase was ex- 
cluded from our “double-blind” study be- 
cause we wished to control the dosage factor. 
By the same token ill effects appeared in 
some patients with 2.5 mg and in others with 
5 mg, while still others exhibited only good 
effects at all dosage levels. Thus it is im- 
portant to individualize the treatment of 
each patient. 

The durations of the various effects were 
not the same. The increased activity often 
extended into the placebo period as did the 
increased interest and lessening of retarda- 
tion, possibly because of new-built habits. 
The same prolongation did not apply to the 
activation of delusions except in one instance. 
There also seemed to be other short-lived 
results, such as a feeling of well being, allevi- 
ation of fatigue and alertness, most marked 
soon after the drug was given, 

Finally as regards the mechanism of action 
of Meratran: as indicated in animal experi- 
ments(1), Meratran affects cortical and sub- 
cortical functions. Evidence has recently been 
obtained for a mechanism that can explain 
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some of the pharmacological actions of this 
drug, such as increased activity, improved at- 
tention and interest, alleviation of depression, 
as well as activation of delusions and anxiety, 
When the various cortical and subcortical 
structures of the rabbit brain were studied, 
with the aid of the EEG apparatus, it was 
observed that the subcortical area, responsible 
for the alerting reaction, was stimulated by 
Meratran(2). This area in turn trans- 
mitted the stimulation to the cortex as the 
electrocorticogram lost its characteristic 
regular resting pattern and assumed the 
faster frequencies and lower amplitudes 
characteristic of the alerting response, Such 
changes to a more alert status may furnish 
part of the basis for the altered behavior 
induced by Meratran. 


SUMMARY 


A study was conducted on 2 5 institutional- 
ized psychotic patients with chronic courses, 
selected because of their depressive and/or 
regressive, symptoms. 

Meratran was found to be a central 
nervous system stimulant useful in the field 
of psychiatry and with certain indications 
and contraindications: (1) indications: (a) 
schizophrenics without delusions having re- 
striction of interest and activity and with 
depressant features, (b) psycho-motor re- 
tardation and/or blocking of communication, 
(c) long-term hospitalized schizophrenics 
with severe deterioration; (2) contraindica- 
tions: (a) patients with delusions, (b) pa- 
tients with anxiety, (c) disturbed patients 
with cerebral arteriosclerosis. 
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ANGIOSPASTIC STATES AND PARKINSON DISEASE 
W. G. ELIASBERG, M. D., New Yorx City 


The differential diagnosis of neurovascular 
disease of the brain, in vivo, must at present 
remain a clinical one. This holds for the acute 
as well as for the persisting symptoms. A 
cross section of the condition, even if aided 
by psychological and electro-physiological 
tests as available today, is not sufficient. The 
old rules of thumb must still be adhered to: 
“softening” of the brain through thrombotic- 
embolic processes is more frequent at night, 
or in the early morning, or in daytime in 
connection with hypotensive factors; hemor- 
thages occur more frequently with hyper- 
tensive factors. Other well known clinical 
facts: transient angiospastic conditions in the 
brain, so-called white or bloodless strokes, 
are the most frequent form of all apoplexies 
(1). Often, there is no loss of consciousness, 
but the level of many psychological functions 
and performances changes temporarily ; this 
may include speech and first-neuron-mo- 
forium or extrapyramidal motorium. Such 
Occurrences are not beyond the reach of the 
Introspective observation of the patient. One 
of the earliest descriptions of an angiospastic 
aphasia, of half an hour's duration, dates 
back to 1772(9). 

I want to stress the need for thorough 
clinical observation, as I call attention to 
the Bio-motor Test we have used in trying 
to answer the question: “How long was 
Roosevelt ill before his death? (11). 

An examination of the late President's 
handwriting of various phases of his life, 
applying the developmental comparative 
method, reveals that he withstood the blow 
9f poliomyelitis of 1921. (Fig. 1, from the 
Prime of life, 1933.) The striking fact is 


vile LAY Mt 


ZA WaT Monee 
1933 


Fig, L—Roosevelt's signature in the prime of 
life (1933). 


that in the Yalta days, February 3 to 12, 
1945, and more so in March, there appears 
typical Parkinson rigor in one specimen, 
while in another of the same day, the former 
smooth rhythm is preserved (Fig. 2 and 3). 
The handwriting March 24, 1945 (Fig. 2), 
can not be differentiated from one of a 
Parkinson patient reproduced in H. Oppen- 
heim’s Lehrbuch der Nervenkrankheiten(20) 
(Fig. 4) or that of a French patient of 1952 
(Fig. 5) The changes, within a short time, 
from typical Parkinson script to normal 
script and vice versa can not be explained 
but by referring to temporary anoxemia, 
caused by temporary angiospasms. Arterio- 
sclerotic vessels have a tendency to spasmodic 


For differential diagnosis from writer’s cramp 
cf. Fig. 6-7(4). The tremor may be as strong in 
Writer's cramp as it is in Parkinsonism. The re- 
duction in size as compared with the premorbid 
specimen will allow of the differential diagnosis. 
"Characteristic of the Parkinson is the small size 
of the single letter" (3). The differential diagnosis 
of micrographia in depressive states should be feasi- 
ble either through absence of tremor or on the basis 
of much better preserved connections between the 
letters in the melancholic script, 
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Fics. 2 AND 3.— Two of Roosevelt's signatures 
from the same day in 1945. Fig. 2 indicates typical 
Parkinson rigor. 
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Fic. 2 -Handwriline of a Parkinson patient re- 
produced in Oppenheim's Lehrbuch der Nerven- 
kranheiten. 
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Fic. 5.—Handwriting of a French Parkinson 
patient, 1952. 


reactions in response to various psychological 
and physiological stimuli. The spasms seem 
to occur rather frequently in the vascular 
bed of the basal ganglia. One might think 
of bleedings, such as are seen in pugilists' 
brains as the cause of the "punch drunk" 
disease, Petechial bleedings may also play 
a role in the arteriosclerotic brain, but the 
clinical picture of this traumatic encephalo- 
pathy of Parkinson type is that of a pro- 
gressive mental deterioration with no let-up 
and certainly no change from hour to hour. 
Lay observers are surprised, in such cases, 
at the increasingly erratic character of the 
performances. Thus Winston Churchill, 
Samuel Rosenman(21) and others did not 
conceal their astonishment at the many spells 
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Fics. 6 AND 7.—Comparative Signatures of patient 
with writer’s cramp, 
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of exhaustion, the tendency on the part of 
Roosevelt to give in during trying negotia- 
tions, and the lowering of the level of 
aspiration. 

Whenever a man in the critical age shows 
reduction of his formerly high level of per- 
formance, it will pay to insist on a complete 
internal and neuropsychiatric examination, 
applying the Bio-motor Test. The test con- 
sists of having the patient produce graphic 
samples in short intervals, when he feels 
exhausted, suffers from headaches, general 
malaise, hammering pulse, and again, when 
he is rested, recuperated and free of these 
complaints. The word “sample” instead of 
"handwriting sample" is used because the 
diagnostic characteristics may appear in 
scribbling as well as in writing words. The 
reason why written and scribbled samples 
should always be obtained is that different 
levels of intentionality are tapped, the effect 
of which can be judged in the comparison. 
In multiple sclerosis, e.g., more tremor may 
be expected in writing than in scribbling; to 
find the opposite in Parkinson disease would 
not be surprising. While this holds for the 
tremor, it does not apply to the rigor. The 
differential diagnostical value of the Bio- 
motor Test in such cases will have to be 
based on larger material than is at present 
available to the author.? 

The early diagnosis of Parkinsonism can 
be a very difficult one(16, 19, 23). The 
practical consequence is again that the so- 
called psychogenic reactions, e.g., after 
trauma, psychogenic stupor, psychogenic 
akinesia, impoverishment of movements, in- 
ability to give up certain mimic expressions 
after the emotions have disappeared,’ should 
be subjected to the Bio-motor Test. The 
existence of a Parkinsonism may be over- 
looked for quite a time because in a number 
of occupations disability can be avoided. A 
postman with tremor, rigidity, nystagmus, 
bradymotor, bradyphrenic, and other com- 


2 The studies will be continued by this author to- 
gether with H. O. Teltscher. The application 
to holographs or signatures in wills was descri 
by Eliasberg (10). 

8 Eliasberg and Jankau(6) have pointed out Em 
this mimic-expressive overstability is a differenti i 
sign of Parkinsonism as against arteriosclerosis E 
well as other organic diseases of the nervous Dur 
in which compulsive mimic movements may occur. 
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plaints came to the office because he was 
suffering from “rheumatism.” The disease 
had been in existence for many years. 

For quite a time the idea that prevented 
physicians from thinking of Parkinsonism, 
was the assumption that the strio-pallidum 
is particularly protected, owing to its deep 
seat in the center of the skull cavity. This 
assumption is incorrect. Moreover, according 
to modern anatomical studies, (15, 18), there 
obtain particular factors in the strio-pallidum 
which cause a physiologically slow blood 
circulation. 

We are, however, in a position to prove 
the existence of certain diseases that affect 
the brain directly or indirectly, if and when 
they alter oxidation processes in the brain 
tissue and particularly the motor mecha- 
nisms depending on full and uninhibited 
functioning. The nature of the pathological 
process and the sedes morbi can not, in the 
majority of the cases, be established by the 
Bio-motor Test alone. It needs close cooper- 
ation between the clinicians and those familiar 
with grapho-diagnostics to establish the diag- 
nosis. At present this is often overlooked: 
on the one hand the grapho-diagnostician 
tries to make a medical diagnosis, and on the 
other hand, the physician prefers to trip the 
grapho-diagnostician rather than use him, 
without prejudice, as he uses the roentgen- 
ologist or the bio-chemist. 

A few words about the negative cases, 
where (a) the test is positive and the 
clinician’s findings negative, (b) conversely, 
the Bio-motor Test is not revealing, while the 
clinician can make a positive diagnosis. As 
to (a) experience in grapho-diagnosis will 
eliminate psychogenically caused semblances 
of organic disease; a follow-up of samples 
through longer periods of life, i. e., a de- 
velopmental grapho-diagnosis, will help to 
further avoid false positives. False posi- 
tives brought about through simulation of 
Organic motor symptoms (tremor, rigor), 
which leave their traces in the lines on the 
Paper are infrequent. As to (b), we have 
not found so far true falses in the second 
Sense, but we want to reserve our final 
judgment. If one keeps in mind the patho- 
logical bases for the test, i. e., the functional 
disorders caused by vaso-spastic anoxemia, 
he will see that the number of negative cases 
can not be considerable. 
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Disordered functioning may occur: (1) In 
the neurophysiological leg of the arc, (a) 
basal ganglia, (b) pyramidal tract (cortex, 
internal capsula, etc.) (2) In the psycho- 
physiological leg; spasms of arteriosclerotic 
vessels under psychological autonomous, 
vasomotor, toxic and other influences. (3) 
In the peripheral circulatory leg, whereby 
oxygenation of the brain is not affected by 
local circulatory disorders, but by disorders 
of the heart, kidney, blood composition, etc. 

The survey, together with the fact that 
the brain is more vulnerable to lack of oxygen 
than any other tissue in the body, will explain 
why the test is positive at a very early 
stage(5, I2, 13, 24). 

In cases stemming from the practice of 
the late cardiologist F. M. Groedel, New 
York, the differential diagnosis between heart 
disease and arteriosclerosis of the vascular 
tree of the brain could be made at an early 
stage(7). It is interesting to note that im- 
provements deemed merely subjective were 
reflected in the writing. This brings back to 
mind the spastic component. The opposite 
is also found : subjective improvement is not 
reflected in the follow-up of the samples, 
which on the contrary show deterioration. 
The grapho-diagnostic prognosis was con- 
firmed by the exitus lethalis in such a case. 
Another important differential diagnosis is 
between vasospastic, transient, symptomatic 
Parkinson disease and, other primary forms 
of this condition, of whatever etiology. The 
symptomatic Parkinson disease found in 
arteriosclerosis of the brain gives a much 
poorer prognosis than the nonsymptomatic 
Parkinson as shown in a survey of 36 cases 
in which Booth(2) reported very slow prog- 
ress and a long-lasting ability to preserve 
high-level functioning. The differential diag- 
nosis as was pointed out can be made, if the 
Bio-motor Test reveals abrupt changes in 
short succession (Fig. 2 and 3). The diag- 
nosis, having first been made postmortem in 
the case of the late President Roosevelt, was 
established since in a number of cases in vivo. 

We are also in a better position to under- 
stand, from a graphodiagnostic follow-up, the 
psychological mechanisms in severe vascular 
and other brain diseases. The more frequent 
mechanisms are the following: (1) Ano- 
sognosia with regression: "Regression to 
earlier stages of psychic development in 
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Which the damaged functions were not yet 
existent, occurs permitting maintenance of 
self-esteem, since the damaged functions do 
not have any significance in those stages of 
development to which the patients Tegressed” 
(22). (2) Simple denial of the defect with- 
out regression; this should not be called 
anosognosia, a term better reserved for the 
Tegressive type of denial. Simple denial 
occurs, if: (a) vicarious functions allow of 
the performance; (b) vicarious parts of the 
brain take over the primarily harmed 
function. (3) Renunciation (conscious or un- 
conscious) of the harmed function, which 
is put to bed, as it were, for the time being. 
(4) Hyper-nosognosia; this term is intro- 
duced to mean the increased attention paid 
to some real disorder, e.g., in heart disease; 
there are, however, no sharp lines between 
nosognosia and hypochondriasis. In the typi- 
cal case of the latter, the organic factor 
approaches zero, 

The above mechanisms can be tested in 
changes occurring in the Bio-motor Test: 
especially the regressions of anosognosia and 
the anxiety states of hypernosognosia leave 
unmistakable traces. 


COMMENT 

The pathophysiological facts in vascular 
and other diseases affecting the oxygenation 
in the brain allow of bio-motor testing, i. e., 
testing of the coordination in the execution 
of movements of various degrees of in- 
tentionality. The Bio- motor Test should be 
used in close connection with clinical obser- 
vation. It will yield more differential-diag- 
nostic facts, at an earlier stage, than can be 
gained without it. The Bio-motor Test di- 
tects our attention to the frequency of ar- 
teriosclerotic spasms in the vessels of the 
basal ganglia. The white stroke of the basal 
ganglia, if not as dramatic as the classical 
apoplexy, plays a large role as a cause 
of deterioration, Transitory symptomatic 
Parkinson disease throws a deep shadow 
on the prognosis of arteriosclerotic disease in 
people holding responsible positions. The 
importance of the Bio-motor Test for diag- 
nosis and for the prognosis was demon- 
strated (cf. footnote 2). 


SUMMARY 


The Bio-motor Test can be used for: (1) 
diagnosis and differential diagnosis of brain 
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disease; (2) the understanding of the psy- 
chology of convalescence or psychological 
changes in the course of the disease, the 
patient as he adjusts, succumbs to, or over- 
comes disease, and (3) the evaluation of psy- 
chological and physiological responses to 
treatment; the outlook for the arterioscle- 
rotic vascular damage has been improved 
with re-introduction of aminophyllin, which 
has recently found wide application among 
German specialists, 
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“NONSHOCK” THERAPIES IN CLINICAL PRACTICE: 
BERNARD L. PACELLA, M. D., New York Cry 


The recent development of shock treat- 
ment as a major form of psychiatric therapy 
has emphasized the concept of radical and 
abrupt change in the psychic state of a 
mentally ill person for cure or amelioration 
of the illness. This psychic change consists 
of unconsciousness produced either abruptly 
by electrical means and associated with a 


generalized convulsion or more slowly by 


the employment of insulin and associated 
with varying degrees of coma. Many modi- 
fications of the basic treatment, such as 
altering the characteristics of the electrical 
current, have been studied without affecting 
the fundamental principle involved in shock 
therapy, namely, that of inducing uncon- 
sciousness, However, more recently, trends 
in biopsychiatric therapy have consisted in 
attempts to deviate from the production of 
profound unconsciousness, or. deep coma, and 
to develop technics which induce only partial 
or very short periods of impairment of con- 
sciousness, or which stimulate or inhibit the 
functional activity of localized or specific 
areas of the central nervous system. These 
newer technics may be termed the “non- 
shock” therapies (NST) temporarily, for 
want of a better term and to contrast them 
with the shock therapies, and are attempts 
to modify the severity of shock therapy, and 
to introduce technics with fewer hazards 
and complications. Many varieties of biologic 
treatment may be classified in the category 
of NST, but this discussion will be limited 
to the following: (r) Those treatments re- 
sulting in varying degrees of partial impair- 
ment of consciousness or very short periods 
of unconsciousness without the deep coma 
of insulin treatment or the generalized con- 
vulsion of electric shock. (2) Those treat- 
ments where direct cerebral stimulation is 
attempted, either by electrical or chemical 
Means, 

In group 1 may be included the follow- 
ing: (a) carbon dioxide gas inhalation; (b) 
— —— 
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subcoma insulin; (c) I.V. sodium amytal 
treatment. 

In group 2 are included: (a) noncon- 
vulsive electrical stimulation; (b) focal elec- 
trical stimulation therapy; (c) photic-metra- 
zol stimulation. A brief description of each 
type of treatment will be attempted. 

Carbon Dioxide Inhalation Therapy 
(CDT).—Use of this treatment for psy- 
chiatric patients has been described at length 
by Meduna, its originator, and by subsequent 
investigators. Meduna first published his 
observations in 1947(1) and, although origi- 
nally he employed a mixture of 20% carbon 
dioxide and 80% oxygen, he later changed to 
a 30% carbon dioxide and 70% oxygen mix- 
ture. In some technics the concentration of 
carbon dioxide is increased up to 90% 
thereby inducing more rapid and deeper 
coma response. However, in all these 
instances the patient recovers from the un- 
conscious or confused state very rapidly. 
Other modifications in the technic have in- 
cluded the use of nitrous oxide inhalation (2), 
or sodium pentothal anesthesia prior to the 
administration of carbon dioxide mixture in 
order to alleviate the increasing anxiety 
manifested by some of the patients in the 
course of this therapy. 

The results of CDT have been reported 
favorably by Meduna in the treatment of 
many psychoneuroses (3). Hestates that good 
results are obtained in certain psychoso- 
matic conditions, conversion states, anxiety 
neuroses, personality maladjustments, and 
to some extent in stutterers and alcoholics. 
He reported approximately 3 substantial im- 
provements or cures in the entire group. He 
states that CDT is ineffective in psychoses, 
obsessive-compulsive neuroses, and hypo- 
chondriasis. His observations have been 
partially supported by others, including 
Wilcox(4), Moriarty (5), Kindwall (6), and 
Milligan (7). However, Bennett (8) stated 
that his own results were doubtful. La Verne 
described his own rapid coma technic of 
CO, inhalation treatment (), and concluded 
that it was not only superior to the slow 
coma conventional technic of Meduna in the 
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treatment of the neuroses, but was also 
effective in the psychoses, and hypochon- 
driacal and obsessive-compulsive states. 
Frank (10), in an excellent publication, was 
very cautious regarding the value of CO; 
but states 


combined with or followed by psychotherapy in 
order to include lasting improvement in the patient 
through the development of insight into the cause 
of his symptoms and emotional difficulties. 

My own experience in the use of CDT, al- 
though not extensive, is rather disappointing, 
both with the standard Meduna technic and 
Laverne’s rapid coma technic. 

It is of interest that Meduna avoids the 
use of psychotherapy with CDT, while 
Moriarty, Frank, LaVerne, and Wilcox 
recommend its combined use. Moriarty states 
that CO, inhalation 
. . facilitates the discharge of repressed emotional 
tensions, or deeply Tepressed rage and by bringing 
this to the conscious level, permits better integration 
with higher cortical functions. 

Wilcox believes that CO, acts as a "specific 
agent for release of the unconscious." 

Meduna avoided the use of psychotherapy 
because he explained the theory of the causa- 
tion of psychoneuroses and the healing effect 
of CO, solely on a neurophysiologic basis, He 
postulates a condition of pathologic rever- 
berating circuits which could be interrupted 
by a sufficient number of applications of 
CDT. Carbon dioxide, he claimed (on the 
basis of experimental work, especially of 
Lorente de No), increased the threshold of 
stimulation of the nerve cells of the central 
nervous system and decreased the speed of 
conduction of an impulse by raising the 
membrane potential. "Thus, CO, treatments 
heal by interrupting pathological reverberat- 
ing circuits in the nervous System, and giving 
the homeostatic mechanism of the nervous 
System a chance to supplant the pathophysio- 
logic state. 

There are those who believe with Meduna 
that carbon dioxide has a direct physiologic 
action which results in cures in other words, 
is a specific therapeutic agent; and others 
who conceive of carbon dioxide more as an 
aid to psychotherapy in releasing the un- 
conscious and stimulating “abreactions,” 
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Thus there is not full accord on the thera- 
peutic value of CDT, nor on the best technic 
of administration, Of interest, however, is 
that various investigators have reported 
favorable results utilizing one or another 
technic of CO, administration ; one must 
consider that a certain percentage of cures 
or improvement will generally occur in psy- 
choneurotic States, regardless what treat- 
ment is employed, but, in spite of this, CDT 
warrants further study. 

Subcoma or “Ambulatory” Insulin Treat- ` 
ment.—Hypoglycemic treatment without the 
production of coma has been used for a 
number of years for the treatment of psychi- 
atric conditions. Although there had been 
some indications of its use before Sakel intro- 
duced his technic, subcoma insulin treatment 
was reintroduced later by Sargent and co- 
workers (11) for the treatment of war neu- 
Toses. Subsequently, Polatin and Spot- 
nitz(12) recommended its use in certain 
forms of schizophrenia, and other investi- 
gators studied its use in the various psycho- 
neuroses, particularly anxiety states and re- 
active depressions, The technics vary con- 
siderably and although the term “subcoma” 
is generally meant to indicate the absence of 
any impairment of consciousness during the 
treatment, in some procedures the insulin is 
gradually increased to a point where some 
degree of clouding of consciousness occurs 
without complete loss of awareness of the 
surroundings. The reports of this treatment 
are generally favorable for certain of the 
less chronic forms of schizophrenia, for the 
alleviation of anxiety in the psychoneuroses, 
and for the production of weight gain and 
better physical status in many of the debili- 
tated patients whose eating habits and desire 
for food have deteriorated. The procedure 
has been recommended for other conditions, 
Such as toxic confusional states, postcon- 
cussion states, and drug-withdrawal condi- 
tions. The wide variety of conditions treated 
with subcoma insulin, the areas of disagree- 
ment regarding its effectiveness, the absence 
of sufficient control studies to make careful 
evaluations of its effectiveness, the rather 
moderate claims in general of its enthusiasts, 
all indicate that subcoma insulin is not à 
procedure that has very specific indications. 
However, it is one that can serve very useful 
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purposes in certain cases, can be a helpful 
adjunct to psychotherapy, and can be pre- 
scribed in the patient's home with ordinary 
caution. It should be added, as a word of 
warning, that in some anxiety states a “para- 
doxical” reaction occurs, namely, the anxiety 
may be increased ; in some psychotic depres- 
sions, the depression may be made worse, 
and paranoid features may be heightened. 
Therefore, the patient should be carefully 
observed during the treatment, and the 
program interrupted if after a time symptoms 
are made worse. 

Sodium Amytal Treatment.—Al of us 
are familiar with the rather profound tempo- 
tary effects of intravenous sodium amytal 
upon catatonic states, in which the catalepsy, 
mutism, and extreme negativism may be 
immediately altered and the patient returned 
to relative normality. This effect may last 
from a few minutes to a few hours. The more 
important use of sodium amytal in recent 
years has been in “lowering a state of mental 
inhibition” so that the patient can communi- 
cate his ideas, experiences, and feelings more 
easily, and can be more responsive to sug- 
gestion by the therapist. Various terms, such 
as narcoanalysis, narcosynthesis, narcosug- 
gestion, narcocatharsis, narcohypnosis, have 
been employed for I.V. barbiturate treat- 
ment, including the all-inclusive term of 
narcotherapy. 

Of recent interest to me with respect to 
narcotherapy has been its use in psychotic 
depressions. Injections of 0.25 gm. of sodium 
amytal were given 5 times weekly for 1 to 2 
weeks, then 3 to 4 times weekly during the 
following week, and subsequently 2 to 3 
times weekly for 1 or more weeks, until the 
patient remained substantially improved dur- 
ing the interval between injections at which 
time the injections were gradually eliminated. 
As a general rule, each dose of sodium amytal 
usually produces only drowsiness or a short 
Period of light sleep, from which the patient 
can be readily aroused. Although the use 
of I. V. amytal is nothing new, the procedure 
of administration appears to be new. If one 
is patient in the administration of this tech- 
nique, some depressives can be spared the 
necessity of undergoing electroconvulsive 
therapy, It might be added that these pa- 
tients can continue their usual work if the 


injections are administered in the evening, 
although there is a possibility that better 
results are obtained when the sodium amytal 
is given in the mornings or afternoons. This 
is a simple procedure for office administra- 
tion, and the more pronounced hypnotic ef- 
fects of the sodium amytal disappear in about 
4 hour, so that the patient can travel home 
quite easily. It has been a pleasant surprise 
to me to observe the decided change in some 
depressed patients who had been agitated, 
tense, and unable to eat or sleep, and who 
have become dramatically relaxed and even 
euphoric after a week of treatment. Unless 
the procedure is prolonged and carried out 
regularly, much as a continued insulin treat- 
ment, for instance, the patient may relapse 
into his depressed state. It may be added 
that the marked effect of the I.V. sodium 
amytal seems to be out of proportion to just 
the narcotic effect which one might expect 
from this relatively small dose of the drug. 

Nonconvulsive Electric Stimulation 
(NCS).—Much discussion, pro and con, has 
centered about this type of treatment. It 
consists in applying to the head a small 
electrical current incapable of producing un- 
consciousness or a generalized seizure, al- 
though it may perhaps result in some 
momentary confusion. The degree of im- 
pairment of awareness is difficult to evaluate 
since the patient must first be narcotized 
in order to prevent him from experiencing 
pain due to the electrical stimulus, Intra- 
venous sodium amytal or sodium pentothal 
is employed to produce this narcosis with 
each treatment. Berkwitz first employed non- 
convulsive electrostimulation in 1939(13) 
by administering an interrupted faradic 
current for short periods, Later, Hirsch- 
feld(14) reported on the use of nonconvul- 
sive electrical stimulation by employing the 
irregular, spiked, unidirectional current pro- 
duced by the Reiter apparatus with bi- 
temporally placed electrodes, He suggested 
that this resulted in diencephalic stimulation, 
although there is no direct experimental evi- 
dence for this assumption. Hirschfeld de- 
scribed beneficial results in anxiety states, 
paranoid schizophrenia, and psychosomatic 
conditions, but advised against its use in 
psychotic depressions. Alexander(15), Wil- 
cox(16), Impastato(17), and others also 
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with the Reiter apparatus, and recommended 
its use essentially in psychoneurosis, but not 
in depressions, However, a contrary opinion 
was expressed by Hargrove(18) and as- 
sociates, who reported in 1952 that psycho- 
therapy alone gave much better results than 
nonconvulsive stimulation, and that, in fact, 
the use of NCS may add problems that 
retard treatment or prevent recovery. The 
conflicting observations are of interest. Kali- 
nowsky and Hoch(19) state: 

The beneficial effects of this treatment should be 
attributed to the barbiturate narcosis, . . Its 
value without simultaneous barbiturate injection has 
been considered as negligible, with the exception 
of some results which could be easily interpreted 
as suggestive treatment. 

My own results with NCS have been disap- 
pointing, and I would be inclined to agree 
with Kalinowsky and Hoch regarding the 
relative roles of barbiturate injection and 
the nonconvulsive electrical stimulus, par- 
ticularly in view of the above observations of 
the use of I. V. sodium amytal alone, 

Focal Electrical Stimulation Therapy.— 
Inanattempt to reduce the complications and 
hazards of electric convulsive therapy, local- 
ized, unilateral, or Jacksonian seizures were 
induced by Impastato and Pacella(20) by 
focal electrical stimulation of the head. Re- 
sults in a relatively small group of patients 
treated thus far are not conclusive, but it is 
apparent that focal or Jacksonian seizures 
do not result in the memory disturbance or 
mental confusion associated with generalized 
seizures; nor were there fractures or back 
pain. The ill effects of the focal treatments 
upon cardiac rhythm, pulse rate, blood pres- 
sure, and respiration are considerably less 
as a rule than those noted with the generalized 
convulsion, although a few patients exhibited 
Some posttreatment Tespiratory distress ap- 
parently due to the pentothal The one 
definite conclusion of our observation is that 
focal seizures are less effective therapeutically 
than generalized seizures, However, it is 
possible that the focal stimulation treatment 
may be of value in the older or more debili- 
tated patients, and in certain acute paranoid 
schizophrenics. These schizophrenic patients 
tequire especially the avoidance of mental 
confusion and anxiety which may increase 
their paranoid production, so often noted 


in electroconvulsive treatment. F. ocal seizures 
may have to be given at least once daily in 
order to produce desirable therapeutic’ re- 
sponses, but more observations of this treat- 
ment are required before its value can be 
determined, It is of additional interest, how- 
ever, from a neurophysiological standpoint, 
that a well-defined localized seizure confined 
to one or both limbs of one side of the body 
with tonic-clonic phases can be induced by 
the application of an electrical stimulus to 
the head. 

Photic-Metrazol Stimulation (*phomac"). 
—Photic stimulation (or activation, or driv- 
ing) consists in exposing the eyes to a 
flickering light of a certain intensity, color, 
and frequency for variable periods. The 
effects on the EEG of photic stimulation 
have been studied for many years. Hans 
Berger, quite early, discovered that light 
modifed the rhythm obtained from the 
occiput, but Adrian and Mathews(21) in 
1934 demonstrated that the frequency of the 
brain rhythm could be altered by exposing 
the eyes to a flickering light. Walker and 
Co-workers(22), in 1944, found a definite 
relationship between the ability of the brain 
to be driven by photic stimuli and the in- 
tensity of the light stimulus, and within the 
next several years Walter(23) investigated 
systematically the effect of varying light 
frequencies upon the brain rhythm. Other 
investigators, especially Gastaut(24), also 
conducted extensive studies on the effects 
of photic stimuli upon the EEG, and, in 
addition, introduced the combination of 
Photic activation with metrazol, termed 
photo-metrazol activation or “phomac.” A 
most interesting observation was that photic 
stimulation alone could induce fits in a 
number of epileptic patients, i 

The upper and lower limits of effective 
stimulation frequency of the light varies con- 
Siderably from one patient to another, but 
the usual range is about 6-15 flashes per 
Second. It has generally been found that 15 
flashes per second is the most effective fre- 
quency for stimulation or for evoking epilep- 
tic discharges in the EEG, or for producing 
myoclonic reactions when used in combina- 
tion with metrazol. 

It is a common observation that subcon- 


1955] BERNARD L. PACELLA 849 
PP)» ee om MO 


vulsive doses of metrazol alone can readily 
produce myoclonic reactions in nonepileptic 
individuals. On the other hand, photic stimu- 
lation alone rarely produces myoclonic re- 

actions in the nonepileptic. However, a 
myoclonic response to light could be markedly 
activated by small amounts of metrazol. 

On a theoretical basis the milder EEG 
and peripheral responses associated with sub- 
convulsive or myoclonic treatment represents 
the physiological “larvae” of the maximal 
responses of the generalized convulsion and 
it may be assumed that these myoclonic re- 
actions, induced especially by photo-metrazol 
activation, may be associated with a type 
of cerebral physiologic change similar to 
that which is produced in much greater 
degree by the generalized convulsive reac- 
tion. It was thought, therefore, that such 
photic treatment could presumably affect 
those cases which are relatively mild and 
which would also respond to minimal courses 
of regular convulsive therapy. 

A series of psychiatric patients were 
treated with (1) photic stimulation alone, 
(2) nonconvulsive doses of metrazol alone, 
and (3) combined photo-metrazol stimula- 
tion (“phomac”). 

. Photic stimulation alone, without metrazol, 
did not seem to be of any therapeutic value, 
but metrazol or combined photo-metrazol 
activation seemed to have some value in the 
milder or recurrent depressive states(25). 
However, considerably more observation is 
necessary in order to determine the extent 
to which “myoclonic” treatments can be of 
Significant value in these cases. 


Discussion 


There are many more procedures of a 
biologica] nature, including various drugs, 
anesthetic agents and fever treatment, which 
have been used for psychiatric conditions, 
but which have not been found effective or 
Where initial favorable results have not been 
substantiated by the test of time or by other 
WVestigators, Some of these agents include 

Stamine, acetylcholine, nitrous oxide, hy- 
Perthermia, and the ether drip. 

It is rather difficult to attempt a general 
‘valuation of the nonshock therapies, but 
certain generalizations may be made: 


I. Studies dealing with biologic therapies 
for psychiatric patients indicate a trend away 
from treatments inducing severe generalized 


* seizures and deep coma, and toward treat- 


ments that are less severe and less hazardous. 

2. However, no form of nonshock therapy 
can as yet be entirely or even substantially 
substituted for the electric convulsive treat- 
ment or for the insulin coma treatment, in 
the respective indicated cases, 

3. Only certain selected cases of psychotic 
depression may be benefitted by I.V. sodium 
amytal, or by “phomac,” or by focal electrical 
stimulation, 

4. Certain of the milder forms of schizo- 
phrenia, certain asthenic states, and anxiety 
conditions may be aided by subcoma insulin 
treatment. 

5. The therapeutic benefits of noncon- 
vulsive electrical stimulation treatment and 
carbon dioxide treatment are still open to 
question, but nevertheless we should not 
discount too easily the favorable observations 
of such investigators as Meduna, Wilcox, 
and others. However, psychologic therapy 
still remains the basic tool for the treatment 
of the psychoneuroses. 

Psychotherapy, when employed concur- 
rently with nonshock treatment, should have, 
for one of its aims, the avoidance or re- 
duction of anxieties attendant upon the bio- 
logical treatment. This would go under the 
category of supportive psychotherapy. I do 
not believe that it is usually advisable to 
undertake interpretive treatment while ad- 
ministering a course of nonshock treatment, 
or, for that matter, even shock therapy. Such 
interpretations, which may have to do with 
instinctual strivings, ego defenses, and per- 
haps transference relationships, may be quite 
damaging to the normal narcissism of the 
patient, and he may react with suspicion and 
increased fear of the physician, who may 
already be playing, in the conscious and un- 
conscious fantasies of the patient, the role of 
a hostile attacker by administering the non- 
shock treatment. In general, I believe that 
psychotherapy should be directed toward the 
handling and solving of current problems in 
the patient’s life, rather than toward the 
elucidation of relationships and problems of 
the distant past, unless they have a direct 
bearing upon present difficulties. Much more 
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can be said about the procedures of psycho- 
therapy in the different types of cases, re- 
ceiving one of the varieties of N ST, but this 
would be outside the sphere of this 
presentation, 
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THE DEMONOLOGY OF MODERN PSYCHIATRY: 
NORMAN REIDER, M. D. San Francisco, CALIF. 


Albert Deutsch begins his book The Men- 
tally Ill in America with the words, “Before 
medicine there was magic.” The first part of 
the book develops the historical theme of the 
replacement of magic in the considerations 
of mental illness. What was the essence of 
the primitive magic? As we understand it 
now it seems that primitive man could only 
interpret the universe in terms of his body 
image and in what probably is best described 
as the projections of his own being, This 
personification, this animism in his thinking, 
came to be the chief devices in dealing with 
phenomena. External events were either good 
or bad and spirits became correspondingly 
benevolent or malevolent. There was no 
consideration of sickness or disease, or even 
death, as the consequence of natural phenom- 
ena ; they were rather a result of intervention 
on the part of spirits. The magical thinking 
of early man evolved rituals and incantations 
to gain control of the spirits and manipulate 
them, or at least to neutralize them for his 
Own good. Magical gestures and words be- 
came the technique of the primitive psycho- 
therapy. My thesis, not at all an original one, 
will be to try to show the relics of these in 
our present-day practice. Deutsch might have 
added to his statement the observation that 
magic is still present in medicine. 

Tt is quite likely that we shall never know 
which came first—white magic or black. Con- 
Sistent with the genetic approach to the 
Problem one might speculate that man first 
dealt with white magic to influence personal 
demons controlling his destiny favorably, and 


` this fact perhaps led him to the discovery that 


he had at his disposal also black magic with 
which he could do damage. The theory is of 
no great moment, but it probably has some 
Substance if we consider that empirical ther- 
apeutic methods preceded research in illness, 
which in part consists of the experimental 
Production of disease. To put it differently, 
ee 
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white magic has been replaced by scientific 
therapeusis and black magic has evolved 
into the controlled experimentation with 
pathogens. 

Though the advances of science have swept 
away the old demonology something irrefu- 
table in its logic stands unchanged: Action 
gets results. Not only the heritage of our 
primitive ancestors but also our own personal 
histories have proved the efficacy of the thesis 
that saying something or doing something 
dispels ghosts, sometimes if one only turns 
on the light. 

Another excellent description of magic is 

from the Encyclopedia Britannica. 
Every act of magic is characterized by things said, 
things done, and the person officiating. Hence the 
spell, the rite and the condition of the performer 
are fundamental, 


Concerning the condition of the performer I 
shall say little here, but shall only quote fur- 
ther from the same source and you may 
draw your own conclusions as to whatever 
applicability or analogy there may be with 
psychotherapists. 

Since magic is of such importance, the performer 
must handle it with care. In all communities he 
is hedged around by taboos; he must refrain from 
eating certain foods, from casual sexual indulgence 
and from other contaminating things. If he fails 
to conform then he nullifies the power of his art; 
breach of taboo, in fact, is a cause most frequently 
assigned for the failure of magic. The emotional 
attitude of the magician is also of interest... . In 
the spontaneous outburst of words and acts lies 
the germ of spell and rite, in the illusion of subjec- 
tive experience—the conviction that such actions 
have really had their effect—rests the foundation 
in the belief in magical efficiency. 


The rite is the set of actions whose pri- 
mary function is to convey the spells to the 
object which it is desired to affect. I shall 
have something more to say later about the 
rite. I wish now to treat more extensively 
the "spell," the uttering of words in set order 
which among the primitives was considered 
the outstanding part of the magical act. One 
could quote extensively concerning the va- 
rieties of spells. For my purpose I call at- 
tention to only one, the use of names. Frazer 
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writes extensively about the taboo of using Promised to relent if within 3 days she could 


names, a taboo so strong that some primitives 
are reluctant to call another person directly 
lest they do damage. They fear having their 
own name used. It seems as though a con- 
siderable amount of this taboo about names 
stems from the fear of using a name of the 
dead which might evoke the Spirit of the 
dead person and cause his return. Somehow, 
by processes not difficult to speculate about, 
the calling of names became an important 
part of the ritualistic practices of the priest- 
healers whose Purpose it was to exercise 
demons, 


terror into the Possessive spirit. At times the 
exorcist would don a disguise of a Powerful god 


Not until later, to the rituals and incanta- 
tions which served as the Chief curative 
methods were gradually added the pharma- 
ceutic remedies, Let us participate in a de- 
scription of the rites of exorcism, 

Filthy and rank-smelling drugs were frequently 
made use of. At times r. ing and i 


devils. Most often the demons were driven out with 
The Treasury of 
Exorcism, a widely used work of the 17th Cen- 


stiltskin was 
dwarf who helped a miller’s daughter to spin 


The maiden married the king and grieved so 
bitterly when a child was born that the dwarf 


find out his name. On the third day one of 
the queen’s seryants heard a strange voice 
singing, “Little dreams my dainty dame, 
Rumpelstiltskin is my name." She told the 
queen of this, and the dwarf destroyed him- 
self in anger at having lost his bargain, 

These are some of the devices that were 
used in magic, My thesis is to the effect that 
the relics of primitive man’s magic lie in the 
continuation of our Projections and personi- 
fications of our nosological and theoretical 
concepts as if they were either substantial, 
material, or demonic spirits. The latter is 
what mostly is done. 

Before we examine the forms of our mod- 
ern demonology let us take a brief excursion 
through essential changes that have taken 
place in our medical discipline. I would place 
uppermost in scale of development of medical 
theory the thesis that disease is a result of 
natural processes, a concept first firmly estab- 
lished by the discoveries of bacteriology, 
Here the pathogen (the enemy) was clearly 
identified. Its role in the etiology of the in- 
fectious diseases became clear. The condi- 
tions under which an organism was patho- 
genic or not were indicated. Paths were laid 
down for the researches in bactericides and 
antitoxins and antibiotics, Why was this ad- 
vance so significant? Its importance lay not 
only in the fruitfulness of the concepts but 
also in the fact that the enemy became sub- 
Stantial material, visible, measurable, and 
manipulable. i 

The second big advance was in pathophysi- 
ology. Bodily phenomena now became inter- 
pretable not only in terms of structural 
change wrought by external agents, but also 
in terms of balances of forces that were in- 
ternal, inherent, more or less reversible. 
This new era of functionalism on the one 
hand freed us from the rigidity of structur- 
alism, and made us, on the other hand, deal 
constantly with concepts—concepts of forces 
which though derived from biological forces 
and therefore necessarily interpretable in bio- 
chemical and physical terms, nevertheless are 
a step or more removed from the substantive 
material (the organic change) which our sci- 
entific forebears of a hundred years ago wel- 
comed as a sort of reassurance against the 
world of spirits they had been combating so 
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impotently. This disadvantage seems to be a 
price worth paying, at least for the time be- 
ing, until our colleagues in biochemistry and 
the other disciplines catch up with the con- 
ceptual advances made in the theory of psy- 
chodynamics. 

On the development of psychological the- 
ory I shall not dwell, since the happenings of 
the last 60 years in this field are well known. 
It will suffice to indicate the essentials of the 
construction of the theory dependent upon 
biological drives, in which the phenome- 
nology is interpretable by principles of psy- 
chic continuity, psychic determinism, the 
theory of psychic structure, the concept of 
conflict between forces, and the homeostatic 
principle. The nature of our theory permits 
its being divided into numerous frames of 
references, by no means of equal weight or 
validity, and these have been chosen chiefly 
for purposes of demonstrability of the mod- 
ern magic against the demons we have thus 
fashioned. 

Here let me speak about the diagnosis as 
the enemy, To be sure, advances made on 
nosology are of an empirical validity, with 
varieties of pragmatic usefulness. There is 
condensed in the diagnosis when used as an 
Operational definition a great usefulness, 
which, however, may diminish in value as 
time goes on. Nevertheless, there is still a 
tendency among us to inveigh against “the 
diagnosis,” First we establish a diagnosis of 
manic-depressive psychosis, schizophrenia, 
compulsion neurosis, etc. Having thus identi- 
fied and named our enemy we proceed 
armored and horsed, lance in hand, full speed 
against the dragon. The tool of attack may 
be electroshock, insulin shock, leucotomy, or 
even the gentlest of weapons, psychotherapy. 

owever, our new era finds also the nos- 
ological strongholds crumbling under the 
blasts of psychodynamics and diffusing away 
into the borderlines and borderlands; the 
diagnosis is clearly losing its fashion and fas- 
nation as a target. But we can still inveigh 
against the symptom or its name as pathogen. 
This is also more tangible and we have ready 
devices of inveighing against the symptoms 
of depression, excitement, anxiety, and at 
least to some extent by pharmacological 
means. Nor is it at all implied that this is not 
Justified in many an instance. 

But something else has happened. Out of 

our new psychodynamics have arisen a whole 


NORMAN REIDER 


853 


new host of symptoms against which we pro- 
ceed in our therapeutic zeal as if they were 
enemies. To be sure they often are. Their 
very destructive nature not infrequently 
alarms us. Derived of our new knowledge, 
this new host of symptoms are fought in 
many a psychotherapy by the magical device 
of mentioning the name: anxiety, hostility, 
dependency, impulsivity, ambivalence, acting 
out, inhibition, and so on. Each of these psy- 
chological facts or concepts has its validity, 
not only in understanding a patient but also 
as a clue to the use of correct therapy. What 
I wish to emphasize is the magical device of 
using the names of these demons with the ex- 
pectation that if a patient is told he is hostile, 
immature, abnormal, anxious, and so on, he 
will forthwith give up the demon. 

Even more striking, since it is more sophis- 
ticated, is the formulistic use of counterde- 
vices that follow the recognition of these 
symptoms in treatment. I refer to the use of 
technical devices of picking, for example, hos- 
tility as the enemy to be combated and attack- 
ing it by either telling the patient that his 
hostility will avail him nothing since the 
therapist can be even more hostile, or by at- 
tempting to neutralize the hostility with love, 
dissipating it in this way—again inveighing, 
as it were, against the symptom. A still sub- 
tler formula is to go after the symptom be- 
hind the symptom ; for instance, to attack the 
symptom of hostility by ignoring it and going 
after the frustration which one knows must 
lurk behind it. 

Or let us consider the symptom of depend- 
ency, to be inveighed against by gentle seduc- 
tion of the patient into maturity; or by the 
threat of a loss of his dependency if he does 
not become mature; or by exorcising the devil 
by giving him his dread name “passive 
aggression” in hopes that he will destroy him- 
self once he is thus uncovered. 

Yet, in the main, I believe we have largely 
abandoned our psychotherapeutic efforts of 
using either the symptom or the diagnosis as 
a point of attack, except when justified by 
emergency states, or dictated by something 
grave in the patient’s clinical picture. Other- 
wise, we proceed in a more leisurely, stu- 
dious, and research-like pursuit of condi- 
tional relationships between forces. We have 
arrived at the point in our science where we 
have a body of knowledge of psychic life de- 
rived from 3 different considerations: eco- 
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nomic, structural, and topographic aspects, 
Each of these has derivatives which to some 
extent lend themselves to piecemeal, particu- 
late, and limited therapeutic goals, 

Again, clinical material can very easily be 
adduced to illustrate the advantages of the 
use of any one or all 3 of the economic, struc- 
tural, and topographic aspects in the treat- 
ment of any case, As such, the concepts have 
considerable value but such discussion is not 
germane to my thesis. What is pertinent is 
that despite the greater degree of sophistica- 
tion necessary for the appreciation of these 
particular concepts, they lend themselves, 
nevertheless, to magical manipulation in just 
the same way as I have already noted with 
regard to diagnoses and Symptoms. Let me 
illustrate. 

Perhaps the best example here is the use of 
the descriptive concept “severe superego.” 
Again, mention of this term by no means car- 
ries derogation of the term, for it is truly a 
valuable idea in the formulation of what is 
going on in a patient, and certainly useful in 
communication between colleagues. It is not 
to this usefulness that I refer, but to the use 
of the concept as the aim and as an object of 
therapy; for the term Presents itself almost 
symbolically as a worthy opponent of our 
therapeutic efforts, Here, almost personified, 
one can see the enemy as some sort of patho- 
gen which has to be got rid of. When the con- 
cept is pictured and attacked in this way, such 
attitudes give rise to what I referred to above 
as the piecemeal, particulate, and limited 
therapeutic goals that characterize various 
kinds of psychotherapy as perhaps being 
psychoanalytically derived, but not psycho- 
analytic. 

These are the instances in Which a thera- 
pist tries by Seduction, persuasion, shaming, 
ridicule, cajoling, or threatening, either 
openly or by a variety of subtler derivatives, 
to force the disappearance of this enemy. To 
be sure, the method not infrequently works 
when, especially in dutiful compliance, the 
patient yields his Symptom for a substitute 
Which is less of a nuisance to him and his 
therapist. But after it does not work, espe- 
cially when the need to therapeutize fails to 
take into consideration the strength of the 
forces that have led to the precipitation of the 
"severe superego," and even more especially 
where clinical judgment would dictate a more 
leisurely research-like attitude of pursuit in 
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the study of these forces. I have particularly 
chosen the "severe superego" as an example 
Since I see it used much more frequently in 
this way than in associated and allied charac- 
terizations. One may just as well illustrate 
the same point by choosing “weak ego” as an 
example, since it is a spirit-distillate quite 
easy to recognize, pint-sized but mighty, an- 
other Rumpelstiltskin, requiring the special 
skills and incantations of the most gifted of 
the priests or priestesses among us, 

It is fitting here to give still another exam- 
ple in some ways more illustrative than the 
ones given above. In the earlier days of psy- 
choanalysis, particularly given to personifica- 
tion and animistic thinking, the concept of 
the unconscious was most frequently seen as 
the demon. This led to the concentrated drive 
towards making the unconscious conscious. 
I think I need not belabor the point. I refer 
to the direct interpretation of the unconscious 
to the use of hypnosis or drugs to open up the 
depths, and so on. We all know now how 
this single goal has led to distortions, pre- 
mature interpretations, precipitation of psy- 
choses in treatment and the like. Moreover, 
in an increasing number of patients, the un- 
conscious, which should be a self-respecting 
ghost staying in the dark, seems to be quite 
at home walking around in broad daylight 
and this is very disconcerting. 

I shall not leave the topic of the uncon- 
scious as the point of attack without quoting 
from Groddeck’s Book of the It(3). 


In conclusion I must Say one word about the way 
the treatment works, Only unfortunately I know 
little about it. I have a vague idea that the setting 
free from repression of repressed material has a 
certain significance in this, but whether it is di- 
rectly the cause of the cure, I doubt. Perhaps, 
through the entrance into consciousness of some- 
thing which has been repressed, there comes about 
a certain activity in the unconscious, and this ac- 
tivity brings cure or not. If so, it would not be at 
all necessary that the repressed thoughts which 
gave the urge to illness should make their appear- 
ance. They could stop quietly in the unconscious, 
provided room could be found for them there. So 
far as my present knowledge of these things goes, 
and I said just now it was very little, it would seem 
to me that it is often sufficient to get the door- 
keeper to shout some name or other into the room 
of the unconscious, perhaps the name “Wullner. 
If there is no one called Wullner among those who 
are standing nearest they pass the name further 
back, and if this precise name does not press 5 
way to its rightful owner, perhaps a Muller will i 

there, who intentionally or unintentionally mis- 
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understood the summons, forces his way forwards 
and enters consciousness. 


Here is a Rumpelstiltskin technique, but 
note how benign a version: the original 
enemy is not to be combated, but is regarded 
as a sort of stranger to be called out and be- 
come acquainted with. In a sense the only im- 
provements that have been made on this tech- 
nique in recent years, the principle being the 
same, is that we now consider it rather gauche 
to shout; and we have adopted the politer 
device of extending engraved invitations, try- 
ing to make sure that we have the name of 
the guest as accurate as possible. 

Another major area that lends itself to 
similar treatment is the field of mental mech- 
anisms. Consider how introjection, projec- 
tion, conversion, isolation, reaction forma- 
tion, for example, are likewise treated in 
formulations of psychodynamics with varying 
degrees of personification and materialization, 
sometimes to the extent that these once more 
constitute therapeutic targets. Especially is 
this true of observations for the mechanisms 
of projection and isolation. But above them 
all is the concept of defense used as the most 
modern target for a magical sort of treat- 
ment. And yet this idea stems out of a rather 
sound theoretical concept, one which portrays 
the structuralization of defense mechanisms 
as an attempt at ego-solution of the internal- 
ized conflict. Here again one must empha- 
size the partial portrayal, and therefore an 
inaccurate portrayal, of defense mechanisms 
as pathogenic agents that lend themselves to 
being combated like aliens. Also high on the 
psychotherapist’s xenophobic list is the oper- 
ational handmaiden of the defense, namely, 
the resistance. 

It is logical at this point to proceed with 
the same sort of argument as given above in 
other instances. Defensive structures can be 
pathogenic. Resistances have to be overcome 
if certain therapeutic goals in certain in- 
Stances are to be achieved. What is empha- 
sized here is not the value of the concept in its 
total and appropriate gestalt, but its misuse 
when it is pulled out from the context of the 
entire proper formulation and used as a par- 
ticular point—a target for the hour. Fortun- 
ately, an increasing prevalence of a research 
attitude towards the subject of defenses has 
led to the consideration of the ego-strength- 
ening aspects of defense mechanisms and as a 
Tesult several developments have taken place. 
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One is a different type of clinical evaluation 
of certain kinds of emotional problems, where 
no attempt is made, and in our present state 
of knowledge perhaps correctly so, to get rid 
of defenses, but to see them as necessary to 
the integrity of the psychic structure of these 
particular patients. Moreover, in some in- 
stances, manipulative therapeutic devices 
might actually and likewise correctly be used 
to strengthen the existing defenses. The 
other development that goes hand in hand 
with the first is the removal of the designa- 
tion of pathogenic from such defense struc- 
tures, and this at least leads to attitudes in 
which magical devices are less likely to occur. 

Other examples will quite likely occur to 
you. I wish to add only one more, which I 
believe is a real materialization and personi- 
fication achieved by the “mother cult” among 
us. This invention is called by many names, 
the most euphemistic being “the schizophren- 
ogenic mother.” Here is a witch in modern 
garb. Her fate in the psychiatric scheme of 
things is still unsettled while she is going 
through her historic trial by ordeal. It may 
come to pass that her fate will be an easier 
one after the father becomes reintroduced 
into psychodynamics and regains his demonic 
primacy. 

Although it is sometimes impossible to sep- 
arate the rite from the spell, the main part of 
this discourse has primarily concerned the 
spell and less so the rite. The latter is worthy 
of some elaboration, if one considers how 
much ritualistic involvement goes on, in our 
practices, by set times and lengths of appoint- 
ments, by the use of certain accoutrements 
and appointments in a therapist’s office and 
by the ritualism of payment. These technical 
details of the treatment situation can be used 
magically ; one can set up actual taboos of re- 
lationship, as, for example, whether the pa- 
tient can or cannot see the therapist socially. 
This technical device may be treated in a 
manner of a rigid taboo or of magical facilita- 
tion of therapeutic aims, rather than as a nec- 
essary part of the conditions under which sci- 
entific therapy can or cannot go on. It is a 
topic for a much more expanded presentation 
than this paper to demonstrate the relics of 
magic in such therapeutic mechanics, The 
talking, the dream work, the catharsis, the 
abreaction, the interpretation and the invoca- 
tion of the emotional experiences all illustrate 
how mechanics can be used magically, and 
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are so used when taken out of a meaningful 
context. Glover’s remarks about the efficacy 
of inexact interpretations fit here if the effects 
are seen not only as assisting in the establish- 
ment of artificial paranoias, but also in the 
light of their usefulness as magical devices. 

From the above it might be inferred, since 
the virtue in magic lies primarily in the fixed 
formula, that those who adhere to “rigidity” 
or “orthodoxy” are most prone to the use of 
magical devices. So it may very well be, pro- 
vided the technical devices used are called 
upon as being the necessary ones for produc- 
ing magical cures, But if the technical de- 
vices are used for the purpose of setting down 
conditions for scientific inquiry, the chances 
of the use of these details of technique as 
magical devices are minimized. On the other 
hand, flexibility may become just as much a 
magical device as rigidity. For example, in a 
problem of dependency, the treatment that 
insists upon daily interviews, without the 
hours ‘being used to work the problem 
through, may very well be making of the 
frequency of interviews a ritualistic device. 
Likewise, the treatment of a problem of de- 
pendency by diminishing the number of inter- 
views in the hope that this in itself will reduce 
the problem is a use of the factor of infre- 
quent interviews as a magical technique. It 
Seems obvious that frequency or infrequency 
can both be used as magical devices, but if 
there is going to be some work done on the 
problem it also seems obvious that frequent 
interviews stand a better chance of success, 
all other things being equal. 

If we leave the field of individual psycho- 
therapy for the vaster one of “applied psycho- 
therapeutics” we can appreciate the many 
ways the ritual pervades our life from the 
morning shower to night-cap. Most striking 
are the gadgets and gimmicks used as help 
in modern child rearing, Sylvester’s(4) 
demonstration of the use of devices to prevent 
instinctual gratification or to grant gratifica- 
tion, the thumbguards, the automatic bottle- 
feeder, and the swings which don’t need 
mother’s presence, are a small part of the 
total process. Her thesis concerning the 
“mechanization” of ego functions to aid chil- 
dren in the process of reality adaptation 
and the attempts to standardize and regulate 
their aggression (¢.g., play therapy; amputa- 
tion dolls), fits in well with the theme of 
these remarks, since it seems clear that 
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mechanization of such types have also a ritu- 
alistic component. 

Tt would be quite another chapter and a 
lengthy one to extend the critical attitude 
that has been expressed in this paper on the 
technical devices to the important subject of 
the aims and goals of therapy. However, one 
thing might be said here in context with re- 
gard to this vast subject: those systems of 
psychotherapy that have as a primary goal 
the establishment of faith either in the thera- 
pist or in a philosophical, therapeutic, or re- 
ligious system, valuable though these aims 
may be as therapeutic efforts in some pa- 
tients, nevertheless tend much more to rely 
upon magical devices than do those therapies 
that leave a patient with an understanding 
and respect for the conditionalism and 
healthy scepticism which are part and parcel 
of scientific methods. Nor is it surprising in 
these days of crisis that out of anxiety so 
many of us find ourselves looking towards 
religion as a device to aid us in our work. 

Of the many conclusions which may be 
drawn from these remarks only one appeals 
to me now as fitting. Magic is our heritage. 
We cannot divest ourselves of it completely, 
for even if we deny it in ourselves, our pa- 
tients still see us as performers of magic in 
our acts, gestures and words—and above all 
in the words. But this social usefulness of 
magic is always a potential danger. So far 
as our work as psychotherapists is concerned 
I can best express my idea of this danger by 
a plea that we use our psychotherapy and its 
uniqueness as much as possible with the 
framework of a research-like attitude. Other- 
wise, it seems as though there is something 
within us, fearing magic though we do, yet 
being fascinated by its power, that forces us, 
when a therapeutic goal becomes predomi- 
nant in psychotherapy, to open the door to 
spells, incantations and magical rites. 
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THE PHYSICIAN'S ROLE IN PREVENTIVE MENTAL HEALTH 
SERVICES 


REYNOLD A. JENSEN, M. D., 2 MixNEAPOLIS, MINN. 


More beds are occupied by patients who 
are mentally ill than by those suffering from 
all other medical disorders. Significant as 
this single fact may be, it is paled by the 
larger problem of discontent, sorrow, and in- 
effectiveness reflected in the lives of those 
individuals, young and old, who are emo- 
tionally disturbed. A cursory reading of the 
daily newspaper provides an index to the 
magnitude of the total problem—one of the 
most pressing in the field of medicine. 

During the past decade, major emphasis 
in the mental health field(r, 5) has been 
directed toward defining (1) the magnitude 
of the problem, not only as it concerns frank 
mental illness per se but also as it involves 
those less seriously affected; (2) ways and 
means of improving diagnosis and treatment, 
including rehabilitation; (3) the need for 
more adequate physical facilities such as 
hospitals and clinics; (4) the need for addi- 
tional adequately trained professional as 
well as nonprofessional personnel; (5) the 
research needs. A lesser emphasis has been 
placed on prevention. 

lt is the purpose of this paper to re-empha- 
Size the need for consideration of prevention 
in the mental health field; to suggest a focal 
point around which concerted effort might 
begin and what the physician, as the pivotal 
center, in cooperation with others can and 
must contribute to insure its effectiveness. 

There are varying degrees of prevention. 

Ideally the most desirable goal is “absolute 
prevention.” If we hope ever to approach 
this ideal, much expensive and painstaking 
research must be done. 
Meantime, the mental health worker is faced with 
two preventive tasks: (1) to attempt to eliminate 
conditions that are generally harmful to mental 
health and (2) to handle the mildly sick—as is done 
in child guidance clinics and adult mental health 
clinics, . . .(3). 


1 Read in the Section on Child Psychiatry at the 
Troth annual meeting of The American Psychiatric 
Association, St. Louis., Mo., May 3-7, 1954- 

2 Professor of psychiatry and pediatrics, Univer- 
sity of Minnesota Medical School. 


Ridenour(4) has nicely emphasized the 
point: 

Clinical medicine can be thought of as the treatment 
of the individual, preventive medicine is the protec- 
tion of the individual, and public health is protection 
of the herd. Similarly, clinical psychiatry is [the] 
treatment of the individual, preventive psychiatry is 
protection of the individual. 


Preventive Mental Health Services in this 
discussion means the coordinated effort nec- 
essary to protect and sustain the individual's 
mental health by eliminating or ameliorating 
those conditions generally regarded as harm- 
ful to it. 

Happily, in recent years increasing atten- 
tion is being directed toward the development 
of a program of preventive mental health 
services(6, 7, 8). This is forcefully stated 
in one of the recommendations in the 1953 
report of the Council of State Govern 
ments (2). 

The urgent need for extending the area of preven- 
tion calls for increased research to determine the 
relative value of various preventive measures. Fu- 
ture studies, for example, should evaluate scientifi- 
cally the effectiveness of early treatment measures, 
such as those of clinics and child guidance centers, 
the results of improved prenatal care to reduce con- 
genital brain damage, new chemicals which may 
prevent the onset of some diseases, the usefulness of 
school classes in “human relations” and the results 
of improvement in community and family environ- 
ments. Since it is generally agreed that the founda- 
tions of mental disease are commonly developed in 
childhood, studies of biological, psychological, and 
social development should be stressed. 

Concern about mental health involves 
every segment of the population—the young, 
the middle aged, and the aged—each with 
its own special problems of adjustment. 
However, the focal point at which to begin is 
the child, his development, and the improving 
as well as strengthening of parent-child re- 
lationships or their counterparts. Walt Whit- 
man (10) in his inimitable manner has stated 
it thus: 

There was a child went forth every day, 

And the first object he looked up and received with 
wonder, pity, love, or dread, that object he 
became, 
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And that object became Part of him for the day, or a condition of Perpetual flux, our existing 


a certain part of the day, or for many years, or 
stretching cycles of years... 

His own Parents, 

He that had fathered him, and she that conceived 
him in her womb, and birthed him, 

They gave this child more of themselves than that, 

They gave him afterward every day—they and of 
them became part of him. 

The mother at home, quietly placing the dishes on 
the suppertable, 


The mother with mild words—clean her cap and 
gown, a wholesome odor falling off her person 
and clothes as she walks by : 


The father, strong, self-sufficient, manly, mean, 
angered, unjust, 

The blow, the quick loud word, the tight bargain, 
the crafty lure, 


The family usages, the languages, the company, the 
furniture—the yearning and swelling heart, 


Men and women crowding fast in the streets—if 
they are not flashes and specks, what are they? 


The streets themselves, and the facades of houses, 
and goods in the windows 


These became part of that child who went forth 
every day, and who now goes, and will always go 
forth every day. 


The significance of childhood years has been 
recognized since the early days of our Asso- 
ciation, Malamud( 11) calls attention to the 
writings of 2 early pioneers, R. B. Wood- 
ward, our first president, and Isaac Ray, 
fourth president, who emphasized the im- 
portance of education and the parent-child 
relationships. Butler(12) in 1879 wrote: 


We can also more efficiently apply the means of its 
[insanity] Prevention and remedy when we can 


very early in life the Predisposing causes of insanity 
are planted in the child, 

We are well aware of the many factors 
which contribute to the development of the 
personality during infancy and childhood and 
the many "needs" which must be satisfied, 
Often overlooked, but nonetheless important 
essentials in a child's life are: (1) An oppor- 
tunity to understand that, while Society is in 


institutions are sufficiently stable to provide 
a well-ordered place in which to live; (2) 
More adequate definition of social standards 
by which each individual may be guided to 
Participate in community living in a manner 
Satisfactory to himself and to others and by 
which he may measure his own worth ; (3) 
An opportunity to learn to distinguish clearly 
between living and the symbols of living; (4) 
An opportunity to give expression to aggres- 
sive, hostile, and irrational impulses in an or- 
derly manner in order that they may eventu- 
ally be sublimated into socially acceptable and 
constructive responses rather than increas- 
ingly destructive ones; (5) Provision for 
assuming increasing Tesponsibility consist- 
ent with ability, with a view toward de- 
veloping a greater sense of self-sufficiency ; 
(6) Preparation to fear neither the new nor 
the old but to meet courageously the require- 
ments of everyday living; (7) Not to fear 
failure, but to learn to deal effectively with 
the causes of failure; (8) Opportunity and 
encouragement for each individual to develop 
optimally his own potential; (9) Develop- 
ment of skills and techniques commensurate 
with ability to facilitate living harmoniously 
with others; and (10) Assurance to each 
individual of consistent, dependable support 
in success as well as failure. 

Great emphasis has been placed on the 
Pressing need for adequately trained person- 
nel—more psychiatrists, psychiatric nurses, 
social workers, psychologists, and occupa- 
tional, recreational, and psychotherapists, to 
mention only a few. True, they are sorely 
needed to provide treatment and rehabilita- 
tion for the vast numbers who are mentally 
ill or who are having difficulty in making a 
Satisfactory life adjustment. Such trained per- 
sonnel alsocan makea significantcontribution 
to preventive mental health services. How- 


ever, if an adequate program for such services » 


is to be developed it must be physician- 
centered—in the general practitioner, the 
pediatrician, every physician who deals with 
children. This has been true of every medical 
program of prevention—for tuberculosis, 
general paresis, malnutrition, the infectious 
diseases, etc. It will be true of any effective 
program of preventive mental health services. 
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Ziskind (13) has called attention to a num- 
ber of practical aspects which suggest: 
... that medical practice has potentialities for 


being the richest field yet to be subjected to mental 
hygiene [preventive mental health services] efforts. 


He mentions the large number of individuals 
involved. Relatively few new resources will 
be required since every physician has his 
own office; and 

His is a field in which it is not necessary to stimu- 
late people to do something about it. Here are the 
people actually seeking help. [A most significant 
point that has been largely overlooked is] the fact 
that the medical profession is a great educational 
force, [hence] the properly oriented physician should 
Prove to be one of the most potent factors in the 
dissemination of mental hygiene precepts. 


Today in this country, nearly every child 
born has been under prenatal care and is 
delivered by a physician. Many children are 
under physicians’ care during the first year 
of life, Recognizing that the physician can 
be “a great educational force” in the devel- 
Opment of a program of preventive mental 
health services, in what areas can he function 
and how? 

First and foremost, in the education of 
parents—particularly young parents who are 
expecting the arrival of their first child—and 
in the concomitant shaping of parental atti- 
tudes toward their role and responsibility to 
the child, Clarification of the nature of the 
child (that is the human being) is sorely 
ee Montagu(4) has recently empha- 
sized: 


Man is not born evil, nor is he born neither good or 
evil, but in a very positive sense he is born good. 
hen one analyzes the basic needs of the hu- 
man organism, those needs which must be satisfied 
if the organism is to survive, one finds that they 
are oriented in the direction of cooperation, of want- 
ing to love, as well as wanting to be cooperated 
with and loved, 


E every parent could be oriented in this basic 
Concept, what a profound effect it could have 
on the eventual amelioration of pain and 
Suffering ! Understanding of the dependency- 
independency struggle of the growing child, 
as well as the developmental patterns of 
Srowth, is likewise important. Early educa- 
tion of parents could do much not only 
toward the creation of a healthier home 
atmosphere in which children can grow but 
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also toward the elimination of tensions which 
often produce distortions in personality de- 
velopment leading to later, more serious ad- 
justment difficulties. The physician who un- 


derstands his potentialities for the promotion 


of mental health can make an incalculable 
contribution to it. 

Recognizing and ameliorating parental 
anxieties which may influence adversely the 
child is another important area in which the 
physician can function effectively, We are 
all aware of the devastating influence anxiety 
may have on the child. Allaying parental 
anxiety can logically begin during the preg- 
nancy period when many prospective parents 
look forward to the future with doubts and 
misgivings. Physicians, understanding this, 
are beginning to deal effectively with such 
tensions not only by individual treatment, 
but also by organizing “classes” for prospec- 
tive mothers and fathers. Another excellent 
opportunity for allaying parental anxieties 
follows the birth of the child. Forthrightness 
in assuring the parents that the child is “all 
right” is of great value. A short period of 
friendly discussion at the time can be of 
immeasurable comfort. One young mother 
spoke enthusiastically of how wonderful her 
physician was. When asked to explain, she 
replied, “Why, he spent a whole hour with 
me just talking about babies." An hour spent 
in such discussion at this critical time may 
serve not only the child and his parents well, 
but also the busy physician! The develop- 
ment of “family centered maternity and infant 
care"(15) can likewise become an important 
phase of preventive mental health service. 
Dealing with parental concern during a 
child's illness may be as important as the 
management of the illness. Relaxation of 
rigid hospital visiting regulations for parents 
is helpful. 

Consistent support during periods of pa- 

rental stress is also rewarding. One young 
pediatrician put it this way: 
When the going is rough [as it often is during the 
first 3 months of an infant's life] I keep talking 
about the time when things are going to be better. 
When they're going well, I try to anticipate the 
times when they're going to get rough again and 
get them [the parents] ready for it. 

Helping parents with handicapped children 
is a difficult task but one which carries with 
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it many opportunities for the promotion of 
mental health, not only for the child but 
the parents and family as well. The handi- 
capped child too often learns to compensate 
for his deficiency by making excessive de- 
mands for attention and special considera- 
tion, which frequently complicate parents’ 
lives and family living. Helping parents who 
are prone to be overprotective, overanxious, 
or even resentful of the child’s handicap, is 
difficult but important. 

The many opportunities to help parents 
of mentally deficient children are just be- 
ginning to be understood. It is an area too 
long neglected. Inability or unwillingness 
on the part of the physician to deal with the 
deficiency at the earliest possible moment 
has complicated the adjustment of many 
children and their families. Most parents 
"know" of their child's deficiency but need 
“confirmation” of their doubts and help in 
planning for the child’s future. 

The physician’s management of the child 
is likewise important in the promotion of 
mental health. Too often the need for de- 
veloping a good relationship with the child is 
ignored or overlooked, or the need to prepare 
the child adequately for medical or surgical 
procedures, or the need for subsequent 
friendly support so essential during convales- 
cence. Fortunately many physicians are be- 
ginning to appreciate how important such 
considerations are and are re-orientating 
their methods of handling the child in trouble. 
More need to do so. 

Painstaking research has demonstrated 
conclusively the close relationship between 
tension and bodily function. The physician’s 
recognition and acceptance of the mind-body 
relationship helps him to avoid mistakes in 
diagnosis and opens many avenues for more 
adequate care and management, thereby pro- 
moting mental health. 

Many other areas in which the physician 
can exert his influence in the promotion of 
preventive mental health services could be 
mentioned. One point requires emphasis: 
as the physician recognizes and understands 
his role and responsibility in the education 
of parents and the help he can give them, 
parents will be more effective in the rearing 
of children, 

There may be some who will question 


whether stich an ideal can be realized. All 
I can say is, if attendance at postgraduate 
courses designed to help physicians in this 
area means anything, if the increasing 
number of pertinent articles appearing in the 
current medical literature, and the number 
of referrals being made for specialized help 
in the more stubborn problems are any indi- 
cation of physician interest, eventually we 
shall attain that goal. 

But what does this mean to us as psychia- 
trists interested in children, Should it be our 
concern? If so, what can our particular 
contribution be in the development of a pro- 
gram of preventive mental services? 

An initial contribution, sorely needed, is 
the formulation of all basic knowledge con- 
cerning the nature and nurture of the child. 
Tn no field is there such a wide variety of 
theory and fancy—much of which today is 
accepted as fact. Such a task would be a 
formidable one but, if accomplished, would 
do much to clarify many issues. It would 
seem appropriate to suggest that this Section, 
with the cooperation of the Committee on 
Child Psychiatry, give serious consideration 
to its undertaking. 

Needed also is increased attention to the 
development of more adequate understanding 
of methods of prevention. Lemkau(g) has 
stated: 


it can be said that the child guidance movement 
has thus far contributed much less to prevention 
than it has to treatment. 


If this is true, we can no longer ignore our 
responsibilities but must give consideration 
to the development of more adequate methods 
of prevention—particularly methods which 
our colleagues can use in their respective 
practices, 

As basic knowledge and methods of pre- 
vention are formulated, it will be essential 
to develop more meaningful methods of com- 
munication not only among ourselves but 
also between us and our colleagues in 
practice. Only as knowledge is translated 
into emotional and intellectual experience can 
it become meaningful and useful. 

In addition, a new orientation to mental 
health problems seems to be in the process 
of formulation. The most recent evidence 
of this change is reflected in the promotion 
of “a new, optimistic attitude toward mental 
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health” and the “focus on mental health, not 
so markedly on mental disease" (16). Some 
years ago Blain(17) succinctly stressed this 
point. j 


Our attention is traditionally focused on the six per 
cent who are sick. It is the ninety-four per cent 
who are well who are the most important. Mental 
health is more important than mental disease. 
Viewed without sentiment, healthy people are more 
important than sick people. There are more of them, 
they do their share of the world's work, produce 
enough in excess of their own needs to provide for 
children and the aged; and they care for the sick. 
It is in changing sick people into healthy people 
and in keeping the healthy from getting sick, that 
medical science finds the chief reason for its 
existence. 


As we learn together to care for, protect, 
and sustain the individual, it should be possi- 
ble one day to realize the responsibilities 
which Nietsche once defined for us: 


The highest mental development of a physician has 
not been attained when he knows the latest and best 
methods and is skilled in performing them. He must 
possess the facility of speech which suits itself to 
each personality and is able to draw the heart out 
of his breast; a manliness which dispels at a glance 
despondency (the worm which feeds on every pa- 
tient), a diplomatic keenness capable of mediating 

een those who need happiness for their cure and 
Such who in their complete health must and can 
Spread happiness; the cunning of a detective or an 
advocate who understands the secrets of the soul 
without divulging them. In short, a physician now 
requires a grasp of all the dexterity and intricacies 


of all other professional classes. Equipped in this 
way, he is able to be a benefactor to the whole of 
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STIMULATION OF THE AMYGDALOID NUCLEUS IN A 
SCHIZOPHRENIC PATIENT: 2 


ROBERT G. HEATH, M. D., RUSSELL R. MONROE, M. D., ano WALTER A. MICKLE, M.D. 
New OnrzANS, La. 


This report demonstrates the effects of 
electrical stimulation of the region of the 
amygdaloid nucleus through electrodes 
chronically implanted in a schizophrenic pa- 
tient. 


The patient, a 27-year-old housewife, whose in- 
creasing feelings of unreality had become completely 
incapacitating shortly before her admission to 
Charity Hospital in New Orleans, February 18, 
1953, had been given electric shock therapy at 
another hospital. This had only increased her 
anxiety and depression without affecting the under- 
lying sensations of unreality, As far back as she 
could remember, this ement with the world 
had been a problem. She realized that she was 
different, particularly in being unable to express 
warm and affectionate feelings. Even minute 
changes in her surroundings were not tolerated. 
She isolated herself from family and friends, never 
left home except to go to school, and upon marrying 
insisted that her husband move into the family 
home. Only a permissive isolated rural environ- 
ment had prevented an earlier hospitalization. Other 
symptoms were phobias and slight referential trends. 
Four months of psychotherapy with amytal and 
benzedrine as adjuncts led to no improvement. The 
diagnosis was chronic undifferentiated schizophrenia. 


The electrodes were implanted on June 25, 
1953. This stimulation to the region of the 
amygdaloid nucleus occurred on August 25, 
1953, 61 days after the electrode implanta- 
tion. The technique of implanting electrodes 
has been described elsewhere(r, 2). The 
ball of the electrode is about 2 mm. in di- 
ameter. With this technique we have kept 
the electrodes in place for periods extending 
to r5 months. Figure 1 is an X-ray of the 
skull showing electrodes in position. Stimu- 
lation employed was of an intensity up to 
5 ma., measured by a stimulus monitor built 
in the Tulane Laboratories(3). The wave 
form consists of a rectangular pulse 1 msec. 
in duration at a frequency of roo/second 
with reversal of polarity. 


1Read at the roth Annual Meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

? From the Tulane University School of Medicine; 
research supported by the Commonwealth Fund. 
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EFFECTS OF STIMULATION 


The patient’s principal response with this 
stimulation was a reaction of rage appearing 
when the current approached an intensity 
of 5 ma. When the current was reduced to 
4 ma., the rage disappeared and the patient 
was able to discuss it quite objectively. The 
rage returned each time that the current was 
increased to 5 ma. and similarly disappeared 
when the current was reduced to 4 ma. The 
patient states that she was perfectly aware 
of her feelings but described them as un- 
usual for her. During the periods when the 
current was below threshold she was rather 
amused by her reaction, At various intervals 
repeat x-rays were obtained which indicated 
that the electrodes had not shifted. Despite 
this, on subsequent treatments utilizing the 
same parameters of stimulation, the patient 
developed intense fear with an impulse to 
run. The common feature was a strong 
emotional response. * 


DISCUSSION 


Through this technique some correlation 
between the physiology of the intact brain 
and the reporting of the patient is possible. 
This report is concerned with the production 
of a strong emergency emotional response 
with stimulation in the amygdaloid nucleus. 
There are numerous reports in the physio- 
logical literature regarding studies to de- 
termine the function of this anatomical 
structure. Several authors discuss apparent 
alterations in the emotional responses © 
animals with stimulation and ablation of the 
amygdaloid nucleus. In the animal studies 
it is difficult to evaluate accurately the mean- 
ing of the observed phenomena since the 
animal is unable to report. The observations 
have been limited to somatomotor and vaso- 
motor responses, which in many instances 


B H this 
8 When being read at the Annual Meeting, 
paper was accompanied by a motion picture. 
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were similar to those which human subjects 
demonstrate when describing a state of rage 
or fear. 

Bard(4) has described a lasting depres- 
sion of the threshold of rage reactions in 
cats with bilateral ablations which included 
the amygdaloid nuclear complex. He specu- 
lates that the area of the amygdaloid acts as 
a funnel through which inhibitory influences 
on this emotional response (rage) originating 
in the transitional cortex in the midline, in 
the neocortex, and in the amygdaloid itself 
exert a suppressive effect on brain stem 

mechanisms. Kluver and Bucy (5), in 
seeming contradiction, report that bilateral 
removal of the temporal lobe, hippocampus, 
uncus, and amygdala resulted in heightened 
threshold for anger in the normally wild 
macaca mulatta. Many physiological articles 
have suggested that the hypothalamus is 
concerned in the production of angry be- 
havior(6, 7). Magoun, et. al.(8) have de- 
scribed animal behavior suggestive of anger 
with stimulation of the midbrain. McLean 
and Delgado(9) reported a directed anger 
defense or attack occurring following a 
Stimulation of the hippocampus near the 
amygdaloid, Freeman(10) described the re- 
moval of the amygdaloid nucleus in psychotic 
patients with intractable hallucinations, He 
does not describe at length alterations in 
emotionality, but reports that auditory hal- 
lucinations ceased for sometime following 
this procedure, 

In our studies the reporting of the patient 
indicates that the strong emotional response 
I conscious and integrated in the thinking of 
the patient, and that it is a directed response 
Which occurs in association with the electrical 
Stimulus. 

In our studies with a large number of pa- 
tients stimulated through various subcortical 
regions we have obtained a violent Tage re- 
action with stimulation of only one other 
Fegion—the rostral mesencephalon. In this 
instance the rage appears to be more intense 
and somewhat less integrated. The hypo- 
thalamus has been stimulated in many pa- 
tients; in no instance have we obtained a re- 
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action of rage. Likewise stimulation of the 
caudate nucleus, septal region, and hippo- 


.campus haye never been associated with ihe 


appearance of rage. Although the strong 
emergency reaction appeared each time the 
amygdaloid was stimulated in this patient, 
the response varied from time to time, oc- 
casionally being predominantly rage and 
other times predominantly fear. Our studies, 
as well as the reports in the literature, 
seemingly suggest that it is impossible to 
make a one-to-one correlation between stimu- 
lation of this nuclear mass and the behavioral 
response. Apparently the dynamic physio- 
logical-psychological. state of the total indi- 
vidual is of the utmost importance in effecting 
the final response, even though the para- 
meters of stimulation are constant, The same 
observation has held with our stimulations 
to other regions, regardless of the type of 
stimulation, whether electrical, Psychological, 
or pharmacological. 


BIBLIOGRAPHY 


1, Heath, R. G., Becker, H. C, Peacock, S. M., 
Jr., Llewellyn, R. C., Founds, W. L., Ir. , and Miller, 
W. H., Jr. Some aspects of subcortical studies in 
man. Trans. Am. Neurol. Assoc., 78th Ann. Mtg., 
p. 216, June 1953. 

2. Tulane Department of Psychiatry and Neu- 
rology. Reported by Heath, R. G., et. al. Studies 
in Schizophrenia a Multidisciplinary Approach to 
Mind-Brain Problems. Cambridge: Harvard Press, 
1954. 

3. Becker, H. C., Peacock, S. M., Jr., and Heath, 
R. G. A stimulus monitor and its use in electro- 
physiology. Trans. Am. Neurol. Assoc., 78th Ann. 
Mtg., p. 227, June 1953. 

4. Bard, P., and Mountcastle, V. B. A. RN. M. D., 
72: 362, 1948. 

5. Kluver, H., and Bucy, P. Arch. Neurol. 
P: iat., 42:079, 1939. 

yx P. Am. J. Physiol, 84:490, 1928. 

7. Ranson, S. W. Some functions of the hypo- 
thalamus. Harvey Lecture. Bull. N. Y. Acad. Med., 
13:241, May 1937. 

8. H. W., Atlas, D., Ingersoll, E. Hj 
and Ranson, S. W. J. Neurol. Psychopath., 71 : 241, 
1937. 

i MacLean, P. D., and Delgado, J. M. R. EEG 
and Cl, Neurophysiol., 5:91, 1953. 

10. Freeman, W., and Williams, J. J. Nerv. 

Ment. Dis., 116: 456, 1952. 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL or Psycuratry: 


Sm: As an honorary member of The 
American Psychiatric Association, may I re- 
fer to the comment by Dr. Leo Alexander in 
the January 1955 number of THE AMERICAN 
JouRNAL or PsvcuraTRy, This comment 
points to the hazard of having persons of du- 
bious mental health in high public office, May 
I point out that since 1919, I have in pub- 
lished articles and addresses actively empha- 
sized the need for some means of evaluating 
the mental status of persons aspiring to posi- 
tions of great responsibility. In 1952, I pub- 
lished a monograph, Staatsfuehrung und Psy- 
chopatie, dealing with this matter, which re- 


matter deserves some further consideration 
and debate, in the interests of responsible 
government and world peace, 
Erwin SrRANSKY, 
Vienna. 


Editor, AMERICAN Journat or PsvcuraTRY : 


Sm: The recent article by Szatmari, Hof- 
fer, and Schneider (“The Effect of Adreno- 
chrome and Niacin on the Electroencephalo- 
gram of Epileptics," Am, J. Psychiat, 111: 
603, 1955) is worthy of very serious thought 
and critical review. It j 


Smythies, J. Ment. Sci. 61:411, 1952, and a 
hypothetical concept that an “M substance” 
might be “somehow related to both.” On the 
basis of the experimental data in this paper, 
the authors suggest that "adrenochrome or a 
similar substance Plays a part in the genesis 
of schizophrenia," 

Their material would imply that mescaline 
should produce a similar result to adreno- 
chrome in epileptics. The fact is that mesca- 
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line decreases or abolishes the abnormal brain 
wave potentials of epileptic patients. (Ameri- 
can Electroencephalographic Society, Atlan- 
tic City, June 1954; and “Studies on Mesca- 
line IIT: Its Action on the Clinical and Brain 
Wave Patterns of Epileptic Patients," Psy- 
chiat. Quart, in press). Chlorpromazine 
hydrochloride, one of the newer pharmaco- 
logic agents in psychiatry, whose clinical 
action has been well described, particularly 
in France, England, and Switzerland, pro- 
duces the same effect as adrenochrome in 
epileptic patients, (“Studies on Mescaline 
V: Antagonism Between Mescaline and 
Chlorpromazine," by Denber and Metlis, 
read at the AAAS Meeting, Berkeley, Cali- 
fornia, December 30, 1954). Using the same 
type of reasoning found in this article, 
adrenochrome and chlorpromazine hydro- 
chloride should be equivalent substances since 
they produce the same electroencephalo- 
graphic abnormality in epileptics. This is 
not so, neither chemically nor clinically. 
The quotation of a “high incidence of 
Paroxysmal bilateral abnormalities in the 
EEG of schizophrenics” to further the hy- 
pothesis advanced in the Paper can be duti- 
fully questioned. R. J. Ellingson (“The 
Incidence of EEG Abnormality Among Pa- 
tients with Mental Disorders of Apparently 
Non-Organic Origin: A Critical Review, 
Am. J. Psychiat., 111 : 263, 1954) noted inre 
lation to the EEG of schizophrenics that “the 
most common abnormalities observed are of 
the nonspecific diffuse types, that almost 
every kind of abnormality has been re- 
ported.” He also states, “an abnormal EEG, 
especially if focal, paroxysmal or severe dif- 
fuse abnormality is present, still suggests 
first an organic brain disorder, and D 
should be tentatively presumed to exist an 
be carefully checked out.” I am in complete 
agreement with Ellingson's comments on the 
basis of routine EEG's done at this hospital, 
now numbering more than 1,000. k 
The only suggestion the authors can make 
on the basis of their data is that a dience- 
phalic disturbance exists in schizophrenia—a 
fact proposed by Bleuler and many others 
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years ago. It is questionable whether the 
substance involved in the genesis of this dis- 
order is adrenochrome, for bilateral ablation 
of the adrenals has never been adopted as a 
therapeutic procedure in psychiatry. (“The 
Effects of Bilateral Adrenalectomy on Schiz- 
ophrenic Adjustment,” by N. S. Apter and 
collaborators, American Psychiatric Asso- 
ciation, Atlantic City, 1952). 
Herman C. B. Denzer, M. D., 
Ward's Island, New York City. 


REPLY TO THE FOREGOING 


Editor, AMERICAN. JOURNAL or PsvcHIATRY: 


Sm: Dr. Denber criticizes our hypothesis 
that adrenochrome or similar quinone in- 
doles play an etiological role in schizophrenia. 
To substantiate his criticism, he attributes to 
our paper certain statements and inferences 
that were not made nor suggested, The hy- 
pothesis was first advanced by Hoffer, Os- 
mond, and Smythies (J. Ment. Sci., 100: 29, 
1954, and was repeated in our paper). The 
data in this paper add to the evidence first 
advanced in our previous one. 

In his second paragraph, Dr. Denber draws 
the inference that mescaline and adreno- 
chrome ought to have similar properties in 
all respects. Since they have dissimilar ac- 
tivity on the EEG of epileptics this proves 
that they are dissimilar. We would not have 
drawn the inference that they are similar 
and, therefore, do not feel impelled to dis- 
Prove what we do not believe. We do not 
Subscribe to the theory that substances which 
Produce similar Physiological activity are 
necessarily of similar chemical nature. 

Whether or not EEG abnormalities found 


in schizophrenia are specific, or so-called 
nonspecific, is still under investigation. For 
every author who finds no abnormality there 
isanother who does. The difficulty lies in the 
analysis of the record, With increasing use 
of frequency analyzers, psychiatrists may 
come to some agreement on this interesting 
problem, (Kennard, Rabinovitch, Fister, 
EEG and Clin. Neurophysiol., 7:29, 1955). 

Finally, it is claimed that since adrenalec- 
tomy does not cure schizophrenia (it has in 
a few instances) that adrenochrome could 
not be etiologically related. This surely is a 
naive point of view. Dr. Denber must know 
that about one half of the sympathomimetic 
output is of medullary origin and that there 
are many other sympathetic ganglia scat- 
tered throughout the body. 

We proposed a hypothesis which is reason- 
ably clear and which meets the basic require- 
ment of a hypothesis that it can be tested by 
the scientific method. We agree that this 
hypothesis is open to question and we hope. 
that investigators will seriously subject it to 
the question. We hope investigators will 
destroy our hypothesis, for in doing so more 
information will be gained. However, it is 
a bit disturbing that the hypothesis, which 
we have presented in good faith and with 
some scientific validity, can be written off so 
readily without subjecting it to scientific 
analysis. Surely to test our hypothesis inves- 
tigators need merely develop an accurate 
assay method for adrenochrome and then de- 
termine whether this quinone is present in 
Schizophrenic body fluids. Our field is al- 
ready too heavily burdened with debate and 
fruitless ent, 

77 Horrer, Pu. D., M. D., 
Regina, Saskatchewan. 


COMMENT 


CYCLES IN MENTAL HOSPITAL SERVICES 


The development and maintenance of 
facilities for the treatment and care of the 
mentally ill are in general cyclic in effect. 
Continuously sustained efforts for improve- 
ment have almost never been established. As 
a tule, the hospitals receive small appropria- 
tions for maintenance and inadequate pro- 
vision for new buildings, replacement, and 
repairs. It is unfortunate that many hospitals 
retain elements of old Systems such as un- 
satisfactory fire hazards in buildings, lack of 
needed facilities for the examination and 
treatment of patients, resulting in neglect, 
lack of laboratories for supplementing diag- 
nosis and research. Occasionally, a large 
appropriation may be made, in some cases 
too large for proper application within a 
limited period. Those interested in further 
funds may be reminded of this large appro- 
Priation, perhaps unexpended and lapsed 
because of time limits, and the request for 
more funds is discouraged. Enthusiasm 
wanes, and there results a long period of 
frustration and further deterioration, until 
the public becomes aroused perhaps by 
instances of neglect. The Cycle is repeated 
and a concerted drive for improvements is 
urgently called for, with the possibility of 
limited success, 

Remedial Surveys will be helpful, including 
a study of building conditions and facilities, 
with determination of the minimum needs to 
Provide for the expected increase of patient 
population and plans for the future, Such 
a study may be made the basis for a bond 
issue or otherwise a large appropriation, with 


budgetary control of the expenditure for a 
sufficient period, As suggested by a colleague, 
it would be helpful and more economical if 
such a plan is established for continuous 
Support in a way patterned on the policies 
of the better corporations, solving many of 
the problems. Similar Principles may be 
applied to other departments of the hospital 
having to do with the care, treatment, educa- 
tion, and research as related to all the 
patients. 

These are difficult situations and there is 
required alert and continuing leadership, in- 
cluding constant enlightening of governing 
bodies in a better comprehensive program. It 
is encouraging that groups of governors and 
other authorities, also the general public, 
are informed as to the needs and are aroused 
to appropriate action. Organized drives may 
again be required. Successful results should 
be safeguarded by making funds available 
for proper expenditures with budget control, 
and overcoming the old tendency of lapsed 
interest and the return of cycles. 

Extended resources and facilities of the 
American Psychiatric Association are avail- 
able including surveys of hospital systems, 
expert inspection of institutions with explicit 
reports suggesting ways and means of proper 
hospital development. Conferences on various 
problems may be arranged with courses for 
medical, nursing, and attendant personnel. 
In such ways, hospital administrators may be 
assisted and the patients benefited. 

W. C. S. 


FURTHER TO THE GUITEAU CASE 


Attention has been drawn to possible mis- 
leading implications of the end paragraph 
in the historical note on the Guiteau case in 
the March issue of the JounNar. This com- 
pressed paragraph requires some reading 
between the lines. The main issue was that 
attitudes and opinions change with the pas- 
sage of time. This is self-evident and hardly 
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needs saying. In the Guiteau case 16 medical 
experts gave evidence that the assassin was 
sane, that is, that he was accountable before 
the law for his acts. Eight experts gave con- 
trary evidence. It was a “battle of experts. 

However, these expert witnesses were pre- 
sumably as well qualified specialists as were 
available at that time, and while we cannot 
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retrospectively penetrate their several minds 
to identify influences determining their judg- 
ments, the testimony of Dr. Gray and his 
15 colleagues was acceptable to the jury, 
whose verdict, it is safe to say, was accept- 
able to the country. 

The opinion has been expressed that today 
the verdict would have been “not guilty by 
reason of insanity.” That opinion may be 
correct although it remains only opinion. It 
is strengthened by recalling what happened 
in the notorious Thaw and Loeb-Leopold 
cases. We may well remain somewhat mod- 
est about our fallible human judgment, and 
about the judgment of experts too, whether 
of yesterday or today, and giving due con- 
Sideration to the advances psychiatry has 
made in the past three-quarters of a century. 
It is a fair guess that if Thaw and Loeb and 


Leopold had been tried in the 1880's they 
would not have lived as long as two of them 
did and one of them has. 

Refinements of diagnostic techniques 
available today play a potent part in expert 
decisions; but individual experience, nature, 
and judgment also play their part; and atti- 
tudes and opinions do change with the 
passage of years. Can we be sure that judg- 
ments of today are necessarily better than 
those of yesterday or will remain better than 
those of tomorrow? 

It should not be necessary to add that the 
paragraph in the historical note referred to 
does not suggest that persons legally insane, 
that is, who do not know the nature and 
quality of their act or that the act is wrong, 
should be executed, 


MECHANIZATION OF SOCIETY 


The gods of our time, mechanization and organization, have brought life and death. They 
have wired up the whole world, established contact throughout, created everywhere the 
Possibility of co-operation, concentration of strength and mutual understanding. At the 
same time they have trapped the spirit, fettered it, stifled it. They have led man from 
individualism to collectivism. But with his misguided insight man has so far succeeded 
only in realizing the evil that is in every collectivism, the negation of the deepest personal 
values, the slavery of the spirit. Will the future be one of ever greater mechanization of 


society solely governed by the demands of utility and power? 


—Jonan HUIZINGA 


NEWS AND NOTES 


Ernest Exvin Haney, M.D.—Dr. 
Ernest E. Hadley, F LCP nationally 
known psychoanalyst, died unexpectedly on 
August ro, 1954, following an operation. 

Born in Alton, Kansas, August 2, 1894, 
he received the degree of Bachelor of Science 
in Medicine from the University of Kansas 
in 1918 and his medical degree from the 
same institution in 1920, He served on the 
Psychiatric staff of Saint Elizabeths Hospital 
from 1921 to 1929, when he resigned to enter 
the private practice of Psychoanalysis, 

At the time of his death, Dr. Hadley was 
President of the Washington Psychoanalytic 
Society; Director of the Washington Psy- 
choanalytic Institute; had been consultant 
to the Veterans Administration, conducting 
weekly seminars in the local mental hygiene 
clinic; consultant to the Corporate Founda- 
tion for Research and Training in Psychia- 
try; teacher at the New Orleans Psycho- 
analytic Training Center; and Fellow of the 
Board on Professional Standards of the 
American Psychoanalytic Association. For 
many years he contributed reviews and arti- 
cles to scientific publications. 

Dr. Hadley organized, and from 1933 to 
1945 was trustee and secretary of, the Wil- 
liam Alanson White Psychiatric Foundation, 
He founded the journal Psychiatry, and was 
co-editor from 1938 to 1945. He served as 
chairman of the Central Examining Board 
for Neurology: and Psychiatry, Selective 
Service System, in 1941, and was also chair- 
man of the psychiatry panel, Army Induction 
Board, Fort Myer, Virginia, from 1942 to 
1944. 


He was a member of the American Psy- 
choanalytic 
1936) ; Fellow of the American Psychiatric 


Many are deeply indebted to him for his 
encouragement, his gentle kindness and un- 
lerstanding, his advice and wisdom. 
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Sant ELIZABETHS Hosrrrar. CENTEN- 
NIAL.—At the hundredth anniversary meet- 
ing of Saint Elizabeths Hospital, Washing- 
ton, D. C. (March number of this Journat, 
P- 711), May 5 and 6, 1955, the following 
speakers from the United States, South 
America, and abroad will participate in the 
professional meeting: Dr. Arthur P. Noyes, 
President of The American Psychiatric As- 
sociation and formerly first assistant physi- 
cian at Saint Elizabeths; Dr. G. Ronald 
Hargreaves, Director of the Mental Health 
Division of the World Health Organization, 
Geneva, Switzerland; Dr. Paul Daniel Siva- 
don, Director of Mental Hospitals, Depart- 
ment of the Seine, France; Dr. Honorio F. 
Delgado, Director of the Department of 
Neuropsychiatry, University of San Marco, 
Lima, Peru, oldest university in the Western 
Hemisphere; Dr. Nolan D. C. Lewis, Direc- 
tor of Research at the New Jersey Neuro- 
Psychiatric Institute, former head of the 
Department of Psychiatry at Columbia Uni- 
versity; Dr. Bernard Glueck, New York 
City, authority on forensic psychiatry; Dr. 
Zigmond Lebensohn, Associate Professor of 
Psychiatry at Georgetown University, Wash- 
ington, D. C.; Dr. Henry Brosin, Director, 
Western Psychiatric Institute, Pittsburgh, 
Pennsylvania; Dr. Alfred H. Stanton, Vet- 
erans Administration, Boston, Massachu- 
setts; Dr. Gardner Murphy, psychology, To- 
peka, Kansas; and Miss Hester Crutcher, 
social work, Albany, New York. : 

Dr. Gregory Zilboorg, New York City, 
medical historian and psychoanalyst, will 
address a dinner meeting at the Willard 
Hotel on the closing day, May 6. Dr. Win- 
fred Overholser, Superintendent of Saint 
Elizabeths, will preside at the meetings. 

The forthcoming meeting at Saint Eliza- 
beths Hospital immediately precedes meetings 
of the American Psychoanalytic Association 
and The American Psychiatric Association at 
Atlantic City. Persons attending these meet- 
ings from considerable distances will thus 
be able to attend the Saint Elizabeths meet- 
ings without having to make separate trips. 
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THE AMERICAN FUND For PSYCHIATRY. 
— The Hoover Commission Report calling 
mental illness the Number One health prob- 
lem in the U. S. will be brought to the atten- 
tion of the nation's top 3,000 corporations 
in a nationwide fund-raising effort to be 
undertaken by the American Fund for Psy- 
chiatry. Irving B. Harris, Chicago business- 
man and philanthropist, is president of the 
Fund’s Board of Directors; and Dr. 
George P. Berry, Dean of the Harvard 
Medical School, is chairman. 

The American Fund for Psychiatry has 
announced that it recently completed a sur- 
vey of stockholder attitudes toward corpora- 
tion gifts to psychiatry and found that more 
than 90% of the shareholders felt corpora- 
tions should make contributions to support 
psychiatric research and personnel training. 
They ranked mental disease equal in im- 
Portance to cancer for corporate donations 
and rated it before any of the other diseases 
for such support. 

The American Fund for Psychiatry is the 
only fund-raising organization seeking to 
raise funds for psychiatry. from business 
alone. ; 


NATIONAL HEALTH Forum.—‘Forecast- 
ing America’s Health” was the theme of the 
1955 National Health Forum held March 23- 
24, 1955, at the Hotel Sheraton-Astor, New 
York City, under the auspices of 49 national 
Organizations. According to Dr. Roscoe P. 
Kandle, deputy commissioner, New York 
City Department of Health, and this year’s 
Forum chairman, the basic aim of the 1955 
Forum was “to find new guidelines that 
health organizations, whether community, 
State, or national, can follow to work together 
more effectively," 

At the afternoon session, March 24, de- 
Noted to the National Health Council’s 
Health Career Horizons project, it was an- 
nounced that the 160-page Health Careers 
Guidebook is being sent to the nation’s 
29,000 secondary schools and junior colleges, 

he Guidebook and other Health Careers 
Publications are being provided without 
‘charge by the National Council with the 
Public Service support of one of its members, 
ithe Equitable Life Assurance Society of the 

nited States, 


chairman of the Department of Physical 
Medicine and Rehabilitation of the New 
York University College of Medicine and 
chairman of the Health Resources Advisory 
Committee of the Office of Defense Mobili- 
zation, addressed the dinner which closed the 
Forum on Thursday evening. 


New Curricutum IN CED DEVELOP- 
MENT.—A training program for working 
with normal and disturbed children in resi- 
dential treatment and nursery school settings, 
combining the academic, clinical, and re- 
search approaches, and leading to a Master 
of Science degree, is being sponsored by the 
Graduate School and the Medical School, 
through the Department of Psychiatry and 
Section of Child Development, at the Uni- 
versity of Pittsburgh, under the direction 
of Dr. Benjamin Spock. 

Courses will be available to graduate stu- 
dents from many backgrounds and disci- 
plines, including psychology, sociology, social 
work, education, and nursing. For general 
information concerning this program write: 
Dr. Lois M. Hilgeman, 3811 O'Hara Street, 
Pittsburgh 13, Pa.; for admission to the 
Graduate School, apply to the Office of the 

ean, i 


EASTERN GROUP THERAPY ASSOCIATION, 
—At the first meeting of this Association, 
held at the New York Academy of Science, 
February 25, 1955, the following new officers 
were elected: president, Dr. Max Rosen- 
baum; president-elect, Dr. Harold Leopold; 
secretary, Mr. Beryce MacLennan; treas- 
urer, Dr. Herbert Barry, Jr. i 

Conditions of membership in the associa- 
tion are membership or associate member- 
ship in the American Group Psychotherapy 
Association, Inc. | ; 

The second meeting was held at the New 
York Academy of Science, April 29, 1955. 


PAN AMERICAN MEDICAL ASSOCIATION.— 
The Tenth Inter-American Congress of the 
Pan American Medical Association will take 
place in Mexico City. The scientific sessions 
will be held March 25-28, 1957. The Con- 
gress will be divided into sections covering 
all branches of medicine and surgery. The 
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Association has 42 medical sections including 
the new “Section of General Practice." 

March 29-31 will be spent in sight-seeing, 
with visits to Cuernavaca, Taxco, and Aca- 
pulco. On Monday and Tuesday of the fol- 
lowing week, medical meetings will be held in 
Guatemala City in conjunction with the local 
chapter there. 

A large number of physicians are expected 
to attend from all of the Latin American 
countries as well as from the United States 
and Canada. 

The president of the Association is Dr. 
Pedro A. Gutiérrez Alfaro, Minister of 
Sanitation and Public Welfare of Venezuela. 
The Executive Director is Dr. Joseph J. 
Eller, 745 Fifth Avenue, New York, N. Y. 


MassacHUsETTS Survey or COMMU- 
NITY PSYCHIATRIC RESOURCES.—In 1951 
the Harvard School of Public Health con- 
ducted a Survey of Community Psychiatric 
Resources in Massachusetts for the Massa- 
chusetts Department of Mental Health. The 
Survey was under the direction of Dr. 
Warren T. Vaughan, Jr., now Director of 
the Department's Division of Mental Hy- 
giene, responsible for the development of 
area mental health centers throughout the 
State. Copies of the Survey have recently 
been distributed to all clinics, hospitals, and 
physicians who participated in the Survey, 
and to 300 health and social agencies in 
Massachusetts. A limited number of copies 
are available free of charge to professional 
organizations interested in the mental health 
field. Copies may be obtained by writing: 
Dr. Warren T. Vaughan, Jr., Department of 
aratai Health, 15 Ashburton Place, Boston, 

ass. 


' Srupy Procram IN Human HEALTH 
AND THE EcoLocy oF Man.—During the 
past year the New York Hospital-Cornell 
Medical Center has established a long-term 
study program providing an opportunity for 
graduate and undergraduate students to in- 
vestigate the relationship between human 
health and the ecology of man, Studies al- 
ready under way include investigation of 
variations in human reactions to an environ- 
ment in which the physical aspects are essen- 
tially uniform; study of human adaptive 


reaction patterns relevant to disease; and 
investigations of the cerebral mechanism 
through which man perceives and organizes 
his reactions to his environment. A number 
of other investigations will be undertaken in 
these and similar areas. 


INDUSTRIAL HEALTH CONFERENCE.— The 
1955 Industrial Health Conference met at 
the Memorial Auditorium in Buffalo, New 
York, April 23-29, 1955. 

Forums, special conference, and papers 
dealt with problems facing modern industry 
in maintaining the health, earning capacity, 
and productivity of its employees. 

Some 2,000 members of the participating 
organizations, the American Association of 
Industrial Dentists, American Association of 
Industrial Nurses, American Conference of 
Governmental Industrial Hygienists, the 
American Industrial Hygiene Association, 
and the Industrial Medical Association, as 
well as representatives of industrial manage- 
ment, labor, and others concerned with health 
in industry, were in attendance. Mental 
health in industry was not represented on 
the program. i 


AMERICAN NEUROLOGICAL ASSOCIATION. 
—This Association will hold its eightieth 
annual meeting at the Palmer House, Chi- 
cago, Illinois, from June 13 through 15, 
1955. 


Mipwesr REGIONAL RESEARCH CONFER- 
ENCE.—The A.P.A. Midwest Regional Re- 
search Conference was held at the Nebraska 
Psychiatric Institute, Omaha, Nebraska, 
April 22 and 23, 1955. “Pharmacology in 
Psychiatric Therapy and Research” was the 
theme of the conference. 


THe Woops SCHOOLS, LANGHORN, Pa— 
The 1955 Spring Conference of the Child 
Research Clinic of The Woods Schools will 
be held on May 7 in New York. The theme 
of the conference is “The Exceptional Child 
Faces Adulthood.” The Conference is spon- 
sored as a public service by The Woods 
Schools in collaboration with the Department 
of Special Education of Teachers College, 
Columbia, and the School of Education of 
The City College of New York. 
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The first session will be held at McMillin 
Theatre Auditorium, Broadway and 116th 
Street, Friday evening, May 6. On Satur- 
day, May 7, the morning session will be held 
at Corpus Christi Auditorium, Broadway 
and 121st Street. The Saturday afternoon 
meeting will be at Horace Mann Auditorium, 
Broadway and 120th Street. 

Eminent authorities on the various aspects 
of the development of the exceptional child 
will address the several sessions of this 
Conference. 

Edward L. Jonstone, president of The 
Woods Schools, and Dr. Leslie R. Angus, 
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director of psychiatric services, will preside 
at the Friday night and Saturday morning 
sessions. Dr. Maurice H. Fouracre, head of 
the Department of Special Education, Teach- 
ers College, Columbia University, will be the 
keynote speaker at the opening session. 

All sessions will be open to educators, 
counselors, social workers, members of or- 
ganized parent groups, and others interested. 
Admission is by admission card, which may 
be secured by writing to the Child Research 
Clinic of The Woods Schools, Langhorne, 
Pa. 


All my life I have struggled to find the purpose of living. I have tried to answer three 
problems which always seemed to me to be fundamental: the problem of eternity, the 
problem of human personality, and the problem of evil. I have failed, I have solved none 
of them, and I know no more now than when I started. And I believe that no one will 


ever solve them 


An optimist is a barometer stuck at Set Fair, whatever the weather may be. The man 
who says, “I am always an optimist,” is a very irritating kind of fool. He is the kind of 
man who would buy from a Jew and sell to a Scot and expect to make a profit. 


—Dean Ince. 


BOOK REVIEWS 


ARBEITEN AUS DER DEUTSCHEN ForsCHUNGSANSTALT 
FÜR PsvcHiTRE IN MÜNCHEN. Studies from 
the German Research Institute for Psychiatry 
‘at Munich, Volume 40. (Berlin-Göttingen- 
Heidelberg: Springer, 1954.) 


The volume is a collection of papers, published 
in the last 3 years, from the German Research In- 
stitute for Psychiatry at Munich. This world- 
famous institute was conceived by Kraepelin in 
1917. With the financial assistance of the Rocke- 
feller Foundation and of German foundations and 
private contributors, the dream of Kraepelin 
reached its fulfillment, when the Institute was for- 
mally opened in 1927, one year after his death. The 
first directors were Nissl, who guided the organiza- 
tion of the Institute, and Spielmeyer. As this vol- 
ume attests, its present director, Dr. W. Scholz, 
carries on the activities of the institution in the 
best of scientific traditions. 

The more than 30 papers deal with clinical in- 
vestigations of psychiatric, neurologic, and psycho- 
logic problems. There are studies in neuropa- 
thology, biochemistry, and on heredity of mental 
diseases. A 

Of greatest interest to psychiatrists is a paper 
by Hans Knoll on “Delusional Psychoses during 
the Involutional Period Considered from Clinical 
and Genealogic Aspects." This group is closely re- 
lated to the involutional paranoia of Kleist, which 
reaches its severity several years after the cessa- 
tion of the menses. According to Knoll's investiga- 
tions the exogenous stress of the climacteric period 
plays an important contributing role in the precipi- 
tation of the acute psychotic manifestations in these 
individuals, who are frequently symptomless schiz- 
oid personalities. 

Wagner has a paper on "The Psychopathology 
of Senescence." 

Jahnel, a sub-director of the institute, discusses 
the latest developments in the field of neurosyphilis. 
He gives credit to Central State Hospital of Indi- 
anapolis for its pioneering efforts in the malaria and 
penicillin treatment of general paralysis and for the 
studies on syphilitic optic atrophy, which lead to 
the elimination of a costly and worthless operation 
on the optic nerves (removal of chiasmatic men- 
ingeal adhesions), having been advocated in the 
therapy of this condition. 

A clinico-anatomic report by Elisabeth Beyer 
describes the case of a 35-year-old patient with the 
manifestations of multiple sclerosis, caused by a 
basal impression of a congenitally abnormal cervical 
vertebra. At autopsy there was a protrusion of 
the clivus into the foramen Magnum, which was 
narrowed to a half-moon shaped opening and had 
caused a compression of the medulla oblongata and 
of the upper cervical segments of the cord, asso- 
ciated with partial demyelination, which could be 
followed into the lumbar cord. 
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There are studies on benign and malignant 
tumors of the choroid plexus and a new method is 
described for the quick histologic diagnosis of 
brain tumors. 

These are a few of the many valuable contribu- 
tions contained in this volume. 

Wa rer L. Bruertscu, M. D., 
Indianapolis, Ind. 


Fiery Years or Mepicine. By Lord Horder, 
C. C. V. O., M. D., F. R. C. P. (New York: 
Philosophical Library, 1954. Price: $2.50.) 


The Elder Statesman of British medicine gave 
the Harben lectures at the Royal Institute of Public 
Health and Hygiene in December 1952. Those 
lectures are here reproduced in somewhat expanded 
form for the benefit of those who were not privi- 
leged to hear them delivered. Lord Horder looks 
back over his own half century in medicine, in the 
growth of which he has had so conspicuous a place. 

There are three chapters. In the first, “The Birth 
of Scientific Medicine,” after taking account of 
the medical stock in trade at the turn of the cen- 
tury, the author outlines the extraordinary advances 
that have taken place since. Chapter 2, “Medicine 
Enlarges its Boundaries,” records the growth of 
the science of nutrition, the development of physical 
medicine and rehabilitation, and of industrial medi- 
cine, Particular attention is paid to the science and 
art of nursing during this period. In all these new 
but fundamental activities Lord Horder played a 
leading part throughout. Of especial interest is 
Chapter 3, "The Present and the Future Notable 
is the change that has occurred in the character 
of disease in general “from those frequent and dev- 
astating gusts of acute and virulent germ diseases 
of, say Sydenham's time to the more insidious 
maladies of our days.. . Sydenham estimated 
that in his day fevers accounted for 75 per cent of 
the whole of medical practice. I suppose that if we 
exclude epidemics of influenza 5 per cent would 
Cover it in our day." 

Lord Horder has some sharp comments to make 
on the National Health Service in Britain; this is 
not the first time he has made such comments. He 
made them on a recent visit to the United States, 
where, he remarks imperturbably, "What I said 
... had got badly under a certain politician's 
skin.” And he does not withhold his barbed shafts. 
Quite apart from disclaiming adherence to the doc- 
trine, “My country right or wrong,” he stigmatizes 
“the precipitancy with which the Act governing 
the Service was passed and the very unfortunate 
intransigence of the minister in charge.” 

Lord Horder believes in the development of the 
medical services by evolution not revolution, a 
along with the blunder of precipitancy, he lists 
three others: attempting too much all at Ee 
basing the scheme primarily upon the hospi! 
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rather than upon the family physician, and the bad 
economics of the Act. This last, he remarks, 
“would have put any business concern out of action 
at its first annual general meeting.” The govern- 
ment, he notes, was forced later to impose charges 
for medical services in an attempt to reduce the 
fantastic disparity between the budget and expen- 
diture, a disparity of more than 60 per cent in 
the first year. 

Citing these and other particulars, Lord Horder 
makes it clear that he is no friend of the present 
National Health Service. 

In the final section of this little book are dis- 

cussed some of the advances within “the full gamut 
of medicine’s function as I have myself conceived 
it" that Lord Horder has sponsored and worked 
for, but thus far with scant or only partial success. 
They are measures so obviously desirable, so con- 
formable to common sense, if common sense means 
anything good at all, that one wonders why the 
profession and the public, not to mention the law- 
makers, have not risen earlier and more tinequivo- 
cally to the challenge. Lord Horder has been dis- 
appointed that more attention has not been given 
to eugenics. He comments that most of the activi- 
ties toward human betterment are focussed on the 
present generation with little thought of the gen- 
erations to come. (Sir Charles Darwin in The 
Next Million Years gives some reasons why this 
attitude is likely to continue.) 
Cremation is another custom the author would 
like to see more generally established. He finds it 
odd "that we of the Cremation Society should 
have had so little support from those who practice 
medicine." He is encouraged, however, by recent 
statistics, Within the past decade the cremation 
figures in Britain rose from 26,221 to 107,159 per 
annum, while the ratio of cremations to burials 
rose from 4.31% to 17.43%. 

Birth control and noise abatement are two of 
the other means of improving human health and 
welfare in the promotion of which Lord Horder 
has .had a large share. "The teaching of, and 
facilities for, contraception, by which a mother 
may space her childbirths, are, even today, only 
Supported, as it were sotto voce, by the profession.“ 
He speaks of the uphill work of the Noise Abate- 
ment League in which he has also been active. 
From his first postpartum cry the human animal 

been a noise maker and he has a long way to 
Eo until he learns, by Lord Horder's code, that 
avoidable noise is bad manners" and determination 
X do something about it. When the author visited 
ew York City in the interest of noise abatement, 
Mayor LaGuardia notified him that he was sending 
two cops with sirens to escort him to City Hall. 
Lord Horder walked, 

He has tried to get legal sanction for voluntary 
merllization of the carriers of hereditary disease. 
m Statute Book is still closed. Of the desira- 

ility of legalized euthanasia, on the other hand, 

he expresses "grave doubts." 

bog results of the untiring initiative and plan- 

i2 for better medical services that have marked 
Horder's long life have been crowded within 


the 70 pages of this book. Anyone wishing to make 
a gift to a medical student at his graduation could 
hardly do better than to present him with Fifty 
Years of Medicine that Lord Horder has lived 
and in large part been. 

C. B. F. 


75 Years or MEDICAL. Procress. Edited by Louis H. 
Bauer, M. D. (Philadelphia: Lea & Febiger, 
1954. Price: $4.00.) 

This review includes 20 articles by 26 contribu- 
tors, giving a report of developments in various 
branches of medicine during the past 75 years. The 
editor, Dr. Bauer, is Secretary-General of the 
World Medical Association and past president of the 
American Medical Association. He explains in his 
foreword how the compilation of the book came 
about. The First Western Hemisphere Conference 
of the World Medical Association was held in Rich- 
mond, Va., in April 1953. The theme of the confer- 
ence was the commemoration of 75 years of medical 
progress. The papers presented during the meeting 
are here brought together. 

Dr. Bauer well epitomizes the volume: "Who- 
ever reads this book and integrates the information 
in its chapters will have before him a complete 
picture—the picture of contemporary medicine, an 
account of the increasing victories of man in his 
war against disease," 

Here in compact form (286 pages) we have a 
record of the developments in medicine in all its 
branches during the most fruitful period in medical 
history. 

To name a few of the chapters: Internal Medi- 
cine is represented by Dwight L. Wilbur and Wil- 
lard H. McLain; Obstetrics and Gynaecology by 
Nicholson J. Eastman; Surgery by Alfred Blalock 
and Eric M. Manson; General Practice by Ulrich 
R. Boyner ; Physical Medicine and Rehabilitation by 
Howard A. Rusk; Preventive Medicine and Public 
Health by James S. Simmons. The chapter on Psy- 
chiatry was contributed by Dr. Leo H. et 


PnaopLEMS oF INFANCY AND CHILDHOOD: TRANSAC- 
TIONS OF THE SEVENTH CONFERENCE. Edited 
by Milton J. E. Senn, (New York: The 
Josiah Macy, Jr., Foundation, 1954. Price: 
$2.75.) i 


The Macy Foundation has for some time been 


fathering interdisciplinary communication” by 


means of symposia. The volume under review has 
issued forth from the seventh conference on prob- 
lems of infancy and childhood. Each of the many 
words put forth has been diligently recorded and 
reproduced with a minimum of editing in order, it 
is stated, to preserve the “informal feeling and 
tempo" of the discussion. Whatever value "spon- 
taneity” and “informality” may possess for a par- 
ticipant in a symposium, it is difficult to discern 
just what advantage a meandering, discursive pres- 
entation is expected to have for a reader. Has one 
not the right to expect organization, succinctness, 
and clarity in a book, for the very reason that it 
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is the product of a more deliberate and planned 
effort? 

It must be said in the editor's defense that an 
attempt to summarize or extract the proceedings 
would, regrettably, be a thankless task. Areas of 
common agreement, where they are not platitudes, 
are simply nonexistent. If, at least, the areas of 
disagreement, and the reasons therefor, were clearly 
set forth, the result would still be useful. Unfor- 
tunately, terms are not defined; hypotheses are not 
framed in a fashion that would permit them to 
be tested; and what we are mostly given are state- 
ments of faith, When three well-regarded analysts 
can quarrel over whether a reported bit of behavior 
is attributable to "repression," "denial" or "sco- 
tomatization,” the naive reader may well wonder 
whether there is a meaningful distinction between 
these terms. This raises the question whether any 
of these formulations is more than an exercise in 
naming what has occurred; that question is not to 
be resolved by citations from Freud. The ultimate 
test of scientific theory is its ability to predict be- 
havior, not merely to "explain" it. 

The discussion of Dr. Caplan's paper on the emo- 
tional life of children reared in Israeli communal 
settlements may serve as an example. On the basis 
of 4 years of clinical observation, he notes a 
greater frequency, as compared with our culture, of 
signs of emotional disturbance in children under 
5 (enuresis, tantrums, thumb-sucking). But he 
reports a remarkable absence of neurotic and psy- 
chotic difficulties in adolescence and adulthood, even 
under battle conditions. This is all the more strik- 
ing in view of current stress on the severe conse- 
quences of separation from the mothers, for these 
children have been reared from birth in communal 
nurseries and have mever resided with their bio- 
logical families, though identified with them, Not 
less striking than these observations are the com- 
ments which they provoke from some of the dis- 
cussants. Speculations are offered to the effect that 
the Kibbutz-reared adults must be "automatons" 
or “emotionally flattened”; they are even compared 
(by one who has no knowledge of them) to Nazis! 
Dr. Caplan’s mild rejoinder is apposite to the 
whole discussion: “I should warn you against try- 
ing to alter the facts, as reported, in order to suit 
a theory.. . . Let us see whether we cannot try to 
understand what is going on... ." (p. 103). 

This volume may be of interest to the student of 
contemporary culture in that it is indicative of a 
recent trend away from the earlier enthusiastic 
applications of psychoanalytic notions to child rear- 
ing. The use of the amputation doll as a toy per- 
mitting catharsis of aggression is specifically 
frowned upon. The recent warnings against pa- 
rental nudity in front of children, formerly recom- 
mended as a tonic against sexual inhibitions, is 
repeated here. And the folly of cavalierly ascrib- 
ing reading disability to repression of sexual curi- 
osity is rather neatly illustrated. But, alas, current 
nostrums are prescribed with no greater humility. 

The problems of infancy and childhood remain 


a perplexing challenge to the student of behavior $ 
if this symposium serves any purpose, it makes us 
aware of how far we are from an answer to that 
challenge. Careful revision of conceptual thinking, 
orderly clinical observation, and controlled experi- 
ment, not semantic exercises, are the order of 
the day. 
Leon EIsenserc, M. D., 
The Children’s Psychiatric Service, 
Johns Hopkins Hospital, 
Baltimore, Md. 


Tue ONLv Cump—A Guide for Parents. By 
Norma E. Cutts and Nicholas Moseley. (New 
York: G. P. Putnam’s Sons, 1954. Price: 
$3.50.) 

This book is written for all parents but especially 
those who have an only child. Psychiatrists who 
are parents will also want to read this book. It 
sets out to discuss the factors most likely to cause 
trouble both in childhood and in later life and 
suggests the practical steps to avoid dangers and 
build a healthy personality. In the United States 
about one couple in 6, of all those who ever have 
a child, has just one. About 1 child in 20 is an only 
child. These figures are for absolute “Onlies.” Of 
course every oldest child is an only child for a 
longer or shorter period, Other children in the 
family, when disparity of ages is great, may have 
the problems of an only child. 

“If a child is to fulfill his emotional need for 
group membership, he must have the satisfaction of 
knowing that he is accepted for himself and as 
himself by his peers. He must weather the storms 
that rise during free play among children: the per- 
sistent teasing, the brutal criticism, the fights, and 
the temporary exclusions. He must learn to com- 
pete for his due share of privileges and of honors. 
He must learn fortitude in the face of pain and 
disappointment, and endurance in the face of difficul- 
ties. He has to find out the values that children, 
like their elders, attach to courage, initiative, 
generosity. He has to learn to tolerate the idiosyn- 
crasies of others. He has to be a good sport, eager 
to win but able to lose gracefully. He must learn 
“to feel right about other people. . . . The only child 
is likely to be lacking in experience with other 
children, partly because he has no forced association 
with brothers and sisters, and partly because his 
parents get in his way. A few parents do this 
deliberately because they are afraid to let a child 
play with other children.” 

The authors have used the informal case method 
of interviewing parents of only children and the 
children themselves. They have arrived at certam 
conclusions that are presented for the guidance of 
both the parents and the children. 

This book is written in a clear, concise, intensely 
readable fashion that provides information in a most 
pleasurable way. It is recommended reading for any 
parent of an only child, but all parents can profit 
from it. 
Warrer E. Barron, M. D» 

Boston, Mass. 
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FEMALE HOMOSEXUALITY. A Psychodynamic Study 
of Lesbianism. By Frank S. Caprio, M.D. 
(New York: The Citadel Press, 1954-) 


If Karl M. Bowman had not supplied an intro- 
duction to this book, one would be somewhat hesi- 
tant to state what might recommend it. It is not 
a bad book. Nor, however, is it a good book. It 
is, rather, a not-too-brightly-flickering sign of the 
times. Ours seems to be an age of trigger-fast- 
produced enlightenment on many subjects, and 
when it comes to sex the light seems to be so glar- 
ing that sexual psychology, sexology, sociology of 
sexual behavior, and plain sexual technology be- 
come all confused into one mass or even amorphous 
mixture of naturalistic conservatism, philosophic 
positivism, sexological sentimentality, and (last, not 
least) a kind of rationalized sensuality and pseudo- 
psychonanalytic therapeutic utopianism (with re- 
gard to female homosexuality in this instance). 

In this book we find evidence of the postwar 
habit of calling everything, from anti-Semitism to 
homosexuality, a neurosis. Consequently, female 
homosexuality is viewed exclusively as a neurosis. 
There is also the silent but seemingly incontroverti- 
ble assumption that all neuroses are curable; there- 
fore, female homosexuality is curable. Then, there 
is the naive assumption (abandoned by most clini- 
cians almost 30 years ago) that if the given indi- 
vidual wants to get well the greatest part of the 
therapeutic battle is won. Of course one must want 
to be cured, but how about those who consciously 
want to be cured and unconsciously tend in the op- 
Posite direction, so that whenever a step forward 
seems to be made, or is expected, in therapy, the 
therapist is suddenly confronted with what is known 
as “the negative therapeutic reaction.” In other 
words, the patient gets worse at the very time when 
our theory and practice expect a turn for the better. 

The literature on the therapeutic results in cases 
of homosexuality (manifest, of course) in women 
is scant—but whatever there is would not justify 
Dr. Caprio's optimism. One must regret that the 
authorities which the author invokes, such as Beran 
Wolfe, are really dead scientifically and were of 
light specific gravity when they were alive, floating 
easily on the surface of sea of sexual verbiage of 
Some 2 or 3 decades ago. 

The book is dedicated to Kinsey. Like Kinsey, 
Dr. Caprio would wish to have our laws against 
homosexuality changed in favor of the homosexual. 
In principle this is a laudable wish. Whenever we 
E we ought to change the laws which by means 

purely punitive measures try to control or change 
Purely biological, psychological or sociological phe- 
ponen, However, if we are to plead for a rational 

ange of the laws concerning homosexuality, a 
very careful consideration ought to be given to the 
Tenons types of homosexuality. There is an enor- 
peste Psychological and sociological difference be- 
EUR the so-called confirmed homosexual and the 

Bug specializes" on seducing youngsters, or 

p the homosexual who is also a transvestite 
desi e one whose unconscious conflicts are so 
ine i ied that his conscious inner life is noth- 

Ore than an almost serene acceptance of his 


sexual deviation as that of a “superior degenerate” 
(a term the use of which is ascribed to Moebius— 
not in connection with homosexuality, however). 

To plead the legal cause of all homosexuals is to 
plead the cause of permissive sensuality regardless 
of the social and moral implications and conse- 
quences. In this respect Dr. Caprio seems to make 
the same mistake as Kinsey when he turns to or 
against the laws which concern homosexuality. As 
I have said, the law should not interfere with our 
private lives, nor take over the role of moral 
guide—but the abolition of certain laws, even 
though such an abolition might be desirable under 
certain circumstances, is hardly the cause to be 
given priority in a serious study of homosexuality. 

Such a study is as yet to be made. The present 
book lacks uniformity of method and consistence 
of clinical approach. On one hand the author states 
that homosexuality (in women as in men) is a 
stage of development. On the other, he states that 
it is not a physiological but a sociological phe- 
nomenon. 

The most striking feature of the book is the ab- 
sence of consideration of love and its role in the 
life of people in general and homosexuals in particu- 
lar. Like Kinsey, he seems either to leave love out 
of consideration or merely to equate it with sexual 
gratification. If this were true no books of any 
kind on any subject would be required—none would 
have been written. 

It is a pity that conscious and unconscious homo- 
sexuality are frequently confused by Dr. Caprio. 
It is also a pity that he, like so many writers of 
today, does injury to history and injustice to scien- 
tific perspective by presenting an extremely super- 
ficial collection of theories and names. Freud is 
given scarce 2 pages, and Bergler equal space with- 
out any real explanation. Mantegazza—only a 
few lines, although Mantegazza was probably the 
most prolific and most emphatic writer on this sub- 
ject or ars erotica in general. Krafft-Ebing—a few 
lines. The relationship of homosexuality to crime 
and delinquency is merely stated, without a word 
of real analysis—yet such an analysis would prove 


New York City. 


KLINIK DER AUGENSYMPTOME BEI INERVENKRANK- 
HEITEN (EIN LEITFADEN FUER DIE PRAxIs). 
Eye Symptoms in Nervous Diseases (A Man- 
ual for Practice). By Werner Kyrieleis. (Ber- 
lin: Walter De Gruyter, 1954. Price: DM 
32. —) 


for quick orientation and consultation. It describes 


eases,” the sensory and motor disturbances of the 
eyes and their neurological significance for diag- 
nosis and localization. The second part: “Nervous 
Diseases with Eye Symptoms” correlates the eye 
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manifestations with other symptoms and signs of 
nervous disorders. 

The author, professor of ophtalmology at the 
University of Marburg/Lahn, emphasizes the im- 
portance of a detailed examination of the eyes as 
a means for detecting early signs of nervous dis- 
eases; he stresses, rightly, the usefulness of the 
often neglected perimetry. He gives many impres- 
sive examples of the early diagnostic and therapeu- 
tic significance of such signs. 

The book covers shortly the whole field with the 
double approach, in a clear language, and with a 
number of good illustrations. It avoids any discus- 
sion of controversial material and refers for further 
study to handbooks, such as Bumke-Foerster or the 
classical Wildbrand-Saenger. There is no bibli- 
ography but a good, exhaustive index for cross- 
reference. 

The reviewer believes that the book is, as the 
author says, useful not only for the general practi- 
tioner, but also for the neurologist and ophtalmolo- 
gist as well as the medical student. It can help 
to evaluate a single sign, or at least show where 
and how to look for further signs to arrive at a 


diagnosis, 
D. Axxau, M. D., 
Kings Park, N. Y. 


CONTRIBUTIONS TOWARD MEDICA. PSYCHOLOGY. 
Edited by Arthur Wieder, Ph. D. (New York: 
Ronald Press, 1954. Price: $12.00.) 


The assignment to review two volumes (845 
pages) is a rather formidable task in view of the 
fact that 53 people are the authors. Of these con- 
tributors, 17 are physicians, well known as psy- 
chiatrists, or closely associated with the clinical 
practice and research basic to the development of 
psychosomatic medicine, and illuminative for psy- 
chiatry and clinical psychology. Most of the other 
contributors are likewise prominent in psycho- 
logical circles as professors in teaching and re- 
search, or as clinicians and consultants, a few 
having responsibilities in all three areas, 

Volume I, after some bowing and scraping, one 
to the other, by the proponents of psychiatry and 
psychology, attempts to explain to medical students, 
interns, residents, nurses, and social workers the 
role of psychiatry in medicine. We are sure that 
an attempt to describe what a physician is and what 
he does, in one brief chapter, would be just as diffi- 
cult for the most erudite of the profession, as it 
was for Dr. Ellis, a psychologist, to do in regard 
to psychologists. Perhaps his emphasis on the 
dynamic Psychoanalytic Psychology of Freud and 
some of his followers is sufficient introduction to 
the topic, since the writers of the second volume 
can speak for themselves, Each succeeding chapter 
in Volume I should at least give the reader an ink- 
ling of the complexities involved in the study of 
personality and behavior patterns as related to the 
deviations seen in health and disease. We were 
glad to see a chapter by Dr. Margaret Mead, the 
anthropologist, concerning the impact of cultural 
forces on personality and its implications for psy- 


chosomatic medicine. Both physicians and psy- 
chologists (we have found) are apt to lose sight 
of the human race in their delving for causes and 
effects in the individual. 

With the first volume as background, and Dr, 
Wieder's chapter on concepts of psychodiagnostic 
tests, for orientation, the reader is presented with 
the tools and procedures psychologists may use to 
Observe, measure, and evaluate various aspects of 
human behavior and function from the cradle to 
the grave; that is, from the developmental progress 
of the infant to the intellectual impairment of the 
aged, as well as those afflicted by somatic and 
mental disease. 

Standardized tests of intelligence, personality 

traits, interests, and vocational preference, although 
well described by their authors, occupy a position 
in this volume subordinate to those techniques 
known as projective. One is left to infer that while 
psychometrics may be useful in certain situations, 
projective tests, revealing both structure and func- 
tion, and the deeper, unconscious layers of person- 
ality, provide the physician with more important 
material for diagnosis and therapy. This is well 
illustrated in the last chapter, “Psychodiagnostic 
Methods at Work: The Case of Gregor." Results 
of one intelligence and 7 projective tests are given 
in detail Although the material is said to be a 
much shortened summary of the original presenta- 
tion, here are 40 pages presenting test responses and 
interpretations concerning one patient. This must 
represent at least as many hours of psychologists 
time in giving, scoring, analyzing, and interpreting 
the tests. While it shows what can be done with 
projective tests, any psychiatrist, or clinical psy- 
chologist worth his salt, could arrive at the same 
conclusions (and would have to do so in many 
clinics) in very much less time than was spent on 
this case. After reading the chapter, the intern, 
be he physician or psychologist, should read again 
Dr. Wieder's cautions in the use of projective tech- 
niques in Chapter XIX. 
We believe Contributions Toward Medical Psy- 
chology will be very useful as reference material 
for those groups for whom it was written. We 
noted several typographical errors in the case study 
which should be corrected for the benefit of readers 
unfamiliar with the Wechsler Bellevue Intelligence 
Scale, namely, the Verbal and Full Scale IQ's of 
98 and 150 should, we believe, read 93 and 98 
respectively, according to the manual we have at 
hand. ‘ 


ENA Gorron, M. A., i 
Henry Ford Hospital 
Detroit, Mich. 


GBRIATRIC MEDICINE: MEDICAL CARB OF LATER d 
tunity. Third Edition. Edited by Edward J. 
Stieglitz, M.D. (Philadelphia: J. B. Lippin- 
cott, 1954.) 

It is some mark of the times and of the concern 
of our society in general, and of medicine pace 
larly, for the care of aging persons that s 
should reappear so soon, revised and expanded. i 

The book reflects faithfully the emphasis t 
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medicine in general has been placing on the various 
aspects of the care of an aging population. The 
general plan of the book remains the same as in 
the last edition in 1949. Two new chapters have 
been added; one by Irene Beland, on Geriatric 
Nursing, and the other by Dr. Stieglitz, on Mental 
Hygiene in Later Maturity. There has been some 
revision by the deletion of material not directly 
pertinent to geriatric medicine. 

This is not a textbook of general medicine, but 
in 42 chapters and 718 pages it presents material 
from authorities in the fields of special reference, 
such men as Piersol, Irving Wright, Hobart Rei- 
man, Oscar Kaplan, Winfred Overholser, Chester 
Keefer, and Anton Carlson, to mention a few. The 
editor, Dr. Stieglitz, contributes 6 chapters. In 3 
of these he describes with thoroughness and sym- 
pathetic understanding the psychological predica- 
ment of the aging person in our culture, His new 
chapter on Mental Hygiene points out the sources 
of predictable psychological stress which should be 
anticipated and in discussion illustrates the types 
of stress and the need for protective preventive edu- 
cation and guidance. The editor early formulates 
the principles of geriatric medicine and the orienta- 
tion of this book: to improve the care and guidance 
of aging people especially by anticipation of dis- 
orders, their prevention and/or early correction. 

On the generally descriptive level this book is 
an excellent source of information for the physician. 
It's usefulness to the psychiatrist rests particu- 
larly on the wide range of medical sources from 
which the contributions for an understanding of the 
whole problem of the aging come. R. T. Knight’s 
discussion of Geriatric Anesthesia, for example, is 
an illuminating presentation of the physiological 
and pathophysiological processes involved in the 
use of drugs and anesthetics in the aging. The 
predictable dangers of anoxia, for instance, cannot 
be sufficiently appreciated now when we are still 
admitting to psychiatric hospitals patients with 
chronic organic reactions of severe degree following 
Pentothal anesthesia for major surgery in later, and 
Not so late maturity. 

Less obvious are the areas in which this valua- 
ble volume might be further improved. One notes, 
though, the editor’s express emphasis, when dis- 
cussing mental hygiene, on reciprocal psychosomatic 
Teactions, as meaning that all somatic happenings 
have psychic repercussions in the same way as 
purely psychic states influence the body. The chap- 
ter on Mental Diseases provides an opportunity to 
apply this principle. Instead here one meets again 
in the discussion of “Involutional Psychotic Reac- 
tion” the uncritical acceptance of this concept as 
implying an etiology in involution and a “clear cut 
9 of personality make up.” Passing reference is 
ji de to arteriosclerotic changes but only as ex- 
wee any chance clouding of consciousness. 
more specific consideration is desirable here of the 
W of psychological factors, for the depressions 
of CEU period, as well as of the significance 
blood 100 changes consequent to decreased cerebral 


There are very few points in this book about 


which the psychiatrist would be critical. One might 
be found in the particular psychosomatic orienta- 
tion to the various disease entities which describes 
specific personality types and profiles. For ex- 
ample: “The hypertensive personality is active, 
aggressive and enthusiastic” (p. 458). Aside from 
the now familiar question whether the personality 
profiles used in psychosomatic research are worth 
anything at all, the reviewer suggests that much 
more useful here would be some description of the 
psychopathology which is to be expected in this 
important disorder, especially the early and less 
obvious effects of brain damage in hypertension. 
These usually have led to considerable impairment 
of adaptive capacities with intellectual and affective 
personality changes by the time cognizance is 
taken of the patient's predicament, 

The present volume's orientation toward psycho- 
therapy in general can best be brought out by 
quoting from the section on treatment of hyperten- 
sion: "The physician can accomplish much by tact- 
ful but thorough exploration of mental conflicts. 
Formal psychoanalysis is rarely, if ever, necessary. 
Continued worry and fatigue are probably the most 
common provoking factors." The reviewer is doubt- 
ful of the value of such a formulation. Disappoint- 
ment for the psychiatric reader lies in this over- 
valuation of conscious factors, as in worry and 
fatigue, in obesity ("the patient must be told she 
is eating too much"), in the psychological trauma 
of the menopause, in the anxieties of the mature 
years in general. The book, however, is intended 
as a summary of the general subject of geriatric 
medicine and as such is to be highly recommended. 

WII LIAN A, Harvey, M. D., 
Institute of the Pennsylvania Hospital, 
Philadelphia, Pa. 


Tue GRAPHOMOTOR PROJECTION TECHNIQUE: CLINI- 
CAL Use AND STANDARDIZATION. By Samuel B. 
Kutash, Ph. D., and Raymond H. Gehl, M. D. 
(Springfield: Charles C. Thomas, 1954. Price: 
$375. Toronto: Ryerson, 1954. Price: $4.00.) 

This monograph is a manual for administering, 
scoring, and interpreting à new projective tech- 
nique (method of personality study), a special 
feature of which is inclusion of both verbal and 
nonverbal performance. An interesting aspect of 
the technique is the use of a blindfold, which the 
authors believe enables a subject to confront him- 
self and be receptive to prompting from within. 

Contents of the volume include the actual tech- 
nique of administration and scoring, historical back- 
ground and theory, a comparative study of schizo- 
phrenics and normals, clinical use of the technique, 

and clinical illustrations. é 

Justification for the addition of another projec- 
tive technique to the increasingly large number of 
such i ic tools is in claims of sim- 
plicity in administration and ability to yield dy- 
namic material directly applicable in both psycho- 
diagnosis and psychotherapy. The authors believe 
their method less liable to evoke conscious censor- 
ship and application of previous learning problems 
than the more structured techniques now in use. 
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It would seem from reading this manual that a 
psychodiagnostic tool of real merit has been added 
to the armamentarium of the clinical psychologist. 
Only application of the method over an extensive 
period, to a wide variety of cases, can determine 
its clinical value, 

Manion Font, 
Ochsner Clinic, 
New Orleans, La. 


THEORY AND PROBLEMS OF ADOLESCENT DEVELOP- 
MENT. By David P. Ausubel, M.D., Ph.D. 
(New York: Grune & Stratton, 1954. Price: 
$10.00.) 


Dr, David Ausubel, who is at the Bureau of Edu- 
cational Research at the University of Illinois, has 
written this scholarly book from his background of 
both medicine and psychology. He has taken the 
vast amount of material available on this age group 
and integrated it into a psychology of adolescence. 
He tells of the fate of G. Stanley Hall’s earlier at- 
tempt to explain everything on a biological basis 
without taking account of the tremendous forces 
of cultural difference. Then the pendulum swung: 
adolescent conflict was believed to have no biologi- 
cal basis but was essentially a cultural problem. We 
can be grateful to the author for debunking one of 
the implications that followed this swing, namely, 
that adolescent instability in our culture is chiefly 
attributable to culturally determined frustration of 
physiological sex drives. 

Dr. Ausubel’s thesis divides the emphasis in the 
problems of adolescent development between bio- 
logical factors, cultural factors, and an additional 
factor—the change in the biosocial status of the 
child, 

He discusses the physiological development, go- 
ing into detail about the functions of the glands and 
their effects. He discusses the psychological stress 
that can be the result of irregular and unusual 
growth patterns in the status-conscious adolescent. 

There are chapters dealing with personality ma- 
turation during this period, parent-child relation- 
ships, moral and religious development, intellectual 
growth, and interest patterns. The peer group is 
discussed as especially important to the adolescent 
who is maturing physically but is refused status in 
adult society. He therefore creates a society of his 
own. Under “school problems” he emphasizes the 
need for vocational guidance at the secondary 
school level. Children are forced into making voca- 
tional choices too early and on too little data, with 
resulting frustrations in later life. The final section 
deals with behavior disorders, delinquency, mental 
hygiene, and guidance. 

On the whole, the author’s conclusions agree with 
one’s clinical judgment. Sometimes we wonder why 
he is so cautious in his conclusions, For example, 
he says on page 232: “Some evidence indicates that 
the parents of delinquent adolescents are less affec- 
tionate, solicitous, and accepting than the parents of 
non-delinquents.” 

The book is intended as a text for the advanced 
student or as a reference work for professional 


workers in child development, clinical psychology, 
social work, nursing, pediatrics, psychiatry, guid- 
ance, and education. Illustrative material is omitted 
because it is “all too frequently accepted as evidence 
rather than examples.” We find this regrettable as 
a few live Mary’s and Tommie’s would have added 
both to the readability and the clarity. 

The extensive bibliographies at the end of each 
chapter should prove valuable to the serious student 
of the adolescent. 

Barpara J. ASHENDEN, M. A,, 
The Johns Hopkins Hospital. 


Pepiatric PROBLEMS IN CLINicAL Practice. Edited 
by H. Michal-Smith, Ph. D., with Fourteen 
Contributors. (New York: Grune & Stratton, 
1954. Price: $5.50.) 


With its stated topic: The rehabilitation of the 
handicapped child, and with its notable list of con- 
tributors, this volume holds the promise of more 
rewarding reading than it provides. Each of the 
authors seems to have conceived of the potential 
audience in different terms and the editor has as- 
signed subjects in some instances so general that 
their exposition becomes superficial. The failure to 
bring purpose and readers into a more consistent 
relationship obscures the several excellent contribu- 
tions to be found in these pages. 

Lennox presents a vigorous and stimulating chap- 
ter on epilepsy. One respects throughout this ar- 
ticle a persuasively argued individual viewpoint, but 
one which indicates where, and briefly why, other 
authorities differ. The section on mental retarda- 
tion, written by the editor, rather adequately repre- 
sents the contemporary understanding of the prob- 
lem. One would hesitate to accept his contention, 
however, that expectant mothers should be ad- 
vised of the possible untoward effects of complica- 
tions of pregnancy on the unborn infant. It is one 
thing to point out the hazards of rubella when pro- 
phylactic abortion is being recommended, but when 
no action is contemplated, warnings of possible dan- 
ger can only increase anxiety and impair function. 

Goldsteen contributes a meaty article on ithe 
"brain-injured child.” The chapters on the al- 
lergic child" and “the tuberculous child" by Ratner 
and Cayle, respectively, conclude that the main psy 
chotherapeutic burden must fall on the internist 
rather than the psychiatrist (except in cases i 
marked personality deviation). The successful 
treatment of the “patient as a whole” requires 
“treatment as a whole,” a lesson that sometimes 
escapes us in this age of super-specialization. z 

It may seem picayune to cavil at terms, but ae 
ter headings such as “The Cerebral Palsy Chi 
and “The Cardiac Child,” whether or not they "S 
sanctified by common usage, constitute an O' NO 
to literacy. Indeed, throughout one would eS 
preferred "The Child With —— to the form 9» 
ployed, “The —— Child,” since it puts the pus e: 
sis on the unique response of the individual n Wy 
than assuming a uniformity in children similar 
afflicted. M.D 

Leon EISENBERG, M. ital 
The Johns Hopkins Hospi 
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Tur Bane or Druc AppicrioN. By Orin B. Yost, 
M.D. (New York: Macmillan, 1954. Price: 


$4.00.) 


The underlying and ostensible causes of drug 
addiction as well as the social factors involved are 
convincingly set forth in this book. Some interest- 
ing case histories are cited in considerable detail 
to show how and why certain neurotic or psycho- 
pathic people become addicts and the struggle their 
families and physicians have to keep narcotics away 
from them and to cure them. A chapter is devoted 
to the general principles involved in treatment. 

The whole range of depressant drugs, including 
alcohol and stimulant drugs such as cocaine and 
benzedrine, are mentioned by the author as addict- 
ing drugs but the book deals chiefly with opiate, 
demerol, and barbiturate addiction. A good account 
of barbiturate withdrawal symptoms is given. 

Unfortunately the good features of this book are 
marred by excursions into social aspects and social 
controls of drug addiction. In these excursions the 
author. puts his extensive medical knowledge be- 
hind him and gets beclouded by the muddy waters 
of a periodic wave of public hysteria about drug 
addiction. We are told that “drug addiction is one 
of the deadliest evils menacing our civilization to- 
day," and that the number of addicts "is legion." 

His concern here is mostly with opiate addiction, 
especially heroin addiction. He dwells on the recent 

teen-age epidemic" of heroin addiction. He knows 
(medical section) that the chronic addicts owe their 
addiction to emotional maladjustment, but he would 
segregate them permanently in institutions. 

He does not say what he would do with the 
9,000,000 maladjusted persons in the United States 
who are not addicts. He would make the anti- 
narcotic laws stronger (a seller may now get 20 
years imprisonment). He would include the bar- 
biturates in the anti-narcotic laws, a measure which 
in the reviewer’s opinion would be a major health 
and social tragedy. 

This otherwise good book may have been spared 
some of the erroneous inferences that may be drawn 
from it if the author had known that in a previous 
epidemic of drug addiction, it was widely pro- 
claimed that there were 17,000 heroin addicts 
among the school children of one section of a large 
city all manically and helplessly bent on making 
addicts of their fellow students, but on investigation 
the authorities could not find one of these addicts. 
There is a drug addiction problem here, includ- 
G8 teen-age addiction in a few of our large 
PER ut it is a part of the much larger mental 
1 1 plenm: The police angles of it are being 

Tti en care of under adequate narcotic laws. 
8 5 well for people inclined to get alarmed about 
Been addiction problem to take a look at chronic 
amet sa which probably causes several thousand 
the ore harm to the health and social order of 

country than drug addiction, without being a 
€ to civilization. 
Lawrence Kors, M. D., 
Washington, D. C. 


SENTENCE COMPLETION: A Prosective METHOD FOR 
THE STUDY or PensoNALITY. By James Quinter 
Holsopple and Florence R. Miale. (Spring- 
field: C. C. Thomas, 1954. Price: $5.50.) 


A mew version of the Sentence Completion 
Method, already familiar to clinical psychologists 
as a projective technic, is now presented by the au- 
thors as a “sharp and powerful" clinical tool. The 
value of this tool would seem to depend upon the 
clinical insight and skill of the individual examiner. 
The authors’ premise is that the individual ex- 
aminer is a component of this technic to such a 
degree that its reliability and validity cannot be 
assessed apart from that of the examiner. 

It is stated that “competent clinicians” can begin 
to use this sentence completion test after only a 
few hours of training—in contrast to the time re- 
quired to master the more intricate Rorschach; and 
it is claimed that this technic yields data which 
clarify or confirm indications from other projec- 
tive tests. 

The 13 cases presented to illustrate the use of the 
sentence completion method are interesting. One 
questions, however, certain statements and inter- 
pretations. In the opinion of this reviewer, the 
method seems to offer its greatest promise to the 
experienced clinical psychologist who uses it in 
conjunction with the very technics (Rorschach and 
T. A. T.) which require extensive clinical train- 
ing and experience. There seems such latitude 
offered for individual interpretation, that it might 
be a dangerous weapon in the hands of students 
who have not had thorough training in. projective 
methods. 

Manion McKenzie Font, 
Ochner Clinic, 
New Orleans, La. 


Tue INTEGRATION OF BEHAVIOR, VOLUME II: Tue 
INTEGRATIVE Process IN Dreams. By Thomas M. 
French, M.D. (Chicago: University of Chi- 
cago Press, 1954. Price: $6.50.) 


In the second volume of this projected 5-volume 
treatise on the integration of behavior, Dr. French 
seeks to expand and illustrate his basic postulates 
through the painstaking scrutiny of a patient's 
dreams. It cannot be understood or reviewed prop- 
erly, independently of the preceding volume. Al- 
though the study merits careful attention as the 
work of a serious and constructive thinker who has 
new insights to impart, reading the work requires 
undue attention because of the author's difficulties 
with written communication, which are even more 
troublesome than in the first volume. 

Dr. French is interested in the integrating pat- 
tern of a life and the basic unresolved conflicts that 
furnish the pattern, and how these enter into the 
formation of the dream. He does not follow asso- 
ciations that lead from the manifest to the latent 
content of the dream. Instead, the dreamwork is 
studied as a reaction to the total situation created 
by the dreamer's conflict. He seeks the areas of 
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resonance among the various meanings of the 
dream, as intuitively perceived by the therapist, 
to reach the “logical structure” of the dream. This 
“cognitive structure" helps disclose the dreamer's 
focal problem and seeks to bring it within the span 
of his integrative capacity and is concerned with 
a "hierarchy of plans for achieving an end goal" 
The approach has considerable merit, but when a 
useful approach is expanded into a complete theo- 
retic system, the deficiencies are marked. 

Although Dr. French utilized a variety of psy- 
chologic theories for achieving his basic postulates, 
the work is isolated from related clinical efforts. 
There is no reference to psychoanalytic ego psy- 
chology, though in a general sense this too is a 
type of ego psychology. It might also be suggested 
that Dr. French's approach to the study of dreams 
is basically related to the use of projective tech- 
niques by psychoanalytically trained psychologists. 
The dream is interpreted to reveal the basic in- 
tegrative pattern of the dreamer, his needs and 
aspirations, and his manner of dealing with con- 
flict. The insights gained from one dream can be 
Checked and amplified through the study of other 
dreams, even as the projective tester extracts in- 
sights from a single test and validates and elabo- 
rates from responses to other test data. Although 
French believes that working with the associations 
to the manifest content produces primary process 
material as an artifact, he does not seem to realize 
that his "common sense" insights into the meaning 
of dreams rest upon the cumulative efforts of a 
generation of psychoanalysts with associations to 
dreams; and that his illustrative material contra- 
dicts his denial of the primary process. 

A proper critique of the theory would require 
a thorough reappraisal of the first volume. This 
second volume is essentially an illustration of how 
his concepts are derived and a demonstration of 
their validity. The selection of the case for such 
purposes was most unfortunate. It is extremely 
puzzling that French should focus his intensive 
study upon an unusually poor analysand, known 
only through the reports of a colleague, and whose 
analysis made little progress and was prematurely 
interrupted. Few dreams are reported with the 
richness and complexity of the original and are but 


fragments or highly censored, dry residues, Such 
material can be useful in therapy but scarcely can 
serve as basic data for a comprehensive study of 
the integrating process in dreams. The validity of 
the interpretations cannot be judged in terms of 
increasing insight, progression of the dream ma- 
terial, or even through movement in the analysis, 
for little seems to have occurred therapeutically, 
Although Dr. French repeatedly stipulates that the 
first step in the study of the dream lies in finding 
the focal problem of the dreamer as reflected in 
present circumstances, the patient appears to have 
been prevented by the analyst from introducing 
current concerns, Although many interpretations 
seem to hit the mark, they are often intellectualiza- 
tions, useful in understanding basic patterns of 
conflicts but not for advancing therapy. They 
suffer from being interpreted abstractly for theo- 
retic reasons rather than through interaction with 
a patient, Some crucial interpretations seem forced 
and impressed the reader as being Dr. French's and 
not the patients, missing the critical issues in 
which the patient is involved. Much of such work 
with dreams resembles the use of projective tech- 
niques in being dynamically diagnostically oriented 
rather than therapeutically useful. This is a valid 
use of dreams but a very limited one. 

Taken by itself, the book is of interest in pro- 
viding an opportunity to follow the most intensive 
study ever published of a patient's dreams, but it is 
far from the richest. The limited type of dream 
that is studied and the limited approach to the 
study gives a relatively barren picture, deprived 
of the advantages of one of psychoanalysis’ most 
significant contributions to the scientific study of 
the personality. Quite aside from theoretic con- 
siderations, Dr, French has been unable to illustrate 
his insights properly because of the odd selection of 
his case. This is provoking, because there are 
sufficient indications that he has a significant con- 
tribution that he is struggling to clarify and his 
difficulties in imparting his insights might have 
been alleviated by appropriate illustration. 

Tueopore Linz, M. D., 
Yale Universi A 
School of Medicine. 


ETHIC 


We make daily great improvement in natural, but there is one I wish to see in moral 
philosophy; the discovery of a plan, that would induce and oblige nations to settle their 
disputes without first cutting one another’s throats. 


—BENJAMIN FRANKLIN 
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EXPERIMENTAL PSYCHIATRY II** 


CLINICAL AND PHYSIO-CHEMICAL OBSERVATIONS IN EXPERIMENTAL PsYCHOSIS 


MAX RINKEL, M. D., ROBERT W. HYDE, M. D., HARRY C. SOLOMON, M. D. 
AND HUDSON HOAGLAND, Pn. D., Sc. D. 
Boston, Mass. 


INTRODUCTION 


It is obvious that psychiatry would make 
progress with a procedure that would allow 
for the experimental reproduction of mental 
conditions. The advances in carbon-chemistry 
provided the means for the experimental 
approach to this problem. The fundamental 
discoveries by Otto Loevi and W. B. Cannon 
and their associates of the chemical trans- 
mission of nerve impulses and the relation- 
ships of the adrenalin system to emotional 
manifestations offered the scientific founda- 
tion, Of the chemicals used in the past, 
mescaline was more extensively investigated. 

In 1930, H. de Jong(1) published a paper 
on mescaline-catatonia and the experimental 
production of dementia praecox symptoms. 
He administered mescaline to animals (es- 
pecially monkeys) and humans and produced 
in them autonomic, motoric, and psychomotor 
phenomena, a triad of symptoms which he 
recognized as "principle of dementia prae- 
cox.” Since then, other research groups, 
here and abroad, have used mescaline to 
Study its mental effects, which have been 
described as similar to phenomena which 
occur in schizophrenia and other psychoses. 
Tn 1943, the Swiss chemist, A. Hoffman (40, 
42) accidentally discovered that the dieth- 
ylamide of d-lysergic acid (LSD) pro- 
duced interesting mental symptoms, and W. 
A. Stoll(43, 44), confirming this observation, 
Teported that mere traces of this chemical 
Caused a temporary psychotic condition. It 
was evident that this chemical might offer a 
Dew tool for the experimental approach in 
—— 
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psychiatry. Rinkel, in 1949, obtained this 
chemical through the courtesy of Professor 
E. Rothlin, of the Sandoz Chemical Works 
in Basel, Switzerland, and together with 
DeShon, ventured into the field of experi- 
mental psychiatry. 


LITERATURE 


Many publications have since appeared 
relative to the chemical constitution of LSD 
and its physiological and psychological effects, 
Our experiences with the temporary psy- 
chosis-producing effect of LSD in humans 
were first reported by Rinkel(35) at the 
annual meeting of The American Psychiatric 
Association in 1950, and in subsequent pub- 
lications in The Psychiatric Quarterly(2) 
and THE AMERICAN JOURNAL or Psvcur- 
ATRY(36). Our work went on independently 
and unaware of other groups(18, 27), work- 
ing on a similar problem at about the same 
time, but using especially mescaline. The 
chemical and potency difference between 
mescaline and LSD is considerable. 

Mescaline is a tri-methoxy-phenyl-ethyl- 
amide, and LSD is the diethylamide of d- 
lysergic acid : 


d-LYSERGIC ACID DIETHYLAMIDE 
1. S. O. 
Fic. 1. 


With mescaline, doses of as much as 500- 
1000 milligrams are needed to produce 
mental changes; of LSD, mere traces as 
small as 1 to microgram per kilogram body 
weight, or less, are sufficient to produce 
mental alterations. 
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PROCEDURE, METHODS AND CONTROLS 


More than 100 normal males and females 
volunteered for our experiments. The ex- 
_ tremely careful selection of subjects was the 
beginning of our controlled experimental 
design. The volunteers were first interviewed 
to establish their pre-experimental person- 
ality traits, which were of importance in the 
evaluation of their reactions, and to exclude 
persons who already were in a prepsychotic 
state, or to eliminate other risks. It was 
further of importance to know the volun- 
teer's motivation for the experiment because 
this could intrinsically influence the outcome 
of the experiment. The following motiva- 
tions were most common: Many wanted to 
have a temporary psychotic experience in 
order to approach an understanding of the 
feeling of a mental patient; others hoped to 
gain knowledge of their own problems; some 
volunteered out of curiosity; on account of 
group acceptance; or for monetary reasons. 
The volunteers either were members of the 
hospital personnel (attendants, nurses, psy- 
chologists, doctors, research associates), or 
came from outside of the hospital (students, 
scientists). Hence a wide variety of educa- 
tional backgrounds, social classes, and oc- 
cupations were represented. 

The method was about the same previously 
described(2, 36). On the “experimental 
day,” the volunteers received LSD by mouth. 
Either one or one-half microgram per kilo- 
gram body weight of LSD was mixed in a 
glass of distilled water, and the subject drank 
it in the morning on a fasting stomach. In a 
number of cases particular controls were ap- 
plied. On the “control day,” which either pre- 
ceded or followed an experiment, the volun- 
teer, without his knowledge, received only 
plain water. As an additional control, the ob- 
Servers were often kept in ignorance of what 
the subject had received, in order to exclude 
a bias on the part of the observer. In one 
case, a more elaborate polygraphic study was 
made. 

After the experiment had started, the 
volunteers were observed individually and in 
a group; they underwent psychological tests 
such as the Rorschach, Thematic Appercep- 
tion, Draw-A-Person Test, proverbs, Belle- 
vue Blocks, Concrete-Abstract Thinking, and 


Drawing of Feelings. Sociological and 
anthropological-constitutional studies were 
added. About 2 hours after the beginning of 
the experiment, the volunteer was psychi- 
atrically examined by DeShon. Chemical 
examinations pertained to the determination 
of the urinary excretion of 17-ketosteroids, 
creatinin, urinary sodium, potassium, uric 
acid, and phosphates. Examinations of the 
autonomic nervous system were done with 
the aid of the polygraph and pharmacody- 
namically, mainly on inpatients, and on a 
few normal volunteers. In one instance a 
patient who had undergone frontal lobotomy 
was examined before and after lobotomy. 


RESULTS 


CLINICAL AND SOCIOLOGICAL PSYCHIATRIC 
OBSERVATIONS 


Our previous clinical observations on vol- 
unteers who had taken LSD were confirmed 
and further elaborated. In the majority of 
normal adult subjects, one microgram per 
kilogram body weight produced a syndrome 
simulating a moderate acute schizophrenic 
upheaval of the turmoil or schizo-affective 
type with or without catatonic features. 
Other manifestations were disturbances of 
the thought processes and of perception, be- 
havior, affect, and mood. Misinterpretations, 
hallucinations, and delusional experiences 
were recorded when noted; suspiciousness 
and paranoid reactions were not uncommon. 
Depersonalizations were often experienced 
by the subject and catatonic phenomena 
occurred in some instances. 

Hostility. —Of particular interest was the 
observation of hostility. Hyde, von Mering, 
and Morimoto(21) of our group, made this 
phenomenon the object of a special study on 
10 subjects who had received one microgram 
of LSD per kilogram body weight. The 
focus of this study was hostility in affective 
interplay with other persons, and the degree 
and quality of distortion of these other 
persons that occurred under the influence 0 
LSD. The study resulted in the e 
that the strongly affective relationships © 
affiliative or hostile nature were distorted to 
a greater proportion (26%) than were re, 
lationships of impersonal, empathic, "e 
nuturient character (6%). It appeared tha! 
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the distortions in interplay occurred pri- 
marily where the interplay was demanding 
or threatening. When the subject’s attitude 
was hostile, he tended to devaluate the object: 
“a diabolical face,” “a flattened face,” “a 
young woman looking 100 years old." When 
the subject’s interplay attitude was affiliative, 
he tended to perceive the object in an over- 
valuating manner; for example, "big, my 
very rock of Gibraltar," "soft and warm, or 
glowing with youth and health." 

These observations demonstrate that visual 
distortion provides more reality to the subject 
than his actual thoughts and feelings. These 
distortions cannot be explained as projection 
by the subject, for they were not determined 
by attributing his own characteristics to the 
interviewer. Rather, they may best be in- 
terpreted as representing an intensified 
awareness of his feelings toward the inter- 
viewer derived from his conception of the 
interviewer's attitude toward him. The socio- 
logical observer noted that subjects became 
hostile when treated in a cold, investigative, 
unsupportive, or hostile manner. The under- 
evaluation of the interviewer in these circum- 
stances as shown by the distortion of his 
appearance seems largely the result of keener 
and more acute realization of interpersonal 
telationships by the subject under the influ- 
ence of d-lysergic acid diethylamide. With 
such experiences we may well approach the 
understanding of feelings of the mentally ill. 

Behavior —Usually the behavior of a 
person who has taken LSD is altered. Most 
of the time, underactivity and loss of spon- 
taneity are observed with a tendency to with- 
drawal, but occasionally overactivity occurs 
With aggressiveness, dramatizations, playful- 
ness. Our sociologist, Morimoto, investigated 
the sociopsychological behavior of 43 normal 
Subjects who were under the influence of 
LSD. An evaluation was made on each 
Subject before he received LSD, as a basis 
for comparison, Each subject was classified 
On 35 attributes which indicated feelings and 
actions related to his behavior in inter- 
Personal relationships. These attributes were 
further classified into 4 categories or modes 
which indicated in which directions one 
Moves in interpersonal relationships. The 
Modes of directions were: away, against, 
toward, and with. 
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The results of this intriguing study re- 
vealed that during the influence of LSD the 
scores in the modes, away, against, and 
toward, were significantly increased (x? 
significant at .ooI level). A significant de- 
crease in scores was found in the "with" 
mode (x? significant at .oor level). These 
observations mean that the behavior of the 
subject who is under the influence of LSD 
is altered from his pre-LSD behavior in the 
sense that the mode is now one of the moving 
away (avoidance, withdrawal, denial); 
against (hostile, punitive, competitive) ; and 
toward (seeking of nurturance, support, re- 
assurance) ; while the moving with (broth- 
erly, friendly, reciprocal equalitarian) type 
of behavior is clearly reduced. This study 
also indicated that the hospital personnel had 
more severe reactions than subjects from 
outside of the hospital. The ability to mobi- 
lize appropriate social behavior was reduced 
during LSD; the directions of change were 
toward greater rigidity, although a few 
exhibited an erratic and overreactive type of 
behavior (x ? significant at >.05< .02 level). 
Intensity of symptoms subjectively experi- 
enced increased in social situations in which 
there were specific expectations placed upon 
the subject (x? significant at .oor). On the 
other hand, intensity of symptoms was re- 
duced in those social situations that were 
supportive and nurturant to the subject. 

One cannot escape the impression, from 
these observations, that the socio-psycho- 
logical behavior changes showed similarities 
with the general behavior of the mentally 
ill and that they provide fundamental impli- 
cations in the field of psychotherapy. 

Psychological Tests.—Psychological tests 
reported here? include a partial Rorschach 
(Cards IIL VII, and VIII); Wechsler- 
Bellevue Block Designs (#2 and #4); 
Draw-a-Person Test; and 8 Thematic Ap- 
perception Cards. The interpretation of the 
data obtained took into due consideration 
such limiting experimental variables as the 
abbreviated testing, different examiners, test- 
retest effects, and differences in LSD dosage. 
The tests were given to 29 subjects, each of 


3 The psychological examination of subjects who 
had received LSD was provided by our associates 
in psychology, Roseline Goldman, Ph.D. and 
Richard York, Ph. D. 
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whom took the tests twice; that is, with and 
without LSD administration. All but 2 sub- 
jects showed significant change in at least one 
major area of personality, such as perception, 
cognition, or emotion. Functioning was 
definitely modified in 2 or more dimensions. 
However, each subject clearly maintained 
his own way of functioning in his idiomatic 
style. Interesting enough, of the 2 excep- 
tions, one was a physicist who became blind 
4 days after birth; the other a subject 
selected because of epileptic equivalent 
symptoms of the temporal lobe variety which 
were similar if not identical to symptoms of 
the LSD effect. 

Reduction in Organization and Integra- 
tion—The most marked change for the 
group as a whole was a definite reduction in 
organization and integration of the subjects’ 
response to conventional features of their 
environment and experience. They showed 
a lack of concern about their behavior and 
responses, Their disregard for the environ- 
mental stimuli was accompanied by an in- 
creased concentration on discrete or minute 
aspects of experience. The subjects’ attention 
was centered on restricted areas. There was 
a general loosening of critical appraisal. 
Intellectual control was impaired with dif- 
ficulty in concentration and associative 
thinking. 

Perceptual Distortions.—A lack of dis- 
crimination between their own feelings and 
those of others and an imputing of their own 
qualities to objects were noted. This is 

illustrated in Rorschach responses: One 
subject had originally described a red part 
of one blot as “two hearts beating as one,” 
With LSD, this became “blood.” The color 
seems to have had a stronger impact under 
LSD, and diminished his intellectual control, 
His response now seemed to be without any 
social implications or evidence of attempted 
control, Another subject who said, “that 
resembles genitals” responded, when under 
LSD, “this seems a more friendly genital 
now, closer to the real thing." 

Loss of Emotional Control The loss of 
emotional control and the loss o£ control of 
distance between the self and the stimulus 
were reflected in the subjects’ responses. 
There was reduction of delay in controlling 
emotional reactions to people and to the 
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demands of the environment, with a tendency 
for more individualized, unconsidered, im- 
mature reactions. In the LSD test situation 
subjects appeared more interested in their 
own feelings and inner experiences than in 
interacting with the examiner, confirming 
behaviorally the test results, which indicated 
increased self-centeredness. 

The Thematic Apperception Test (TAT). 
Eight pairs of TAT stories were analyzed, 
The analysis was made in the following 
areas: interaction between the characters on 
the cards, perception of the environment, 
freedom in the expression of emotion or 
feeling. Two important features were re- 
vealed: Under LSD, roughly one-half of the 
subjects perceived less interaction and close- 
ness between the characters on the cards. 
"They viewed the environment as less warm 
and helping, or less interesting, and also, they 
were less free in expressing emotion. The 
other half showed no significant change from 
the control stories. It was often apparent 
that the TAT pictures became more vivid, 
the people in them more real. Subjects would 
meet this threat by devitalizing their stories 
or avoiding involvement. 

Decrease in Orientation to Past and 
Future.—Associated with the decrease in 
interest in the environment, there was, in the 
stories, emphasis on the “here and now, 
rather than on the normal sequence of past, 
present, and future. Memory of past and 
anticipation of future involvements in 
personal and social events was disrupted. 
There was also a concentration on subjective 
concerns and feelings which the subjects 
found difficult to communicate or so in- 
triguing as to preclude spontaneous inter- 
action with the environment. 

Wechsler-Bellevue Bloch Designs (#2 
and #4)—On simple psychological tasks 
structured by the examiner for the subjects, 
little loss in efficiency was seen in regard to 
either time or accuracy in the performance. 
On the other hand, Hyde and other co- 
workers observed that volunteers of the 
hospital staff, who had taken LSD, had great 
difficulty in performing their usual tasks in 
the course of their routine duties. f 

Anxiety and Tension. Both anxiety and 
tension were increased in some individuals, 
and decreased in others, with no consistency 
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for either trend in the group. Retention of 
basic personal identity was usually main- 
tained in spite of the changes that occurred, 
presumably because the individuals were 
aware of the fact that the LSD experiences 
were temporary and possibly because of the 
peculiar nature of the experience which pre- 
serves insight in spite of drastic intellectual 
and emotional changes. 


Autonomic Nervous System 


Phenomena of the autonomic nervous sys- 
tem have been observed by most authors and 
some, Forrer and Goldner(5), Savage(37) 
and Hoffer(19), studied and described them 
in more detail. In our experiments, auto- 
nomic phenomena were observed in all 
instances, and always preceded the mental 
phenomena. They occurred as subjective 
feelings and were objectively confirmed by 
clinical observation, polygraphic recordings, 
and pharmacodynamic methods. 

Subjective Experiences—All subjects who 
had taken LSD experienced sensations which 
were the result of dysfunctioning of the 
muscular, cutaneous, gastrointestinal, genito- 
urinary, cardiovascular, respiratory, and 
Sensory systems. Most common were sub- 
Jective feelings of trembling, while actual 
tremor was rarely seen, feelings of numbness, 
hunger, and nausea; less common were cold- 
ness and warmth, perspiration, tingling, 
throbbing, flushing, sighing, tightness, chok- 
ing sensation, sexual excitement, and need 
to urinate, 

Polygraphic Recordings. Albert Di- 
Mascio, M. A., Elsie Suter, M. D., and Doris 
Raphael, A. B., of our research department, 
Were predominantly concerned with the poly- 
graphic recordings of autonomic manifesta- 
lions. The experimental design was as 
follows ; One subject volunteered for 7 ex- 
periments which were executed at 1-week 
intervals, At 8 o'clock in the morning, on a 
fasting stomach, he received a drink which 
Was prepared by Dr. Hyde. Neither the sub- 
Ject, nor the observers, were informed 
Whether the drink contained LSD or plain 
Water, and since LSD is absolutely tasteless 
the subject had no way of distinguishing. A 
code Was kept and disclosed only after all 

© experiments were over. It may be stated 


M. RINKEL, R. W. HYDE, H. C. SOLOMON AND H. HOAGLAND 


885 


here, however, that both observers and sub- 
ject, in the course of the experiment, invari- 
ably made the right diagnosis. After the 
subject had taken his drink, he went 
through psychodynamic interviews while 
attached to the polygraph, and a number of 
physiologic manifestations were recorded, of 
which only the heart rate and respiration are 
reported here. Measurements of blood pres- 
sure and size of pupils were also made. Ex- 
aminations were done at 3 periods: resting 
before the interview, during the interview, 
and after the interview. The findings are sum- 
marized for heart rate in Table r, for sta- 
bility in Table 2. As can be seen from these 
tables, the second, fifth, and sixth records 
designate LSD experiments; the first, fourth, 
and seventh records designate control days. 
The experiment on the third day has been 
excluded because it is not strictly comparable 
to the others as the volunteer had a high 
temperature due to incidental septicemia, 
The heart rate is expressed as means of the 
time in seconds between 2 consecutive ORS 


TABLE 1 


Tue Errecr or LSD upon tue Heart RATE 
(Polygraphic Recordings) 


maen LSD e 
* SD e SD 
8. % % dde. 050 Te (523048 
54% „ A 
6. 9 * 044 4. . 69 045 
1 + .056 
Average. 67 044 JI 4050 
ds between t - 
Aute ORE Cn iig eiee cats on LSD) days 
is ET 
SD = standard deviation. 
TABLE 2 
Tue Errecr or LSD UPON THE STABILITY OF 
Heart RATE 
Averace Restinc D-Score* 
RA Control 
Tasos ed» + 3342 
4. 28.98 
e 34.60 
a) 32.33 


TD: Bet rate is more stable on LSD-days. 
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complexes, not in pulse rates per minute. 
This method was chosen because pulse rates 
could not be handled statistically as easily 
and accurately as time measures. Table 1 
indicates that the heart rate under the influ- 
ence of LSD was higher than the heart rate 
on control days. 

Table 2 expresses the stability of the heart 
rate on LSD days and control days, On 
analysis of the record of the automatic con- 
tinuous heart beat markings, it was noted 
that the heart beats fluctuated considerably 
as to rate and degree of change. In order 
to quantify the rate and degree of such 
fluctuation, the “D-” score was devised as a 
Statistical measure. The “D-” score is ob- 


tained by the formula e in which Ad rep- 
n 


resents the amount of change from peak to 
valley measurement and n the number or 
recorded peak-valley changes. The change 
between a peak and valley must be at least 
03 seconds. A large “D-” score indicates a 
greater lability, or in other words, instability 
of the heart rate. A low D. Score indicates 
a relatively stable rate. Table 2 demonstrates 
that the heart rate was more stable on LSD 
days. 

Respiration.—The polygraphic records re- 
veal that LSD caused a greater variability in 
length and depth of the respiration cycle than 
was indicated on control days. Also the rate 
of respiration was faster, and there was 
more sighing. 

Pupils—Table 3 shows the size of the 
pupils as measured by the same observer 
under identical conditions. A marked change 
in the size of pupils occurred only on LSD 
days. The diameter of the pupils was 3 mm. 
at 9: 00 a.m. on LSD and control days. How- 
ever, when the subject had received LSD, 
the pupils, during 2 hours and 45 minutes, 
gradually dilated from 3 mm. to 5.25 mm. 
The Psychodynamic interview, however, was 


TABLE 3 


Tar Errscr or LSD upon Size or Purs 
(The measurements were taken on the same person, 
in the same room, in the same light.) 


Time LSD Control 
9:00 A.M... ete eae 3mm. 3mm. 
10:45 A.M. (Pre-interview).. 475mm. 270mm. 
11:45 A.M. (Post-interview).. 525mm. 275mm. 


not influential in this phenomenon, as the 
controls convincingly demonstrate. They 
showed no appreciable change in the size of 
the pupils, 

Blood Pressure.—The systolic and di- 
astolic blood pressure was taken with the 
ordinary clinical method before and after 
an interview. LSD, itself, affected the blood 
pressure very little, although the blood pres- 
sure readings were slightly lower after LSD 
than on the controls. Noteworthy, however, 
was the phenomenon of the rise of blood 
pressure during LSD action following a 
psychodynamic interview: On LSD days 
the blood pressure was somewhat higher 
after a psychodynamic interview (average 
132/94 mm/Hg). The reverse was observed 
on control days; the blood pressure was 
lower after the interview (average 125/98 
mm/Hg). 


PHARMACODYNAMIC EXAMINATION 


The pharmacodynamic or indirect exami- 
nation of the autonomic nervous system was 
performed with the administration of syn- 
thetic Nor-epinephrine, synthetic Epineph- 
rine, and synthetic  acetyl-betamethyl- 
choline (Mecholyl). These chemicals were 
selected because of their already known re- 
lationship to emotion in general and schizo- 
phrenia in particular. Fifteen cooperative 
patients of the hospital, predominantly 
schizophrenics, were examined, with the as- 
sistance of a nurse and other observers, 
early in the morning, mostly on a fasting 
stomach. The examination took place in a 
quiet examining room where the patient was 
left to rest until the systolic blood pressure 
had leveled off. The patient then received 
an intravenous injection of one test drug; 
the blood pressure, and often the pulse rate, 
were taken and recorded at 3o-second in- 
tervals for 5 minutes, and at 1-minute inter- 
vals for another 5 minutes, or until the bes 
pressure had returned to nearly the ves 
reading. This procedure was followed wit 
the older test drugs, after a sufficient rest 
period between tests had elapsed. The same 
procedure was repeated, on the same day, 2 
hours after the patient had received LSD. 
This procedure has since been changed be- 
cause we realized that it caused too great 
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a stress for the patient, and therefore, set 
aside one day for the control and, after a 
sufficient interval, another day for the actual 
LSD experiment. This change in procedure 
seemed fully justified, for the comparison of 
the effect of the test drugs on control days 
revealed little, or merely insignificant, varia- 
tions. Method: Synthetic Nor-epinephrine 
and synthetic Epinephrine were given intra- 
venously in the amount of 0.025 cc. of a 
solution of 1: 1000, and acetyl-betamethyl- 
choline (Mecholyl) was injected intramuscu- 
larly in the amount of 2.5 mg. These small 
amounts were given because we observed 
that the reactions were sufficiently distinct, 
and caused less discomfort. LSD was given 
orally, $ microgram per kilogram body 
weight, because with the usual dose of one 
microgram per kilogram, we encountered 
more severe reactions in some patients, 
which led to unpleasant disturbances on the 
ward. On the other hand, the fact was 
established that even 3 microgram of LSD 
caused sufficient and detectable changes in 
the autonomic functions, Normal volunteers, 
however, received mostly one microgram per 
Kilogram body weight. As an additional 
Control, in some instances, physiological 
saline solutions were submitted for LSD, but 
the results were so drastically different from 
actual LSD experiments, that the saline 
control as a routine could be omitted. 

The Effect of Nor-epinephrine—The 
height of the reaction occurred within 30 to 
60 seconds, and leveled off after about 4 
minutes. The average rise of the systolic 
blood pressure during the control period was 
61.5 mm/ Hg, and 2 hours after the ad- 
ministration of LSD, it was 68.2 mm/ Hg. 
The changes of the diastolic pressure are 
reflected by the pulse pressure. On the con- 
trol days, the average initial pulse pressure 
Was 47.7 mm. and the average pulse pressure 
at the height of the reaction 84 mm., with 
a difference D= 36.3 mm. Not much differ- 
ence was observed on the experimental days. 

Wo hours after the oral administration of 

SD, the average initial pulse pressure was 
Pu mm., at the height of the Nor-epineph- 
ine reaction 87 mm., with a difference 
Rate mm. A comparison of the data 

vows that the response of the systolic and 

‘astolic blood pressure to the injection of 


Nor-epinephrine was not much different on 
control and experimental days. In other 
words, LSD did not appreciably alter the 
response of the autonomic nervous system 
to Nor-epinephrine. 

The Effect of Epinephrine —The average 
rise of the systolic blood pressure, following 
the injection of Epinephrine, on control 
examinations was 85.4 mm/Hg, and 2 hours 
following the administration of LSD, 57.6 
mm/Hg. In both instances, the height of the 
reaction occurred between 30 to 60 seconds. 
The pulse pressure was recorded as an ex- 
pression of the diastolic pressure. During 
the controls, the average initial pulse pressure 
was 49 mm. and at the height of the reaction 
119.5 mm/ Hg, with a difference D— 70.6 
mm. Two hours after the administration of 
LSD, the average initial pulse pressure was 
45.8 mm/Hg, and at the height of the re- 
action 93.3 mm/Hg, a difference D= 
47-5 mm. 

The statistical evaluation of the data of 
the systolic blood pressures is summarized 
in Table 4, which indicates the mean values ; 
standard deviation; and P-values. As can 
be seen, the changes in blood pressure after 
the injection of Nor-epinephrine are statisti- 
cally not significant; following the injection 
of Epinephrine, the recorded changes in the 
blood pressure on control and experimental 
examinations are significant with a P-value 
between means of <.or. 

The Effect of Mecholyl.—Thirteen pa- 


TABLE 4 
SUMMARY or DATA 


Mean Values; Standard Deviation; P-Values 
A. Nor-epinephrine _ 
Mm. Hg. D.* Mm. 


Control LSD “Control LSD 
Mean values ........ 615 68.2 36.3 40.6 
Standard deviation .. 21.4 224 224 20.6 
P-value between means.. N.S.* N.S. 


* N. S. — not significant. 


B. Synthetic epinephrine 


Mm. Hg. D.* Mm. 

“Control LSD “Control. LSD 

Mean values ........ 854 57.6 70.6 47.5 

Standard deviation . 14.6 10.3 dS 15.4 
01 


P- value between means.. «.0I 


* D. is the difference between the basal and the highest 
pulse pressure. 
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tients received 2,5 mg. of Mecholyl intra- 
muscularly. The results of this examination 
indicated a slightly lesser reaction of the 
parasympathetic system to Mecholyl after 
the effect of LSD had become manifested. 

LSD and Lobotomy.—We had an opportu- 
nity to study both the psychological and auto- 
nomic reactions to LSD in one case of 
lobotomy. A female patient, aged 65, who 
had been hospitalized for 30 years before 
the lobotomy, exhibited the symptoms of an 
agitated depression with restlessness, fears, 
and anxieties. Almost immediately after 
lobotomy was performed, the patient had 
become calm, no outward signs of fears or 
anxiety could be detected. About 6 weeks 
after lobotomy, she received 4 microgram 
of LSD per kilogram of body weight by 
mouth, and about 45 minutes later, she 
Seemed to be back in the original state 
of agitated depression, expressing fears, 
anxieties, and feelings of guilt. This condi- 
tion lasted for several hours, but subsided 
toward the evening. 

The autonomic responses also indicated a 
relapse into her pre-lobotomy state, Before 
lobotomy, the systolic blood pressure on 
Epinephrine stimulation Tose 70 mm. within 
about 1 minute, and returned to the base line 
after about 4 minutes. After lobotomy, as 
could be expected (30-34) the reaction of 
the systolic blood pressure to Epinephrine 
was greatly enhanced. It rose 110 mm, and 
dropped sharply within 2 minutes, without 
reaching completely the base line within the 
IO minute time of Observation, but estab- 
lishing a new, somewhat higher base line of 
170 mm/Hg. Following the administration 
of LSD, the reaction was quite different. On 
Epinephrine, the millimeter deviation of the 
systolic pressure from this new base line was 
a rise of about 50 mm. which, after 3 minutes, 
turned into a drop considerably below the 
base line. The effect of 2.5 mg, of Mecholyl 
upon the systolic blood pressure, obtained 2 
hours after the administration of LSD, in- 
dicated a somewhat more Pronounced re- 
action than is seen in nonlobotomized 
patients, 

Summary and Discussion.—The Systematic 
examination of the autonomic nervous system 
revealed that LSD seemed to influence par- 
ticularly the adrenalin system. The heart 
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rate was higher and more stable under the 
influence of LSD. This recalls Witt’s(45) 
observation of the more nearly perfect spider 
net built under the influence of LSD. How- 
ever, the more nearly perfect webs made by 
spiders under LSD are at the same time 
much weaker, which allows the speculation 
that this may well be the result of an ex- 
hausted or otherwise disturbed adrenalin 
Supply. It has been known for years that 
the efficiency of spider webs in clotting blood 
depends on their adrenalin constituent, The 
higher and more stable heart rate in humans 
under LSD may likewise be the result of 
changes in the adrenalin system. 

The pupils became dilated from a basic 
3 mm. to 5.25 mm. within 2 hours and 45 
minutes, which indicates sympathetic stimu- 
lation. Similar Observations on the pupils 
Were reported by Forrer and Goldner(5) 
and Savage(37). 

The systolic blood pressure, following psy- 
chodynamic interviews, went up on LSD 
days, while the reverse took place on control 
days. This phenomenon may be related to an 
increasing anxiety as the result of LSD 
administration, j 

The blood pressure response to Nor-epi- 
nephrine was not significantly altered on 
LSD and control days. The response to 
Epinephrine was lower on LSD days. In 
evaluating this observation, one must beat 
in mind that the examinations were done on 
mental patients whose autonomic Tesponses 
are already altered by their mental condition 
which has been aggravated by LSD. 

LSD caused only slight inhibition of the 
systolic blood pressure response to Mecholyl. 

LSD altered the psychological as well as 
the physiological effect of lobotomy. d 
gained the impression that LSD had cause 
a relapse into the mental and physiological 
State which existed before lobotomy was 
performed. 


ADRENOCORTICAL SYSTEM 


Motivation—The relationship of the 
adrenal cortex to schizophrenia which mank 
fests itself in a reduced responsivity 4 
schizophrenic patients to Fee 
stresses and test doses of ACTH has already 
been established(17, 28, 29). Schizophrenic 
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patients excrete on the average less inorganic 
phosphates than normals but display a 
marked increase in phosphate excretion 
under stress or following the injection of ; 
ACTH or adrenal cortical extract, which 
also cause a release of endogenous corticoids. 
The similarity of psychological symptoms 
of LSD action to those of Schizophrenia 
therefore seemed to offer an interesting in- 
vestigation of adrenal cortex responses to 
LSD stress. 

Procedure. — The following procedure was 
adopted: A group of normal volunteers was 
selected. One day was devoted to controls, 
another day to the actual LSD experiment. 
On the control day, urine was collected from 
the time of rising until approximately 9:00 
am.; a second urine sample represented 
the urine produced from 9:00 a.m. until 
3:00 pm. At 3:00 p.m., 25 mg. of ACTH 
was injected intramuscularly. At 6:00 p.m., 
a third urine sample was collected. The 
urine samples were analyzed for rates of 
excretion of urine, creatinine, 17-ketoster- 
oids, sodium, potassium, phosphates and uric 
acid. On the experimental day, the same 
procedure was followed with the exception 
that at 9:00 a.m., the volunteer was given 
orally 0.5 micrograms of LSD per kilogram 
body weight, 

Results,s—The results, though still tenta- 
tive, revealed interesting observations. The 
data as means are summarized in Tables 5 
and 6. 

Table 5 demonstrates the stimulating effect 
of ACTH on the adrenal as measured 
especially by the 17-ketosteroids, sodium and 
uric acid constituents in the control series, 
Tt shows that the 17-ketosteroid output was 
less by 14% in the case of the second control 
as might be expected from the usual diurnal 
rhythm. The administration of ACTH in- 
Pos the 17-ketosteroid output in expected 
Eh. From diurnal rhythm expectation 
1 0 ACTH this value in the third column 
dde have been about 70% so that there 

CTI rise of approximately 60% following 
ACTH This table also indicates that 
ud Caused a retention of sodium. There 
d 1 oo of an increased output 

Sodium and potassium in the 


"E, 
Compiled and described by Hoagland. 
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TABLE 5 
CowTROL Day 


(Mean % values per gram creatinine of 17- 
ketosteroids, urinary sodium, potassium, uric acid, 
and phosphates. Urine samples were taken at 9:00 
a. m., 3: 00 pm,, and 6: 00 p.m.) 


5 
* * 
3 "ls 5 g 
ERE i 
$ $8 8 S a 
ABE E a 
86 128 P « o.05 
125 83 P «oor 
147 119 Not signif. 
9r 13r P « o.05 
Phosphates .. roo 66 162 P < 0.02 


* Underscoring indicates statistical significance at better 
than the 5% level between the 2nd and 3rd columns, 

Table 5 compares the control-control-ACTH studies in 
terms of mean per cent changes as indicated by the column 
leads. 


second control over that of the first; this 
increase was unexpected and is in contrast 
with the decreased output of 17-ketosteroids. 
The effect of ACTH on this already rather 
high potassium output was negligible. Uric 
acid showed the usual kind of response, The 
second control indicates the diurnal rhythm 
reduction over the first control; ACTH 
significantly enhanced the uric acid output. 
Phosphates also showed the kind of diurnal 
rhythm one would expect but there was an 
increased output of these phosphates with 
the administration of ACTH. The evalua- 
tion of these data must take into consider- 
ation that the volunteers who had no break- 
fast were allowed to have lunch. The 
midday meal may have interfered with the 
sequence of events, because recent findings 


by Elmadjian, of the Worcester group, in- 


dicates that taking of a meal produces some 
Stress response to the adrenal. This, then, 
would tend to elevate signs of adrenal 
activity in the second control sample. The 
high value of potassium in the second control 
may limit its percentage rise after ACTH, 
since potassium is especially affected by the 
intake of food. 

Table 6 shows that LSD in itself stimu- 
lated the adrenal as indicated by the 17- 
ketosteroid data. The 17-ketosteroids, fol- 
lowing LSD, showed a 12946 response if 
the first control is compared with the second 
control in contrast to the reduction from 
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TABLE 6 
LSD EXPERIMENT 


(Mean % values per gram creatinine of 17-ketoster- 
oids, urinary sodium, potassium, uric acid and 


phosphates.) 
5 8 A 
x x E 
ri s f E 
3 % ba & 
ó 8 «I^ a 
AEST. rc cla 100 129 113 P So. os 
Na .. . I00 136 89 P < 0.05 
Ku 100 113 131 Not signif. 
Uric acid. 100 196 107 Not signif. 
Phosphates .. 100 29 289 P < o.05 


* Underscoring indicates statistical significance at better 
than the 5% level between the 2nd and 3rd columns. 

In this table the control and LSD samples are compared, 
um 5 of ACTH following the effects of LSD are 
tabulated. 


100% to 86% in Table s. The output of 
sodium was increased, following LSD, but 
little change was seen in the potassium out- 
put. The output of uric acid was decidedly 
enhanced, an indication of the probable re- 
lease of corticoids. On the other hand, the 
output of phosphates was markedly reduced 
following LSD stimulation. This is of 
interest in view of the observation that 
schizophrenic patients at rest excrete, on 
the average, only about one-half the urinary 
phosphates produced by normal controls(17). 
The absolute values of phosphate excretion 
are particularly illuminating. The subjects 
excreted 0.291 mg/gr creatinine of phos- 
phates between 9: 00 a.m. and 3:00 p.m. on 
the control day and only 0.162 mg/gr cre- 
atinine (P <o.05) for the same period on the 
experimental day, under the influence of 
LSD, which represents a ratio of 1.8 to 1.0. 
This ratio of 1.8 is similar to that of 2.1 
which results when the ratios of normal to 
schizophrenic phosphate excretion at rest 
is compared(17). LSD further caused a 
damping effect upon ACTH stimulation as 
can be seen in the response of the 17-keto- 
Steroids, sodium and uric acid, in the third 
column of the table. 

Of more interest was the observation of 
a marked increase in output of urinary 
phosphate when ACTH stimulation was pre- 
ceded by the oral LSD administration. The 
schizophrenic patient, at rest, excretes com- 
paratively little urinary phosphate, but the 
Output of urinary phosphate is very large 
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in schizophrenics compared with normal con- 
trols following stress and after the injection 
of adrenal cortical extract or ACTH (17,29). 
Table 6 also shows that LSD depresses the 
urinary phosphate output, but, once the sub- 
ject was under the influence of LSD, the 
injection of ACTH markedly increased the 
output of urinary phosphate. This indicates 
a striking parallel between subjects under 
the influence of LSD and schizophrenic pa- 
tients whose resting output of urinary 
phosphate is low, while their response to 
ACTH injection is greatly increased. 

Summary.—L'SD appears to stimulate the 
pituitary-adrenal axis, probably after the 
manner of a nonspecific stressor. It seems 
to render the adrenal somewhat unresponsive 
to ACTH stimulation, as schizophrenia 
causes the adrenal to be subnormally re- 
sponsive to ACTH ; a comparison which is 
quite suggestive. These statements apply 
to the urinary constituents which were 
measured and not to eosinophile, lympho- 
cyte, or corticoid changes which were not 
measured(17). LSD depresses the urinary 
phosphate output but markedly increases it 
under the additional stimulation of ACTH. 
This behavior of the inorganic phosphate 
follows the pattern that was found in schizo- 
phrenic patients. 4 

Discussion, The question presents itself 
as to whether the damping effect of LSD 
upon ACTH is specific for LSD. It could 
be that any injected nonspecific stressing 
agent would leave the adrenal refractory for 
a few hours so that it would be somewhat 
unresponsive to ACTH. No conclusive 
answer to this question is yet available al- 
though some degree of specificity resides in 
the peculiar behavior of the urinary inorganic 
phosphates which so closely resembles the 
behavior of these phosphates in schizo- 
phrenics, both as to their repression by LSD 
and their over-response to ACTH when the 
subject is under the influence of LSD. More 
experiments are needed before too mu 
weight can be attached to any of the observa- 
tions which are here recorded. 


REFLECTIONS ON A CHEMICAL THEORY OF 
PSYCHOSIS : 

The diethylamide of d-lysergic a 
(LSD), a partially synthesized derivativ 
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of the ergot alkaloids, produced an experi- 
mental psychosis, or, to use R. Fischer’s(3, 
4) terminology, “model psychosis.” Its 
mental, physiological and chemical phe- 
nomena resembled those of natural psychotic 
states. Other chemicals, especially mes- 
caline(1, 14, 18, 20, 27), produce similar 
mental conditions. Therefore, one cannot 
assume a specificity of either LSD or mes- 
caline in the causation of psychotic syn- 
dromes. The possibility suggests itself that 
either chemical may act by interference with 
an enzyme system of the organism. Such 
interference may originate metabolites which 
could be the cause of psychotic mani- 
festations, 

i Glucose is the chief substrate of the brain; 
it supplies most of the energy required to 
maintain cerebral function. Mayer-Gross, 
McAdam, and Walker (25, 26) investigated 
the influence of LSD upon the carbohydrate- 
metabolism. They found that LSD partially 
blocked the carbohydrate-metabolism at the 
hexosemonophosphate level. However, they 
were unable to correlate satisfactorily the 
intensity and duration of the LSD-induced 
mental phenomena with the changes in the 
blood chemistry. An attempt to counteract 
LSD-symptoms by raising the blood level 
of glucose to 200-300 mg/100 ml. had only 
little effect and was of short duration (3-5 
minutes). Our own attempts to prevent or 
neutralize LSD manifestations by injecting 
glucose to raise the blood glucose level to 
200-300 mg/ 100 ml. were unsuccessful, 

Our thoughts were early directed toward 
the Possibility of the involvement of the 
adrenalin system. We noticed that symptoms 
of a disturbed autonomic, particularly 
adrenergic, system always preceded the 
1 of mental symptoms, an observa- 
19 0 Which has been reported by almost all 
nvestigators, Of special interest were such 
Psychologica] phenomena as hostility and 
RA Cannon, Funkenstein (6-12), of our 
0 0 Goodall (13) and others, had al- 
bud Published experimental observations 
aen demonstrated the relationship of Nor- 
» enalin and adrenalin to such emotional 
(25) tations. Liddell and Weil-Malherbe 
1 2 determined the effect of LSD upon the 
Pn adrenalin concentration. They re- 

ed that following intravenous LSD ad- 


ministration, 3 phases could be distinguished : 
an initial rise of the adrenalin level, a drop 
below the starting level, and finally a second- 
ary rise, In correlating the clinical and bio- 
chemical events, they observed that the phase 
of falling adrenalin concentration seemed 
to be associated with relaxation and euphoria; 
the rising adrenalin concentration, on the 
other hand, with tension and anxiety, often 
accompanied by a sensation of shivering and 
appearance of gooseflesh. 

The possibility of an involvement of the 
adrenalin cycle in mental conditions did not 
seem surprising in the light of the fact that 
a number of clinical conditions are related 
to the Phenylalanine-adrenalin cycle. Martin 
(24), in his most informative book on Bio- 
logical Antagonism, reminds us of the fol- 
lowing clinical entities which indicate inborn 
errors of the phenylalanine-tyrosine metabo- 
lism: albinism, which is characterized by 
abnormal deficiency in the formation of 
melanin, a defect which is probably due to 
the absence of an enzyme capable of con- 
verting dihydroxyphenylalanine, an inter- 
mediary compound of the adrenalin cycle to 
melanin. Another condition is alcaptonuria, 
characterized by the excretion of homo- 
gentisic acid which, especially with alkali, 
turns the urine black. The phenylpyruvic 
acid oligophrenia has more recently become 
generally known. The metabolic abnormality 
of this condition is localized at the point of 
oxidation of phenylalanine to the p-hydroxy 
compound. Tyrosinosis, the urinary excre- 
tion of Tyrosin, is characterized by blockage 
at the next point of Tyrosin metabolism, 
namely p-hydroxyphenylpyruvic acid. Pre- 
mature infants excrete p-hydroxyphenyl- 
pyruvic acid and p-hydroxyphenyllactic acid 
in the urine, an abnormal state which is as- 
sociated with and corrected by ascorbic acid. 
Martin(24) points out that these clinical 
entities represent “metabolically mutated bio- 
chemical states,” some of which “may be due 
to specific naturally occurring metabolic 
analogues.” 

Osmond and Smythies(27) published in 
1952 an imaginative essay on a “New Ap- 
proach to Schizophrenia,” in which they ex- 
pressed the possibility of the involvement of 
the adrenalin-cycle in the origination of 
mental illness. They were studying the 


mental effects of mescaline and became aware 

of the structural similarity of the mescaline 

molecule with the adrenalin molecule, They 
postulated the presence of a substance M 
‘(apparently derived from the word Mes- 
caline), which they thought originates in the 
organism and causes mental changes in pre- 
disposed people. In a subsequent paper, 
Hoffer, Osmond, and Smythies(20) further 
elaborated on this possibility. In their search 
for the substance M, they came upon adreno- 
chrome, a metabolite of the adrenalin-cycle, 
which they thought most promising for 
further investigation. Hutcheon of their re- 
search group synthesized adrenochrome and 
all their further “studies were made with this 
synthetic adrenochrome.” The authors per- 
formed 7 or 8 experiments, Adrenochrome 
was given subcutaneously in the amount of 
O1 mg. to 5 mg. and intravenously 10 
mg. were given. The main psychological 
features of these experiments were reported 
as overactivity, poor judgment, lack of in- 
sight, depression, and hallucinatory experi- 
ences. Two dramatic descriptions of self- 
experiments on the same subjects are offered 
as further illustration. The reports indicated 
that the subjects had, indeed, most interesting 
experiences of a psychotic nature, and it is 
only natural that the authors arrived at the 
conclusion that “adrenochrome has psycho- 
logical properties similar to those of mes- 
caline and lysergic acid." 

In view of the importance of these findings, 
and stimulated by their attractive descrip- 
tions, we tried to duplicate the experiments 
of Hoffer et al.(20). We obtained adreno- 
chrome, which is commercially produced in 
this country and, for its hemostatic effect, 
widely used in surgery. The commercial 
adrenochrome was purified by linking it to 
Semicarbazid, one of the usual chemical 
reagents, and a crystalline product, adreno- 
chrome monosemicarbazone was obtained. 
The addition of sodium salicylate made the 
crystals easily soluble in water. Each of 5 
normal subjects received, orally, 5 mg. of 
adrenochrome semicarbazone in the early 
morning hours, and then was Observed for 
the rest of the day at the hospital. The oral 
administration was chosen because the in- 
jection is painful, and no difference in effect 
was reported between the oral and intra- 
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venous use of the chemical, No 
mental phenomena were observed 
and no subjective or objective si 
disturbed nervous System were noi 
subjects went about their daily 
usual. Sherber(38), who published 
on the use of adrenochrome in sut 


The difference in the results of o 
chrome experiments and those ep 
Hoffer and his group may be due 
difference of the molecular structur 
stability of the product. The ad e 
that was synthetized by Hutcheon 
scribed as "unstable" and “de 
This may indicate that other toxic s 
had formed in the solution that w. 
Hoffer and his group. We do not k 
these substances were, but it has 
ported that a further oxidation pro 
adrenochrome is adrenoxine. i 

Adrenoxine, the molecular form 
which is not yet known, was first 
by P. Heirman(15, 16). In his rep 
“Vadrenoxine, adrénaline ox ydée inhib 
he stated that the oxidation of adre 
tyramine by tyrosinase forms adr 
but if the oxidation by tyrosinase 
tinued, a new substance is form 
inhibits the inotropism and chrono 0 
the frog's heart. He gave this new s 
the name “adrenoxine.” The phys 
chemical properties of the sol 
adrenoxine were described as follows: 
solution is slightly pink and stable for 
if kept on ice. On evaporation, a re 
obtained which is slightly yellow if di 
in water. Adrenoxine is stable in 
water for 15-20 minutes. It is solubl 
distilled water, ethyl alcohol, methy 
slightly soluble in chloroform and 

in ether. Higher temperatures of di 
at 100* C. accelerate oxidation and 1 
appears. Physiologically, the effe 
adrenoxine are characterized by brad 
slight fall in blood pressure which m 
from 14 to 2 hours. On autopsy, 
fibrillation, vasodilatation of the ve 
inferior and mesenteric veins wer 
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The authors did their experiments on 
animals. ! 

The similarities of the physiological effects 
of adrenoxine, LSD, and mescaline may 
seem to warrant the study of the effect of 
adrenoxine on man. Adrenoxine, of which 
the constitutional formula has not been 
established as yet, may well be the adrenalin 
metabolite which may further advance our 
knowledge of the chemical relationship to the 
origination of psychosis. 

Many data have been accumulated which 
allow thinking in chemical terms in relation 
to mental disorders. One could speculate 
that at one time or another in the life of a 
human being an enzymic disturbance in the 
synthesis or decomposition of a vital chemical 
may occur and a metabolite may originate 
which, in turn, causes the psychosis with its 
associated physiochemical changes. Which 
chemical actually is involved, we do not yet 
know, but recent research tends to indicate 
that the adrenalin cycle may be involved. 
Whether psychological distress affects the 
adrenal cycle, as Hoagland’s work (and 
others) Seems to indicate, or whether con- 
genital factors are involved, one cannot 
answer as yet. What form of psychosis 
would result from such metabolic chemical 
change may depend on the age and consti- 
tution of the individual, A brief survey, on 
27 male subjects, of the relationship of 
Somatotype to the emotional or psychiatric 
manifestations of LSD-induced experimental 
Psychosis was done by Philip Slater, M. A., 
Sociologist of our group. In classifying the 
Subjects, a method was used that was de- 
veloped by the physical anthropologist, E. 

Coton, of Harvard University, not the 
technique described by Sheldon e£ al. The 
findings seemed to indicate that ectomorphs 
tended to be intrapunitive, and mesoendo- 
ports extrapunitive (x? significant at or 
1 and clinical psychiatric classification 
Showed a slight trend for the endomeso- 
Morphs to be affective, while the ectomorphs 
tended to be withdrawn. 
ar evidence currently available indicates 
ae adrenal cycle may play an important 
in the development of psychoses and 
r 195 up the necessity of relating the various 

i Tvations in a consistent theory to further 

* constructive research in the field. Such 


well-grounded theoretical hypotheses make 
explicit the need of further careful experi- 
mentation, and may furnish a substantial 
basis for the development of experimental 


psychiatry. 
SUMMARY 


I. Experimental psychiatry, i.e., the com- 
prehensive study of experimentally produced 
psychosis, is important for the advancement 
of psychiatry. 

2. The diethylamide of d-lysergic acid 
(LSD) has proven an excellent tool for 
investigation of experimentally produced 
psychotic-like manifestations, 

3. Clinical, psychological, physiological, 
and biochemical evidence is offered which 
indicates that the adrenalin system is in- 
volved in the LSD-produced emotional and 
psychotic phenomena. 

4. Theoretical reflections concerning the 
enzymatic adrenalin system as the basis of 
the development of schizophrenia and other 
psychoses are reported. 
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DISCUSSION 


Herman C. B. Denger, M. D., (Ward's Island, 
N. Y.)—It is a pleasure to discuss this well-con- 
ceived and admirably-planned venture into the new 
frontiers of psychiatry—the fields of experimental 
and pharmacodynamic psychiatry. The availability 
of substances capable of producing clinical syn- 
dromes analagous to the major psychoses now 
makes it possible to study these entities 1n 15 
laboratory. The delineation of the e 
findings is precise and concise. No addition can 
offered nor can any subtractions be suggest de 
will address myself more particularly to s 
theoretical formulations that Drs. Rinkel, m 
and Solomon have made on the basis of their a 
It is not surprising that they found in a ee 
following lobotomy that “LSD had caused a 77 
lapse of her mental and physiologic state. Pau 115 
Hoch has shown in some 50 cases that mec 
reactivates the psychotic symptoms in patients 
lowing psychosurgery. My collaborators o 
have been able to show that the same takes P 
following electroconvulsive therapy. 

While great emphasis has been placed upon P 
symptoms of autonomic nervous system dysfunc at 
it is a fact, as has been shown in this paper, 
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these are merely the anlage of the mental changes 
that follow. They can be considered as the initial 
reaction to any stress-producing stimulus. In the 
case of LSD or mescaline, they appear almost im- 
mediately following the injection of the drug and 
soon give way to the acute picture so well described 
herein. 

Rinkel and his collaborators have developed very 
carefully the clinical, psychological, physiological, 
and biochemical evidence to support their concept 
that the “adrenal system” is involved in the LSD 
produced psychosis. This is based in part upon 
the findings by Osmond and Smythies that the 
chemical structures of mescaline and adrenalin are 
very closely related. Rinkel states, however, that 
mescaline and LSD are very different not only in 
chemical structure but in potency as well. The 
fact that other drugs with even more striking dif- 
ferences in chemical formulae can produce disorders 
of the mood and thought, suggests strongly that 
the final clinical picture does not result from inter- 
ference with a peripheral metabolic function but is 
probably centrally dictated. While it is undoubtedly 
true that the adrenal cortex alone or in combina- 
tion with other endocrine glands plays a role in 
the production of abnormal behavior, the question 
still arises whether or not this is primary or 
secondary. 

If a disorder of the adrenalin cycle is causative, 
how can we explain the fact that the intravenous 
injection of mescaline in epileptic patients not only 
suppresses completely spike-wave patterns and high 
voltage slow wave bursts which originate in the 
diencephalon, but also produces lethargy, drowsiness, 
or sleep as the major clinical reactions. These are 
directly contrary to those symptoms elicited with 
either LSD or mascaline in schizophrenic patients. 
In only 1 of 12 epileptic patients was it possible to 
Produce an acute psychosis, and this patient was 
shown subsequently to suffer not only from epilepsy 
but from schizophrenia as well. 

lf it is a defect in the adrenalin cycle that plays 
such a role in the production of a psychosis, treat- 
ment then could be directed at the adrenal medulla 
by either denervation, or curettage, or electrolytic 
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destruction. Man can subsist without the adrenal 
medulla and with only one-fifth of the cortex. Re- 
cent reports of bilateral adrenalectomy in the treat- 
ment of schizophrenia have not led to any wide- 
spread adoption of this therapy. 

I quite agree with Rinkel that a cellular enzy- 
matic disturbance is probably at the root of many 
mental disorders, Freud, in his earlier papers, al- 
ready speculated on the possible chemical etiology 
of the neuroses. However, there is far more sub- 
stantiated evidence rather than mere speculation to 
show that the metabolic disorders at the cellular 
level exist not in the glands but in the central 
nervous system. 

In terms of the cycles through which we pass, 
the present decade can be called the adrenal era. 
Other similar eras have come and gone. At one 
time the gonad was implicated. If we think of the 
body in terms of an integrated whole, it would be 
seen that dysfunction, as in the psychosis, represents 
a complex interaction of many organs. Perhaps 
*the adrenal cycle" is involved, but there are many 
other deranged metabolic processes as well, not 
only in the adrenal gland but in the other glands 
and in the central nervous system. Kallman has 
shown how the genetic processes are involved in 
mental illness. The role of psychologic factors and 
environmental influences have been well docu- 
mented. If we study all of these derangements as 
a totality, I feel that a truer approach to mental 
disorders will be possible. 

It must be borne in mind that afferent stimuli, 
either visual (light waves), or auditory (sound 
waves), can produce dramatic alterations in the set 
of the individual. What are the pathways of these 
stimuli? How do light waves and sound waves 
affect cellular metabolic processes? These are basic 
questions which still remain to be answered. 

These comments are not intended to detract from 
the excellence of this work. Where others have 
simply knocked at the door, Rinkel and his co- 
workers have pushed it ajar. Beyond lies the an- 
swer to the most intriguing question in psychiatry 
today—the etiology of schizophrenia. 
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INTRODUCTION 


The complexity of the problem created by 
our aging population is demonstrated by the 
material accumulated during the First Na- 
tional Conference on Aging and thereafter 
published as a book, entitled Man and His 
Years(1). In order to develop methods of 
solving the problem of our elderly persons, 
it is important for us to know what strengths 
and weaknesses of psychic functioning are 
most likely to be present in the aged so that 
we can avoid complications and exploit assets 
to their utmost extent. In reviewing the 
literature, our impression is that many of the 
Statements are based upon anecdotes and are 
biased. That our knowledge is insufficient 
was clearly recognized by the participants of 
the First National Conference on Aging, and 
a repetitive thought is expressed in almost 
every chapter to the effect that “Research in 
this area is required" or “Needed research 
should first be undertaken." 


METHODOLOGY 


This investigation, 
plinary approach, was initiated a few years 
ago to study some of the psychological and 
physiological changes which appear in old 
age and to evaluate 
and their effects upon the central nervous 
system. The number of Subjects we have 
studied to date exceeds 332. These subjects 
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age was arbitrarily established as the lower 
age limit for our subjects, and no upper-age 
limit was set. Routine work-ups for each 
subject included the following: (1) detailed 
social and medical histories, (2) blood and 
urine studies, determination of NPN and 
fasting blood sugar, (3) physical and neuro- 
logical examinations, (4) psychiatric evalua- 
tion, (5) electroencephalogram, (6) termina- 
tion of critical flicker-fusion frequency for 
light, (7) Psychological testing, which in- 
cluded a Rorschach, a shortened form of the 
Wechsler-Bellevue, the Weigl color-form 
sorting test, and the successive eights test. 

As previously mentioned, the subjects 
were divided into various groups, utilizing 
specific criteria. For the purpose of this 
presentation, we shall limit our discussion to 
those groups referred to as “community 
groups" and one hospitalized group. All the 
elderly persons in the community group were 
considered to be making an adequate social 
adjustment and were initially believed to be 
free of any disease which directly involved 
the central nervous system. Any disease 
recognized prior to the inclusion of a subject 
in our study was considered to be minimal 
for the subject’s age. Those placed in the 
community group 4 were unemployed, con- 
sidered to be indigent or semi-indigent, and 
Were recruited as volunteers from the facili- 
ties of a university clinic. This group includes 
100 subjects—52 women and 48 men. The 
average age is 70.9 years. 

Community group B was made up of per- 
sons who were retired, but making a satisfac- 
tory adjustment in the community. They 
were all of higher financial status than those 
placed in group 4. The number of persons 
in the community B group was 50. Hd 
all the data presented are not necessarily 
based on this complete series. The smallest 
number of subjects in the community 
group, utilized for statistical purposes, was 
30. The average age was 72 years. 
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The C group was the smallest and included 
40 subjects, all of whom were working, al- 
though past the usual age of retirement, 
Their average age was slightly less than 72 
years. A small community D subgroup will 
be briefly referred to, composed of ro physi- 

. Cians, with an average age of 75 years. All 
of them to various extents were continuing 
their interests and activities in medicine, 

The hospitalized senile group was made up 
of 100 persons, who were admitted to a 
psychiatric unit because of what was believed 
to be either senile or arterio-sclerotic brain 
changes. The average age in this series was 
approximately 77 years. 


REVIEW OF PREVIOUSLY REPORTED FINDINGS 


From time to time we have reported some 
of our findings regarding elderly persons. 
Some of the accomplishments which we con- 
sider significant are felt to be worthy of re- 
view and will be referred to when we con- 
Sider new data and make certain correlations. 
Our original observation(2) of the electro- 
encephalographic changes in elderly persons 
has not altered as our number of subjects 
has increased. We reported a high per- 
centage of focal dysrhythmias, which were 
found primarily in the left temporal areas. 
The presence of this focal dysrhythmia alone 
does not seem to impair functioning, as 
Measured by psychological testing and psy- 
chiatric evaluation. However, if the subject 
had a diffuse dysrhythmia, it was usually 
accompanied by evidence of intellectual de- 
tetioration. In spite of the high incidence of 
left-temporal disturbances, we have been 
unable to find any correlation between hand- 
Sdness, cerebral dominance, or generalized 
vascular changes, Psychological testing indi- 
Cates that persons with diffuse dysrhythmias 

ave a decreased facility to communicate, as 
Well as lower clarity of perception; concrete- 
ness increases in concept formation; psy- 

motor speed is greatly reduced. As would 
n “pected, a significantly high percentage 
pe diffuse disturbances was found in the 
à ‘Pitalized group, and the expected psycho- 
To Changes were present. Subjects who 
tire inue to work after the usual age of re- 

TO have a higher intellectual capacity 
alo ose who do not, and the electroenceph- 

Braph indicates that, physiologically, their 


brains are functioning in a manner which 
more closely resembles records of younger 
individuals (3). 

We have also explored some of the areas 
of current adjustment. It was found that 
elderly persons who had poor relationships 
with their children could be correlated with 
a life-long pattern of neurotic and immature 
behavior. Evidence collected by us indicates 
that religious feelings do not increase in 
elderly people and that there is a shift 
toa less strict adherence to religious dogmas. 
Sexual adjustment in early life strongly in- 
fluences the presence or absence of sexual 
drives in the declining years. Individuals 
who had made a poor sexual adjustment in 
early life had a high likelihood of being free 
of sexual feelings in advanced years, and 
erotic drives disappear earlier(4). 


RECURRENT PERIODS OF DEPRESSION 


The problem of depressive periods in nor- 
mal old people is a serious one, Karl Stern 
and co-workers have reported their observa- 
tions, and we are in accord with a number of 
their findings. Mood changes and actual 
periods of depression occur in the lives of 
younger adults. However, a significant por- 
tion of our subjects reported a definite in- 
crease in frequency and depth of depressive 
episodes. During such episodes, the subjects 
reported that they felt “discouraged,” “wor- 
ried,” “troubled,” etc., to a degree that they 
would often feel that there was no reason to 
live. Frequently they wished that a painless 
death would intervene and a few entertained 
suicidal thoughts. Only one subject in the 
community A group revealed a suicidal at- 
tempt. The depressive periods that we con- 
sidered statistically occurred at least once 
a month, and their duration varied from a 
portion of an hour to a few days. The sub- 
jects reported that these episodes of depres- 
sion had not occurred in their younger years. 
They were often aware of the precipitating 
factor—usually a specific event which would 
initiate a chain of thoughts. Therefore, 
these episodes can be termed “reactive” de- 
pressions. In the various community groups, 
series A revealed the highest percentage, 
with 48% experiencing such depressive epi- 
sodes. This was closely followed by com- 
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munity B group with 44%. The frequency 
dropped to 25% in the series of elderly indi- 
viduals who were continuing to work, Al- 
though this would make it appear that work- 
ing alone plays some vital role in preventing 
or decreasing the number of depressive epi- 
sodes, it is possible that there is an under- 
lying difference between those persons in the 
various groups, which permits some persons 
to continue to work, as well as to decrease 
the number of depressions, 

We, in a previous Teport, mentioned our 
observation that guilt was comparatively an 
unimportant dynamic force in the psychic 
functioning of "normal" elderly persons. 
We do not feel that the essential mechanism 
in these depressive episodes is the turning 
inward of an unconscious, hostile impulse, 
which is unacceptable to the ego. The loss 
of self-esteem is not the result of wrong- 
doing, but is the Tesult of a Tecognition of 
weakness and an inability to obtain neces 
narcissistic supplies or to 
threats to security. As Previously mentioned, 
approximately 85% 
community group were able to trace the on- 
set of depressive 
stimulus, The stimuli were usually related 


Tespond to stress, 


We do not believe that the fundamenta] 
mechanisms in these 


attempts aimed at placati: 
The possibility 


unconscious 


must be considered, and Possible interrela- 
tionships will be presented, 
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WORK, PLANNED CREATIVE AND RECREA- 
TIONAL ACTIVITY 


Work, planned creative and recreational 
activities are important to elderly persons, 
To determine a satisfactory level of planned 
activity is very difficult, as it can be viewed 
from several standpoints, including the de- 
gree of satisfaction gained by the individual 
and the actual number of hours consumed, 
In this evaluation we used a rather compli- 
cated system which, admittedly, is not en- 
tirely satisfactory, in an attempt to determine 
the amount of time each subject expended 
participating in planned, creative and recrea- 
tional activities and work. By work, we 
meant some endeavor which was entered into 
for financial gain. All subjects in community 
groups C and D, therefore, received con- 
siderable credit for their work activities. If 
an individual had less than 4 hours of his 
day occupied by planned activities, we arbi- 
trarily considered this person in the “doubt- 
ful” category, Consequently, the employed 
group would automatically qualify as satis- 
factorily fulfilling the allotted amount of 
time. However, when we closely inspected 
these elderly employed individuals, we found 
that 60% had many interests outside of their 
work, which occupied a good portion of their 
spare time during weekends, holidays, and 
evenings. No one of this group was without 
resources of this type. When we inspected 
the amount of time put in planned activities 
by group A, we found that only 20% reached 
a satisfactory level. Sixty-seven per cent 
were considered doubtful, participating in 
à varied amount of planned activity, while 
13% seemed to have nothing whatsoever to 
do to Occupy their time, other than perhaps 
keeping appointments with physicians and 
other service persons or agencies. The com- 
munity B group fared slightly better in that 
24% appeared to Occupy time in a satisfac- 
tory manner. Sixty-three per cent were oc- 
cupied to some extent, while 10% were de- 
void of purposeful activities. : 

The evaluation of such activities prior to 
hospitalization in the senile 4 group was not 
considered satisfactory by the investigators. 
At times the knowledge of the individuals 
questioned was inadequate, and the reliabil- 
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ity of the information obtained is definitely 
colored by the prejudice of the informant. 
For instance, it is not unusual for informants 
to try to find some excuse for the patient’s 
inability to maintain a satisfactory relation- 
ship with his family and community. The 
informant is apt to seize upon an explana- 
tion, such as follows: 
He hasn't done anything to keep himself busy for 
the last 5 years, He always expected us to provide 
entertainment for him. If he had tried, he would 
not have gotten into difficulty as he is now. 
With these reservations in mind, we would 
like to set forth our findings. Fewer than 
3% of the hospitalized group kept them- 
selves reasonably occupied with planned ac- 
tivities some time during the year prior to 
their hospitalization. Of course, it is prob- 
able that organic changes are related to this 
very small percentage of persons capable of 
Participating in this type of effort and for 
this reason, it seemed wise to attempt to de- 
termine their activities several years prior to 
hospitalization, When this was done, we 
found that 57% of the hospitalized group 
had no reported planned recreational or 
creative activities, 
The type of time-consuming, planned ac- 
tivity engaged in by various community 
groups, was investigated and tabulated. The 
Various categories included: activities con- 
cerned with the family, church, social or 
political organizations; professional study, 
intellectual pursuits not related to previous 
Professional work, physical activity, me- 
chanical endeavors requiring the use of 
hands (handicrafts), artistic pursuits, and 
collecting. We also considered pastimes 
thought of as Predominantly “receiving.” By 
this, we mean a planned activity which re- 
quires little or no Participation by the sub- 
Ject—merely his attention and his effort to 
get to the spot where the "receiving" was to 
€ done. In this group we considered radio 
and watching television, motion pictures, 
dramatics, etc. The vast majority of all of 
the Subjects was in the habit of listening to 
e morning weather report and to news 
broadcasts. A few isolated radio programs 
Were often selected to listen to during the 
Week, but relatively little time was Occupied 
in this way. It should be noted that television 
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had not gained a firm foothold in the area 
in which these subjects were examined, and 
it is possible that within a relatively short 
time a much greater number of elderly per- 
sons will.consume their leisure hours by 
watching television. However, the habitual 
use of such receiving activities was found to 
be much higher in the indigent or semi- 
indigent group than in any group of higher 
financial status. Intellectual activities were 
Stable reaching approximately 3096 in all 
groups. If it is possible to utilize as a rough 
measurement the apparent enthusiastic re- 
Sponse of the various subjects when dis- 
cussing their recreational activities, it ap- 
pears that most satisfaction is derived from 
those hobbies which are creative or that add 
to the satisfaction gained from the intellec- 
tual achievement. It is our impression that 
these persons who have no planned activity 
or those who devote time to "receiving" ac- 
tivities are much more prone to depressive 
episodes than those who, through their own 
efforts can receive satisfaction, 

The ability to participate in creative activi- 
ties is very much influenced by the extent of 
the education of the subject, Education is 
important in developing diversified interests 
and abilities, which are particularly useful as 
resources in old age. 


CONSTIPATION 


The frequency of constipation and the 
habitual use of laxatives is often referred to 
as the most common problem which con- 
fronts the physician who is treating elderly 
patients. We considered our subjects habit- 
ual users of cathartics if such medication was 
employed once a week or more. Twenty- 
seven per cent of community 4 group were 
chronically constipated ; 20% of B group and 
16% of C group. From these statistics, it 
is reasonable to conclude that approximately 
25% of elderly persons require laxatives at 
least 2-4 times a week. Fifty per cent of all 
the subjects used laxatives either habitually 
or occasionally. Those subjects who occa- 
sionally required a bowel stimulus were fre- 
quently aware of a connection in a specific 
emotional disturbance and the onset of con- 
stipation. In the women subjects the dis- 
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turbance was usually related to some differ- 
ence of opinion which developed between the 
subject and a daughter-in-law or son-in-law. 

No consistent, specific personality features 
were detected in the subjects who were 
chronically constipated. A few showed traits 
similar to those usually encountered in young 
adults who manifested bowel disturbarices as 
à neurotic symptom. Tt is, therefore, our 
feeling that chronic constipation in elderly 
persons is related to organic changes in a 
high percentage of cases. 


INSOMNIA AND SEDATION 


Nocturnal sedation—the use of sleeping 
pills—was employed by 30% of A group, 
25% of B group, 20% of C group, and 40% 
of the physicians studied. None of the physi- 
cians was an habitual user, yet it is quite 
possible that free access to such medication 
was responsible for the higher incidence but 
the size of the group and higher average age 
must be considered, Seven per cent to 1096 
of the community groups were habitual users 
of sleeping pills. All these individuals had 
numerous other problems which presented 
evidence of a poor adjustment, 


CORRELATIONS AND CONCLUSIONS 


Correlations utilizing the incidence of de- 
pressive episodes as the constant were made 
with other data. 


We previously mentioned the high inci- 
dence of consciously recognized, specific 
events believed to be the Precipitating factor 
Defenses against 


Pression had certain patterns of behavior 
and psychic functioning which they utilized 
as a means of attaining satisfactory adjust- 
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ments. Those subjects who continued to 
Occupy their time by working had an excel- 
lent method of warding off such episodes; 
those subjects who engaged in adequately 
planned creative activities fared equally well, 
These same subjects were very apt to par- 
ticipate in social, political, or professional 
groups, but again it was evident that this 
Was no new pattern of behavior and that 
these individuals had participated in groups 
for many years. Although such defenses 
seem to be the most adequate, they do not 
guarantee that the subject will not suffer 
depressive episodes, for there were isolated 
individuals who reportedly used defences as 
good as those previously mentioned, yet were 
the victims of periods of depression. 

Verbalized excessive hypochondriasis was 
invariably linked with depressive episodes, 
and feelings of neglect and persecution were 
found in close to 60%. Nearly all of these 
persons with verbalized hypochondriasis had 
a poor relationship with their children. This 
may be interpreted as the result and not the 
cause. Fortunately, in a previous study we 
had rated the subjects as to their parental 
role in younger years. Eighty per cent of 
this excessively hypochondriacal group were 
parents who had been rated as poor mothers 
and fathers. 4 

Evidence acquired from psychological test- 
ing indicates that many elderly persons have 
little capacity to express warm and spon- 
taneous feelings toward others. The cause 
of this is undoubtedly complex, but it ap- 
pears that elderly persons are, in a sense, 
“misers” of their affections. They are fear- 
ful that if they invest an object with positive 
feelings, it is unlikely that such feelings 
would be returned, and for this reason they 
feel that their efforts would be fruitless. 

We have reviewed some of the numerous 
influences that affect the psychic functioning 
of elderly persons. We believe that adequacy 
of adjustment in the elderly is largely de- 
termined by strengths and weaknesses de- 
veloped much earlier in life. Although we 
agree that elderly persons deserve the a 
tion of our society, we believe that it woul d 
be more advantageous to devote time an 
effort to ways of preparing people for old 
age and to concern ourselves with preventive 
techniques. 
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THE PATHOLOGY OF SENILITY + 
Davm C. Witson, M. D., CHARLOTTESVILLE, Va. 


The word pathology is defined as the sci- 
ence of the origin, nature, and course of 
diseases, also the sum of morbid conditions 
and processes in a disease. If old age and 
senility were considered synonymous, then 
to describe the pathology of senility it would 
be necessary to start before birth. As Henry 
Vaughn wrote years ago: 

Though we dye but once, yet do not dye at once, 


We may make, yea we do make many assaies or 
tryals of dying: death insinuates itself and seizeth 


However, it is also true that a life may 

Seem long because it is boresome and may 

be too short because one has so much to do. 

A long life, in other words, does not depend 

entirely on the number of years lived ; lon- 

gevity is not necessarily a cause for senility, 
nor is old age an excuse for helplessness, 

According to Shock(1) the problems of 
gerontology fall into 4 main categories: (1) 
the general biology and physiology of aging; 
(2) the Psychological changes with age; (3) 
pathological deviations and disease proc- 
esses; (4) the socio-economic problems of 
an aging population. The pathology of 
senility, the subject of this paper, should be 
à discussion of those factors in each of these 
Categories that tend to turn normal senes- 
cence into senility. Senility, according to the 
dictionary (2), indicates a state of being old, 
but modern usage, especially psychiatric cus- 
tom, has changed the Meaning of the word 
to indicate a pathological state definitely 
Separate from normal aging. 

N oyes, in the recent edition of his text(3), 
describes in splendid fashion the change of 
normal old age into senility. This change is 
often a gradual one, The day-by-day altera- 
tions may be so slight that they are imper- 

*Read at the roth ann i 
American Psychiatric Association Sea Me 
May 3-7, 1954. ; 
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ceptible, or the changes may be episodic and 
So outstanding that it is obvious that death 
has taken another bite. 
A dislike in change, a reduction in ambition and 
activity, a tendency to become constricted and self- 
centered in interests, an increased difficulty in com- 
prehension, an increase in time and effort necessary 
for the performance of familiar duties, an increas- 
ing difficulty in adapting to new circumstances, 
a lessened sympathy for new ideas and views, and 
a tendency to reminiscence and repetition are 
scarcely signs of senile dementia, yet they pass im- 
perceptibly into mental destitution and personality. 
regression[3]. 
It is the thesis of many gerontologists that 
this process starting with the dislike of 
change and ending in mental destitution and 
personality regression is not necessarily a 
part of the aging process and that by study- 
ing the problems of aging such destitution 
and regression can be prevented. 

In 1945 a Division of Adult Hygiene and 

riatries was established by the Indiana 
State Board of Health. This division, under 
the leadership of Dr. William F. King, has 
5 definite objectives, The first 2 are: (1) to 
study the factors of life that are related to 
Senescence and senility as these are influ- 
enced by age, environment, heredity, and the 
diseases and disabilities associated with ad- 
vancing years; (2) to help the public know 
that senescence is normal, that senility is not 
a necessary part of age, and that through 
better understanding and cooperation much 
of the premature deterioration of aging can 
be prevented(4). The process of becoming 
senile is the process described above. It 
Starts with an increased constriction of ac- 
tivities and ends in mental destitution, and 
the pathology of senility is concerned with 
study of the characteristics of this change, 
from normal senescence into mental decay. 

The aging process has become a popular 
Subject for study and for discussion during 
the last 10 years, Panel discussions, lecture 
series, and many journals are devoted to the 
subject of geriatrics or gerontology. There- 
fore it is very difficult at this late date to 
Present data that have not been presented 
before. Nevertheless, the problem here 


1955] 


offered, namely, why people become senile, 
is still new because, although studied and 
discussed over and over, this problem still 
remains one about which very little is known. 

Tn this presentation of recent data regard- 
ing the pathology of senility, it was thought 
best to follow the approach of Shock, men- 
tioned above: first to discuss the ideas con- 
cerning the general biology and’ physiology 
of the senile process and follow this with a 
presentation of pertinent findings reported 
in the recent literature, then discuss in simi- 
lar fashion the psychiatric and psychological 
characteristics and recent findings, and finally 
the socio-economic factors that seem to affect 
the senile change. 

In the field of biology and physiology, 
which would include eugenics, anatomy, and 
biochemistry, it has been felt that the person- 
ality changes known as senile are a definite 
function of the cells of the cerebral cortex. 
The factors that cause cell change might in- 
volve the enzyme systems, the intracellular, 
extracellular fluid balance, the cerebral blood 
flow, and cerebral metabolism. The ability 
of oxygen and carbohydrate to reach the 
brain cell and their utilization in the cell de- 
termine the amount of cell activity as well 
as the life or death of the cells. The action 
of substances which increase the blood flow 
through the brain and which increase the 
carbohydrate metabolism have been reported, 
but just how these substances act, or fail to 
act, is not known. It has been taken for 
&ranted that anoxia is the cause of cell death 
and cell death the cause of many of the 
Characteristics of senile psychoses(5), yet 

ore are so many unknowns in the field of 
brain metabolism that this idea of the cause 
of brain atrophy is no more than an assump- 
tion, nor can we conclude that cell atrophy 
necessarily means psychosis. 

, Freyhan, Woodward, Kety, in 1951 stud- 
ied the cerebral blood flow and metabolism 
in the psychoses of senility(6). They stud- 
led 10 cases with arteriosclerotic dementia 
and 5 cases with senile dementia (dementia 
Without arteriosclerosis). They found a defi- 
Tie reduction in blood flow, with a con- 
TOmitant decrease in brain metabolism. 

hese Investigators believe that the result 
e due to increased vascular resistance in 

ese specific cases, Fisher(7) studied the 
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pathological findings in cases of senile psy- 
choses. He thinks that the causative condi- 
tion is always the same and would like to 
coin a new general term— "hypertensive ar- 
teriosclerotic encephalomalacia"—as he feels 
that there is always an increase in blood pres- 
sure, and also always arteriosclerosis, He 
admits that sometimes the arteriosclerosis 
cannot be found. He did find bilateral 
thrombosis of the carotid sinuses in 5 
cases(8). He believes that extracerebral 
thrombosis may explain some cases of senile 
dementia thought to be due to primary cell 
atrophy. Thrombosis superimposed on ar- 
teriosclerosis seems to him to be the common 
lesion producing senile psychosis of all types. 

Lipid metabolism, nitrogen metabolism, 
and carbohydrate metabolism have been stud- 
ied in aged patients. In March 1954, Al- 
banese et al.(9) reported that the utilization 
of glucose decreases with age. The utiliza- 
tion of fructose is only slightly affected. 
Invert sugar and sucrose are used more than 
dextrose. These authors suggest that fruc- 
tose might be used to supply the carbohy- 
drate needs of the brain cells in the aged. 

It has been the custom to speak of long- 
lived families. It is also common knowledge 
that senile dementia tends to occur at about 
the same age in several generations of the 
same family. Yet until recently there has 
been no proof that inborn qualities as well 
as constitutional factors have much to do 
with the occurrence of senile change. Kall- 
man and Sander (10) reported in 1949 on a 
study of 1,602 twin index cases over 60 years 
of age. They found that basic physical and 
psychological qualities which are similar tend 
to persist. They found "a variable capacity 
for survival" In other words, what was 
common to the twins was not certain forms 
of deterioration but a certain capacity of 
survival, which was held by certain similar 
characteristics. These findings suggest that 
we have been considering with great care 
those characteristics that deteriorate, while 
we ignore the qualities which survive. Per- 
haps if we studied these qualities we might 
be able to strengthen and broaden those 
qualities of survival which Kallman's studies 
indicate are inherited. 

Psychological studies have substantiated 
many of the clinical findings of the psychia- 
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trist. There is a gradual loss of flexibility 
and of learning power as people age, which 
can be shown psychologically. Certain organic 
tests have been devised which the psycholo- 
gist feels can indicate early senile change. 
Dórkin and Kral (11) in 1951 reported a 
psychological investigation in which they 
studied 31 cases of senile dementia and 4 
cases of arteriosclerotic psychosis, The 31 
cases varied in age from 66 to 86; the ar- 
teriosclerotic cases from 67 to 86 years of 
age. By means of numerous tests they 
reached a result, designated as the efficiency 
coefficient, for each individual. They decided 
that the process of senile deterioration does 
not depend on age. Also they found that 
the process was selective. The individual 
does not become senile in all traits. Some 
qualities are maintained in good order while 
others deteriorate, These findings strengthen 
the conclusion of Kallman and Sandor that 
the biology of senescence cannot be under- 
stood without consideration of the variable 
capacities for survival, 

Psychiatrists have learned a great deal 
about treating the aged patient. They find 
that the depressive, the toxic, and the schizo- 
phrenic reactions found among the aged can 
be treated with success just as in a younger 
age group. They have found that many pa- 
tients who seem to be hopeless victims of 
senile decay may respond to psychiatric and 
sociological therapy. On the other hand, the 
mere act of hospitalizing patients may be a 
risky business. The fate of the aged patient 
hospitalized for the first time was studied by 
one investigator(12). There were 2,883 pa- 
tients over 65. The death rate in the hospital 
was II times greater than in the general 
population. Of course many aged people are 
sent to the hospital in serious physical con- 
dition, but this finding suggests that the 
separation produced by the act of hospitaliza- 
tion might be a threat to survival, Post(13) 
reports on the outcome of nervous break- 
down in old age. He studied 214 cases—95 
men and 119 women. Followed up 33 years 
later, 56 patients had Schizo-affective states 
and 158 were diagnosed as organic. The 
later studies showed that 27% of the func- 
tional cases were dead; 54% were dis- 
charged; while 6096 of the Organic cases 
were dead and 2376 had left hospital. He 
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felt that the patient with a simple dementia 
had a poorer survival rate than a case of 
senile reaction complicated by a schizo-affec- 
tive state. The presence of the neurosis or a 
psychosis could well act as defense against 
the dementing forces which surround the 
patient. Also the fact that the patient has 
the ability to act as a schizophrenic or as a 
depressed patient indicates that there must 
be a survival of potentials for further living. 
It might be well to consider the wisdom of 
removing a depressive reaction in the aged 
patient by electroshock. Perhaps we may in 
this fashion break down the last defense 
against senile psychosis. 

In the sociological field the burden of our 
aging population has its most profound ef- 
fect. It is here that community, state, and 
national efforts are being made to meet the 
socio-economic needs of the aged. The 
breaking up of the American family life has 
left the old mother and father, the grand- 
mother and aunt with no place to go. It has 
been shown that lonesomeness, a feeling of not 
being wanted, and of not being of use in the 
world are definite factors in producing senile 
psychosis. Retiring from active life without 
having prepared something to retire into( 14) 
is now recognized as a serious mistake. lt 
is now also known to be a mistake to retire 
old employees because of their chronological 
age without consideration of the fact that 
the individual abilities are not determined by 
chronology. Undoubtedly infections and or- 
ganic diseases of the heart, kidneys, bones, 
and joints have much to do with incapaci- 
tating individuals and with bringing on 
senile reactions. Proper treatment of the 
physical diseases of the aged as well as 
proper housing are now accepted as socio- 
logical steps worthy of state support(15)- 

In January 1954 Busse et al. (16) reported 
their study of 70 persons living in the com- 
munity and 52 living in an institution. There 
was an average age of 70.9 years ena 
community series and 77.4 for the hospite s 
ized group. Religious feelings do not bu 
crease with age, but become less strict A 
cially as to dogmas. Sexual desire was main 
tained in 50%. Ability to fall in love a 
desire marriage is common among people 
over 70; lack of sexual outlet produced more 
anxiety among the women than the men; 


1955] 


17.1% of the group did not get along with 
children. These investigators found that 
neurotic patterns caused handicaps as well as 
social and economic factors. They show that 
aged people have much the same needs, de- 
sires, and reactions as younger people, and 
although somewhat different they are im- 
portant to understand. 

The success of group therapies, of old age 
clubs, of community activities for the aged 
points to the social pathology of the old age 
group. Plato says, “He who is of a calm 
and happy nature will hardly feel the pres- 
sure of age”; and Cicero says, “Old men 
retain their intellects well enough if they 
keep their minds active and fully employed.” 
These sayings of the wise men of the past 
are being proved in the laboratories of today. 

There is evidence that inheritance is a 
definite factor in the selection of victims of 
senility. Therefore the only sure way to 
grow old gracefully is to be born into certain 
families that have the characteristics of lon- 
gevity without senility. There is evidence 
that senile change parallels brain cell damage 
especially whenever there is lowered oxygen 
supply or deficient carbohydrate uptake. 
There is evidence that cerebral blood flow 
and cerebral metabolism are reduced in 
senile psychosis. This lowered metabolism 
is said by one to be caused by vascular con- 
Striction and by another attributed to arterio- 
Sclerosis with superimposed thrombosis. 

Factors that narrow the individual’s life 
also influence the occurrence of senility. Re- 
tirement, the exclusion of new interests, and 
finally the admission to a mental hospital 
all have a tendency to bring on deterioration 
and death; while new interests, increased 
human relations, and group activities seem 
to prevent the changing of normal senescence 
into senile psychosis. The development of a 

pression or a schizophrenic reaction in the 
aged has been shown to enhance their ability 
to survive. Would not such a reaction act 
as a new interest, even if a fantastic one? 

Senility, therefore, is a disease of the older 
age group which may appear in any decade 
after the fifth, but has all the symptoms of 
2 Psychosomatic disorder. There are some 

Actors that are inherited, some traits that 
depend on constitution. The nature of the 
ood flow to the cerebrum is the deciding 
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factor, but the quantity and quality of the 
effect on the cells may be determined by 
disease of the blood vessels but also by simple 
constriction. The blood vessel disease or the 
blood vessel constriction may well be part 
and parcel of a restricted life or a life which 
has become narrow and meaningless. 

Persons over 70 have the same loves, the 
same hates, and many of the same needs as 
younger people. In the senescent there is a 
tendency to become more understanding and 
less rigid. Dogma and cant lose their value 
and superficialities lose their appeal. Lone- 
someness, lack of responsibility, and a feeling 
of not being wanted all increase the restricted 
view of life which in turn leads to restricted 
blood flow. Loss of motivation and loss of 
reason for living are part of the psychologi- 
cal pathology of senility. The feeling of not 
belonging and of being excluded are portions 
of the sociological pathology as well as poor 
housing and poverty. As yet there is no 
laboratory proof of the parallelism but clini- 
cal experience demonstrates the relationship 
of these psychological and sociological fac- 
tors to the cell death of the senile as well as 
to the vascular resistance which seems to 
cause it. 

Little can be done about inheritance per- 
haps, and little more regarding the constitu- 
tional makeup of man, but much can be done 
in the psychological and sociological field. 

Medical science has made it possible for a 
person to enter the later years of life with 
a healthy body unscarred by previous dis- 
eases. This same person can look forward 
to a life of accomplishments and satisfac- 
tions of a personal nature, and acceptance 
and approval in a society which offers se- 
curity and understanding. 

The pathology of senility is found not only 
in the tissues of the body but also in the 
concepts of the individual and in the attitude 
of society. 

In summary, the exact causes of the 
change from normal senescence into senility 
are not known, but a great many studies 
are in progress. Each day brings forth some 
new knowledge from the busy laboratories 
devoted to study of the aging process. Kety 
has shown us that cerebral metabolism is re- 
duced in the aged. Kallman has indicated 
that hereditary factors influence the survival 
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of qualities. It has been shown by others 
that senile change is irregular in its develop- 
ment so that the problem is to determine 
what potentials survive and to develop them 
to the utmost. More and more evidence is 
being brought forward to show that the 
senile change in man is a disease state aris- 
ing from inherited, biological, psychological, 
and sociological causes. The pathology of 
Senility exists in all these areas and it is by 
combining the efforts of investigators in each 
of these fields that at last we can learn how 
to prevent the disease. 
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DISCUSSION 


Joun L. Smarton, M. D. (Brattleboro, Vt.).— 
Dr. Wilson's Paper regarding the current knowl- 
edge of the physiology, the Psychol: 
We: Changes, and the social-economic problems 
Of aging constitutes a distinct Service. Althoug! 
he states that the Causes of senility fam R 
solved question and he denies suggestion reme- 
dies, he has accumulated 8 challenging id 
to ly th 
carbohydrate needs of brain cells in the D. E 
2. The need for further research regarding the 
development of cerebral arteriosclerosis, 

3. Qualities, perhaps inherited, which tend to 
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survive, require further study with the view of 
strengthening and broadening them. 

4. Depressive, toxic, and schizophrenic reactions 
in the aged respond to Psychiatric and sociological 
therapy. 

5. Prolonged mental hospitalization may be a 
threat to the survival of the aged. 

6. Steps should be taken to restore family life, 
or at least to develop more satisfying substitutes 
for it. 

7. Study of the practice of basing retirement 
solely on chronological age is indicated, 

8. A program of proper treatment of physical 
diseases of the aged requires further development, 

The worker in the public mental hospital notes, 
often with surprise, that many senile patients, soon 
after admission, show marked physical and emo- 
tional improvement. We need to review present 
methods of care and treatment of our geriatric pa- 
tients. Active therapy programs are indicated in 
place of purely custodial care. More than that, we 
need to develop plans for the early return of these 
patients to a more satisfying community environ- 
ment, in order to take advantage of their capacity 
for resiliency. f 

Many states are establishing commissions to 
study such plans. Increasing numbers of physicians 
are becoming interested in the study of geriatric 
Problems. One of the purposes of the A. P. A. 
Mental Hospital Architectural Study is to deter 
mine types of buildings and facilities best suited to 
Promote this program. 

A visit to the overcrowded and uncomfortable 
wards for the aged in most of our mental hos- 
Pitals is a tragic experience, They sit lined up 
along corridor walls or in stilted rows in large, 
confusing groups, idle, hopeless, lonesome for fa- 
miliar faces or suggestions of home. Small wonder 
that they rapidly deteriorate, physically and men- 
tally, 3 

Physiological aging and true organic deteriora- 
tion may be largely irreversible, but the en 
nence of psychological factors in the illnesses o! 
many make them amenable to therapy. Appro- 
Priate treatment necessitates comfortable, 115 
crowded, more home-like, and less confusing patien 
areas, of 
This problem is being attacked in a number ; 
relatively new geriatric facilities. Last autumn E: 
the Mental Hospital Institute, Dr. Maurice his 
Linden excited a good deal of interest with 
excellent presentation of the psycho-geriatric P 
gram at the Norristown (Pennsylvania) pE 
Hospital. There it is being demonstrated 11 i 
full program of care and therapy of the emotio! 10 
ill aged patient, a program capable of opera i 

use of the modern building designed for 
can produce worthwhile results. 15 

Activity, re-socialization, and psychotherapy, 3 
Dr. Linden has written, “may interrupt the Ue 
erative process and allow for some degree 118 5 
habilitation of the senile group to social us ay 
ness.” Lacking this result, the program frequent 
will produce “some return of self-sufficiency m 
independence, increased tranquility, and a poten 
for happiness,” 


CHLORPROMAZINE TREATMENT OF MENTAL DISORDERS: 
VERNON KINROSS-WRIGHT, M. D. Houston, Tex. 


Chlorpromazine, * a derivative of pheno- 
thiazine, was developed in France by the 
Rhone-Poulenc ^ Research ^ Laboratories. 
Under its trade names of Largactil and 
Megaphon it has been the object of much 
interest and experimentation in Europe, 
during the past 2 years. In this country 
where it is known as Thorazine it has been 
accepted for its superior antiemetic proper- 
ties. More recently it has been used in the 
treatment of psychiatric disorders. 


PHARMACOLOGY 


Courvoisier, et al. (1) have conducted ex- 

tensive animal and chemical investigations 
and find that chlorpromazine exhibits the 
following properties: (1) Anticholinergic 
action; (2) antiadrenergic action ; though 
there is no inhibition of the hyperglycemic 
Fesponse of adrenalin; (3) central effect 
which is sedative, anticonvulsive, hypo- 
thermic, and antiemetic, The drug is also 
said to lower the metabolic rate, (4) There 
Is a mild antihistaminic and local anesthetic 
activity. (5) The compound potentiates 
certain drugs, especially morphine and barbi- 
turate derivatives, 
The fate of chlorpromazine in the organism 
18 unknown but probably it is degraded in 
the liver(2). Little is excreted through the 
kidneys, 

The work of Moyer, et al(3) in this 
Country indicates that chlorpromazine in dogs 
18 a hypotensive agent which decreases pe- 
Npheral resistance with a variable effect upon 
Cardiac output. These authors found no 
evidence of acute renal toxicity, though par- 
euteral administration increased sodium and 
Water excretion, 
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1 French Laboratories as Thorazine. 


CLINICAL STUDIES 


There appears to be considerable vari- 
ability in the human response to chlorpro- 
mazine. The central depressant effects have 
been universally noted. There is usually a 
striking drop in blood pressure, particularly 
during the first few days of administration 
of the drug, with a compensatory tachycardia. 
Changes in body temperature, basal metabo- 
lism, urinary excretion have been variable. 
Other effects of sympathetic and parasympa- 
thetic inhibition have been noted. Increase 
of appetite may occur. No Significant changes 
in the body biochemistry have been reported. 


CLINICAL USES 


Chlorpromazine has been used in Europe 
for a wide range of conditions in the fields of 
surgery, anesthesia, gynecology and medi- 
cine. It was introduced into psychiatry in 
combination with barbiturates in prolonged 
sleep treatment(4). Hamon, et al. first used 
chlorpromazine alone in the treatment of 
manic illness(5). Their good results were 
reproduced by Delay and his associates, who 
have treated a variety of psychotic patients 
with success(6). Of the increasing number 
of publications, mention should be made of 
that of Staehelin and Kielholz in Switzerland 
and more recently of Lehmann and Han- 
rahan in Canada(7, 8). Improvement, and 
often cure, has been described in practically 
every type of mental illness. As might be 
expected with a new therapy dosages and 
uses have differed considerably, but most 
authors have agreed that initial parenteral 
administration speeds up improvement. 
Treatment has been continued for months 
in some cases. 

The present study concerns an unselected 
group of admissions to the psychiatric service 
of a general hospital together with a lesser 
number of outpatients, 95 in all. A majority 
of the patients received initially a minimum 
of 5o mgms. of chlorpromazine intramuscu- 
larly 4 times daily. The effects of the drug 
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are cumulative and it is usually possible to 
switch to oral dosage after a few days. Intra- 
muscular administration is often painful and 
produces marked induration at the site of 
injection, particularly if the solution escapes 
into fatty tissue. 

The total daily amount of chlorpromazine 
may be increased by as much as 100 mgms. 
per diem until optimum effect is achieved. 
Increasing familiarity with the effects of 
the drug has led to the use of higher dosages. 
In one case improvement was delayed until 
1,600 mgms. a day had been given for 10 
days. However the average therapeutic dose 
for psychotic patients is about 800 mgms, 
each 24 hours. In neurotic patients and in 
children treatment is started by the oral 
route and in doses as low as 30 mgms. daily. 
Once improvement was manifested medica- 
tion was given solely by mouth and pro- 
gressively reduced over a period of weeks, 
In a few patients who showed a tendency to 
relapse higher dosage was again instituted. 

Although most of the expected clinical 
phenomena were observed during treatment 
there was a Surprising inconstancy in degree 
in different patients. All the patients who 
responded to chlorpromazine Showed an 
initial somnolence from which, however, they 
could be easily aroused. After the first few 
days of treatment the lethargy decreased, 
Some patients presented a rather striking 
similarity to patients a few days after pre- 
frontal lobotomy—a_ fact remarked on by 
Some of the European writers, 

In spite of the lack of Spontaneous activity, 
patients are fully oriented and even severely 
withdrawn patients showed a rapid increase 


patients on oral 
therapy though this Was somewhat unex- 
pected in view of the well-established anti- 
emetic properties. Three Patients mentioned 
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aching eyes and experienced some difficulty 
in focusing on close objects, Occasionally 
injection is painful and in these cases pro- 
caine is added. While on intramuscular 
dosage many of the patients exhibited a 
marked grayish pallor which is quite charac- 
teristic. 

The hypotensive response was always ap- 
parent, the systolic pressure often dropped 
by 40 to 60 points and diastolic reading by 
as much as 40 points. In no case was it 
found necessary to withdraw chlorpromazine 
on this account even in ambulatory patients, 
Two of the patients were hypertensive before 
treatment and in both of these blood pressure 
dropped to normal levels without bad effects, 
After the withdrawal of chlorpromazine the 
blood pressure returned to pretreatment 
levels within 48 hours, 

The compensatory tachycardia is often 
conspicuous but does not worry the patients. 
One woman suffering from an anxiety state 
commented on it but said that it was not 
nearly as unpleasant as the palpitations she 
had experienced for years. 

No consistent temperature changes were 
noted. A consistent reduction of body tem- 
perature did not occur. In 5 cases there was 
a marked elevation of temperature for à 
few days during chlorpromazine administra- 
tion, without leucytosis or other clinical 
findings. These patients had few complaints 
and the pyrexia promptly subsided when 
chlorpromazine was discontinued. In 2 a 
replacement of the drug was accompani 
by return of the fever for a short tine 
Measurement of metabolic rate was no 
attempted but there was no clinical wc 
of significant decrease. Increase of appeti : 
was the rule and some patients o. 
ravenously hungry and gained weight. T! Mi 
was true even where other signs of clini 
improvements were meager. j t al 

Sleep was greatly improved in amoa " 
the patients in spite of the fact i n 
on large intramuscular dosage were let E 
throughout the day. Improved sleep is (E 
associated with heightened dream Be 
It is worth noting that the total We 
requirements for the service have ri 
greatly reduced since this new treatment Te 
instituted. Also worth mentioning is 11 
Strange, striking quiet which has come © 
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TABLE 1 
RESULTS OF CHLORPROMAZINE TREATMENT 
Much Slight! Unchanged 
. Total In remission improved Garov 10 
mchizophrenia a eee ae 29 ^ 
Paranoid...’ sia rer IDEE LR 4 5 2 3 
Hebephrenic I 2 I 
Catatonic . I 3 I 
Simple .... I 
(Unclassified. , DT ET 2 3 
Depression 18 
Manie depressive 4 2 I 
Reactive / c) reed I 4 2 I 
With cerebral vascular d I 
Involutional melancholia I I 
Manian sete PLUR REDE 2 2 
Anxiety State . 2 4 3 
Hysteria ...... 
Conversion .. I 2 I 2 
Dissociation 2 
I 
I 
5 
2 I 
Psychosis 1.. 
Unclassified e E I I 
Posttraumatic Neurosis 2 3 
Alcoholism ............. I 
Psychopathic Personality 
ggressive 1 
Inadequate I 
Emotional Immaturit ............. I I 
Neurodermatitis uuu. I is 
Childhood Behavior Disturbance.... 3 I I I 
Narcolepsy (Idiopathic) . 1 1 
Convulsive Disorder 2 I i 
D 95 32 36 18 9 


as with its population of acutely dis- 
Eo patients. On one occasion when 
pplies of the drug were exhausted this was 
Fought home to us with particular emphasis. 

d hen Patients are on chlorpromazine the 
A adds and blood pressure are recorded 
ue ourly intervals. All barbiturate sedation 
A ge When necessary, paraldehyde, 
by n action does not seem to be potentiated 
E g Promazine, is used for sedation. As 
Ot an investigation into possible hepatic 


toxicity many patients are given a battery 
of liver function tests before and every 4 
days during treatment. Electrocardiogram 
and a thorough physical examination are pre- 
requisites of treatment. 


RESULTS 


Table 1 briefly summarizes the results ob- 
tained to date with 95 patients. Many of 
these patients are still receiving chlorproma- 


zine on an outpatient basis and are con- 
tinuing to make progress. Some have been 
under treatment for over 3 months. Others 
have required but a few doses to relieve their 
major symptoms. In agreement with general 
experience states of psychomotor excitement 
and agitation have been quickly controlled 
with 200-400 mgms. daily. This seems to be 
true regardless of the type of psychomotor 
excitement. In one case of schizophrenic 
excitement, and one case of acute mania, 
however, chlorpromazine did not ameliorate 
the symptoms. The addition of 3 electric 
shock treatments on successive days pro- 
duced a prompt remission in both these pa- 
tients. This experience was duplicated with 
another case of involutional melancholia. It 
seems as though the combination of EST and 
chlorpromazine does well in certain instances 
since all 3 of these patients had had previous 
attacks of lesser severity, which has required 
a greater number of EST's for improvement 
Delirious states are notably responsive, often 
clearing up in a matter of hours. The series 
includes cases of toxic deliria due to alcohol, 
bromides, ACTH, and brain lesions. 

The results in the schizophrenic patients 
have been gratifying, particularly in those 
with paranoid symptomatology, Of 14 para- 
noid schizophrenics, only 3 were not im- 
proved. Six of these have already returned 
home and are making good adjustments. In 
3 patients with delusional ideas the hallucina- 
tions seem to have entirely disappeared. The 
following case history is illustrative: 


A 32-year-old colored, married female was ad- 
mitted because of combativeness, refusal to wear 
clothes, ideas of being poisoned, hearing persecutory 
voices, and generally disorganized behavior of 4 
months duration. 

Patient had an unhappy childhood and had al- 
Ways been introverted with compulsive habits, 
episodes of neryousness and severe dysmenorrhea. 
She was highly ambitious and never made friends, 
always hypersensitive and suspicious. Four months 
prior to admission the patient accused her husband 
and sister of trying to poison her, made violent 
assaults on her husband. She believed her mind 
was being controlled by others, heard voices plot- 
ting to kill her, was unable to sleep and refused to 
care for herself, 

On admission she was acutely disturbed and 
presented a picture of paranoid schizophrenia. 
Physical examination was unremarkable and 
laboratory findings within normal limits. Her con- 
dition grew worse during first 4 days; totally dis- 
organized in behavior with many paranoid ideas, 
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she was extremely belligerent, Shi 
chlorpromazine 50 mgm., I. M., qid. 
there was slight lessening of activity 
noid delusions but she was still very 

slept little, but ate better. Chlorpromaz 
creased to 100 mgm., d. i. d. Within 24 
was marked improvement, she seem 
slept well, and ate with enormous appeti 
was moderate hypotension. Within 48 
patient was rational and cooperative, sl 


after 4 days with continued improve men 
tapered off over the next 10 days. Patien 
tinued to improve. She was discharged 23 
after admission in good health. She wi 
toward her husband, had no ideas of per: 
reference, showed good affect and had soi u 
into her illness. She has continued to do 
home. 


All the cases of depression hav 
some improvement and several hay: r 
home and are doing well. Depressed pai 
particularly those who showed much psych 
motor retardation, did not demonstrat: 
striking results seen in the schizophr 
manic group. However, improvement in 
pressed patients is often masked — 
effects of chlorpromazine itself, and 
when it is withdrawn or reduced in me 
is the improvement apparent. The follo 
case history is illustrative: | 


til 3 years ago, when he broke his ankl 
Following this he was confused for 3 weeks an 
was thought by his doctor to have had t 
vascular accident, Since then he has been s 
nervous, and progressively more depres: 
foundly depressed in the past few mon 
would not eat, slept little, cried, and read tl 
He talked frequently of suicide, complain 
backache. He had not been able to work. 
On admission the patient presented à 
retarded depression. Physical examinatio 
B. P. of 240/118 with hypertensive hear! 
and grade ii retinal arteriosclerosis. Rou! 
vestigation and liver function tests js 
normal limits. EKG showed left axis E 
x-ray of spine was negative. Diagnosis Was 
sion secondary to hypertension and possible 
vascular accident. f 
The patient remained depressed and almos 
for the first 10 days. During this period his 
dropped to an average of 210/110. Chlorpri 
was instituted, increased gradually by 50 
steps each day up to 200 mgm. daily, by m 
avoid sudden hypotension). The patient 
at once; appetite increased and he slept ab 
had no diurnal lethargy and was more soman 
Blood pressure dropped in 24 hours to I3 ‘90 
in one week to 120/70. He was discharged T : 
later on 75 mgm. daily with B.P. 110/80. 
cheerful and considering a return to worl 
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no complaints referable to reduction in B. P. He 
continued to have backaches but did not spontane- 
ously mention this. 


Among the neurotic group response has 
been more variable. Most of the patients re- 
port some improvement but as mentioned 
above the side effects of chlorpromazine 
sometimes cause patients to refuse larger 
doses. The improved sleep habits and in- 
creased appetite in this group suggest that 
chlorpromazine would be of value as an 
adjuvant to psychotherapy. This case of 
conversion hysteria, though, appears specially 
noteworthy. 


A 31-year-old married, white mechanic was re- 
ferred because of painful paralysis of the left leg, 
nervousness and headaches of 3 months duration. 
His symptoms developed 30 minutes after a heavy 
truck transmission had fallen on his abdomen and 
left leg. His previous adjustment had been good 
though there were marital difficulties and he had 
been living for some months previously in a setting 
of tension on this account. 

Following his accident he had been conservatively 
treated. Aside from the paralysis and extensive 
bruising there were no injuries. Neurological ex- 
amination was negative except for stocking 
anesthesia. of the lower extremity. He received os- 
teopathic treatments and when these did not help 
Was given a bad prognosis. After seeing several 
other medical men he was finally referred for psy- 
chiatric help by his lawyer. A diagnosis of con- 
version hysteria with tension state was made and 
Psychotherapy instituted some 3 months after in- 
pets Probably because of the compensation and 
legal issues the patient did not progress. Sodium 
amytal interviews were unrewarding. For over 5 
months after his accident his leg was still paralyzed 
and very painful. He developed numbness in his 
Tight leg, was depressed, and losing weight. He 
entertained paranoid ideas against his physicians. 

He was hospitalized and treated with chlorpro- 
mazine, 200 mgm. daily by injection, He became 
extremely drowsy for 24 hours. The next day he 
— 0 that his leg no longer was numb and that he 
elt good. By the third day he was ambulatory 
with a slight limp. He was happy and elated over 
Ay improvement. He continued to improve while 

Orpromazine was tapered off over a 2-week period. 
E dee weeks after the termination of treatment he 
Md back at work, eating and sleeping well. He 
ated that he had never felt so well in his life. 
Rs had fair insight into his illness and was un- 
NE erned about the possible loss of a large finan- 

settlement. 


a patients with convulsive disorder as- 
din m with behavioral disturbance are in- 
am in the series. One of these has fewer 
un tes with chlorpromazine than on any 
er anticonvulsant regime. This finding has 
Len noted by others(ro, 11). 


Few undesirable reactions other than those 
attributable to the physiological effects of 
chlorpromazine have been encountered so 
far. Moyer, ef al. in a study of renal and 
hepatic functions have found no evidence of 
toxicity in their patients who were, however, 
on smaller dosage. They also did not find 
abnormalities of the electrocardiogram or 
blood elements attributable to the drug. 
Lehmann and Hanrahan noted slight changes 
in liver function tests in some of their patients 
with clinical evidence of hepatic dysfunction 
in 3. In this series no conclusive evidence of 
hepatic toxicity has been found, even in pa- 
tients with pre-existent liver damage of 
moderate degree. This aspect of chlorproma- 
zine is being more extensively investigated. 

Three patients developed more or less 
generalized skin eruption of an urticarial 
nature associated with malaise. More power- 
ful antihistamines did not bring relief, but 
in each case cessation of chlorpromazine for 
a few days only allowed the skin to clear. 
One schizophrenic patient became very 
euphoric with outspoken erotic tendencies 
which subsided with discontinuance of treat- 
ment for ro days. Two patients on high 
doses developed coarse tremor, muscular 
rigidity, and immobile expression. This 
Parkinson-like syndrome disappeared quickly 
after reduction of dosage. 

There do not appear to be any absolute 
contraindications to chlorpromazine treat- 
ment. It should be used with caution in pa- 
tients with hepatic, cardiac or renal disease 
and in those who have recently taken bar- 
biturates or opiates. 


CoMMENT 


Chlorpromazine has a diverse pharmaco- 
logical action on the human organism. A 
considerable body of evidence has been ac- 
cumulated pointing to its therapeutic efficacy 
in many kinds of mental disorders. It is a 
drug of low toxicity even in large doses and 
one which may be administered over long 
periods of time without an undesirable in- 
crease of tolerance. 

It appears to be a highly effective agent 
for controlling psychomotor excitement of all 
kinds without the undesirable effects of the 
standard methods and maintaining the pa- 


tient in a fairly accessible state at all times. 
Tts action on other types of mental illness is 
not so remarkable but is certainly worthy of 
further investigation, particularly in the 
chronic schizophrenic patients in whom most 
treatments are unrewarding. Facilitation of 
communication together with a remarkable 
objectivity towards significant ideas and feel- 
ings has occurred in many of this group. 
Speculation about the mode and site of 

action of the drug seems premature but such 
evidence as there is suggests that it is a 
subcortical one, While in the initial states 
of treatment there is a definite resemblance in 
the behavior of these patients to those who 
have been lobotomized there are none of 
the deficit found in the latter. Neither 
the dosage nor the mode of administration 

of the drug is in any way standardized, 

The initial results obtained in Europe and 
this country have been Satisfactory enough 
to justify a thorough clinical investigation 
of chlorpromazine and a search for even 
more powerful related compounds, 
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SLEEP LEVELS IN ENURESIS +» 2 


KEITH S. DITMAN, M. D. ann KENNETH A. BLINN, M. D. 
Beverty Hints, CM. 


Few psychiatric entities lend themselves 
easily to physiological study. Those that 
have a relationship to sleep have a particular 
significance. Nocturnal enuresis is one event 
the precise time of occurrence of which is 
easily recorded, and its relationship to sleep 
can be accurately determined. This paper 
will describe electrographic studies of the 
sleep levels and other physiologic changes 
prior to and during micturition in cases of 
nocturnal enuresis. These cases have been 
evaluated physically and psychiatrically. 

The high incidence of nocturnal enuresis 
in childhood is recognized by the laity and 
the profession alike. Anderson(1) has cited 
figures of 10%-1 5% among all nervous 
children and 30% among institutionalized 
children, The strikingly high incidence 
among young adults is not so widely appreci- 
ated. According to Levine(2), 24% of naval 
Tecruits receiving neuropsychiatric discharges 
Suffered from nocturnal enuresis, and 12 
per thousand of all recruits had this difficulty. 
These latter figures are in agreement with 
our(3) findings on the west coast. 

_ The frequency and incomplete understand- 
Ing of the problem have been reflected in the 
Wide diversity of etiological theories to be 
found in the literature(1, 4, 5, 6, 7, 8, 9, 10, 
Il 12, I3, 14). Etiologies may, for sim- 
Plicity, be divided into organic and functional. 
etting aside that small percentage of cases 
having recognized neurological or urological 
Pathology, we are left with the large group 
of "functional" cases to be explained. A few 
of the Prevalent theories, such as hyper- 
Somnia, epileptic equivalence, neurological 
deficiencies, dissociative states, and emotional 
95 e disorders can be further evaluated 
-Y the methods of study to be described. 
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Our studies were made on 25 randomly 
selected male subjects, ranging in age from 
5 years to 20 years. Twenty-two of these 
were naval recruits of 17 years or older. All 
subjects were studied physically, urologically, 
and psychiatrically. Continuous nocturnal 
electroencephalograms were recorded on all. 
To adequately monitor stages of sleep, elec- 
trodes were placed in the temporal, para- 
sagittal-central, and Occipital areas over the 
subdominant hemisphere. According to pre- 
cepts well established in electroencephalo- 
graphic experience (15, 16, 17, 18, 19), the 
following criteria were used for identification 
of the various stages of sleep: wakefulness— 
moderately continuous alpha rhythm, and 
complete freedom from slow waves (in 
adults) ; drowsiness—a loss of alpha activity 
and advent of random, irregular slow waves, 
especially anteriorly ; light sleep the appear- 
ance of “V waves" and 13-15 c/s spindling 
focal to the parasagittal-central area; deep 
sleep—random, high-amplitude delta waves, 
as strong in the occiput as anteriorly. Bed- 
wetting was signalled through one EEG 
channel by an electronic device sensitive to 
resistance changes. Recordings of EKG and 
EMG were obtained simultaneously by an 
electrode pair over the lower abdominal 
rectus muscle. These electrographic studies 
were repeated from one to two times in some 
of the cases. 

The top half of Fig. 1 shows electrode 
placement for monitoring stages of sleep; 
temporal, central, and occipital over the sub- 
dominant hemisphere ; and the circuit of the 
wetting indicator. The bottom half shows 
3 samples of EEG tracings considered typical 
of states of wakefulness, light sleep, and 
deep sleep. The recording of the heart rate, 
and electromyogram of the rectus abdominis 
muscle is on line labelled EMG. The PGR 
line is the recording of the changes in the 
skin resistance due to the psychogalvanic 
reflex, which is considered to be one of the 
indications of the presence of anxiety, 
tension, or psychic struggle. The other indi- 
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cations are changes in cardiac rate as re- 
corded on line EMG, and evidence of tem- 
poralis muscle activity on lines T-C and O-T. 
The lower line of the 3 samples is labelled 
E-I, for enuresis indicator, and records 
wetting by rhythmic deflections of the line, 
as seen on the next slide. The indicator lags 
the onset of micturition by 6 seconds. A 
correction has been made in the samples. 
A.J.—Figure 2 shows the EEG of A.J., age 5 
years, The 4 samples show the waking tracing at 
the beginning of the test, light sleep, deep sleep, 
and the pattern at the time of wetting. Enuresis 
occurs during deep sleep. As there was no evidence 
of anxiety, EMG and PGR are not included. 
E.U.—Figure 3 shows the EEG of E. U., age 7 
years. The first 3 upper samples show the 3 stages 
of wakefulness, light sleep, and deep sleep, along 
with the heart rate. The fourth upper sample, la- 
belled "Three Minutes Pre-wetting" shows the 
transition from deep sleep. Note the temporal 
muscle activity and the increased heart rate, from 
76 to 100 beats per minute. The fifth sample shows 


considerable temporal muscle activity, ne bur 
greater increase in heart rate, and, for the firs pud 
skin resistance changes. The next sample is men 
ing wetting, and it shows all of the 1 di iml 
of tension; and in addition there is al l fa 
muscle activity, the significance of wil aM 
discussed later. The third lower sample show: 
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subject in light sleep 3 minutes post-wetting, with 
no muscle tension and the heart rate and PGR 
activity back to normal. The line E-1 continues to 
show the signal of the wet bed. The last sample 
shows the subject’s response on being aroused and 
5 as to the status of his bed. He was 
ee but oriented. The PGR is as active here as 
‘uring wetting. In comparing the wetting sample 
un this and the other samples, it can be seen 
lat the patient was in a mildly drowsy state during 
micturition, 
b Figure 4 concerns the same patient as Fig. 3, 
x the EEG done r year earlier at age 6. Here, he 
len during EEG pattern characteristic of very 
ight sleep, There are no signs of tension. 


Figure 5 shows a typical pattern for 17 
"yup and older. The first 3 samples show 
: € usual arrangement. Wetting occurs dur- 
ng strong waking alpha, with evidence of 
PSychic struggle in the form of temporal 
is tension, increased heart rate, and psy- 

ogalvanic reflex activity. 


Figure 6 contains the data of the 25 cases 
studied. The subjects are arranged in order 
of increasing age and of increasing wakeful- 
ness at the time of wetting. With increasing 
age, there is a shift toward wakefulness and 
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a prolonged period of psychic struggle before 
micturition. An asterisk denotes that the 
patient remembered having had a dream 
during the study, The contents of the dreams 
indicate that they are conjoined to the act 
of micturition, but the temporal relationship 
of the 2 events is not known, All these 5 
cases showed a strong waking alpha rhythm 
during micturition. The next to the last 
patient on the list had a Prolonged period of 
wakefulness—3o minutes; he also suffered 
from somnambulism. The last patient, H. M., 
is the only adult who wet in deep sleep. 


Urological studies revealed a. moderate 
urethral stricture, 


H.M.—Figure 7 is the EEG of H.M. and shows 

. wetting in deep sleep. There is no evidence of in- 
creased tension or abdominal muscle activity until 
later, when he has been wakened and is being ques- 
tioned about wetting. Then, he shows a PGR re- 


ral 
sponse, increased heart rate, and some tempo 
muscle tension. 


DISCUSSION 


I. All the subjects are known to pec 
logically normal and generally in good 
except for subject H. M. / 1. 

2. There is no history of epilepsy he ire 
of the subjects. The waking and a d 
EEG's are normal throughout, and i i 
case is there seizure activity or gia t 
chronous delta or theta activity at the 
of enuresis. JA 

3. All the subjects reach a state de 
sleep within 15 minutes, despite the EE 
of the experimental procedure, the Ph » 
of electrodes on the scalp, and the s : 
environment. Except for one subject, 
reached deep sleep within 55 minutes. 
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MINUTES TO REACH 
LIGHT SLEEP 


MINUTES TO 
DEEP SLEEP 


4 A few of the subjects were ostensibly 
difficult to arouse, even while the EEG 
lowed a strong, continuous alpha rhythm 
id complete freedom from slow waves. In 
T words, some subjects were unrespon- 
to arousal stimuli at a time when the 
G pattern was identical to that in the full 
Ang state; and when total orientation was 
ally achieved, there were no accompanying 
nges in the EEG. In most of the adult 
Ses, the waking alpha was of high ampli- 
ide and almost continuous ; drowsiness was 
Mmediately signalled by a loss of alpha 
activity. In the case of W. C., the null-alpha 


t into bed, when he was still settling him- 
Thus, the EEG evidence indicates that 
Several subjects were physiologically 
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awake at the time of enuresis, outward ap- 
pearances notwithstanding. 

5. Since Muellner's fluoroscopic studies 
(20), it is generally accepted that voluntary 
micturition is initiated by contraction of the 
abdominal and pelvic muscles to increase 
intra-abdominal pressure, and to depress the 
bladder neck. For this reason, the EMG 
electrodes were placed over the lower rectus 
abdominis muscle. Most of the adult enu- 
retics who wet during alpha activity initiated 
the process by contraction of this muscle. 
Those who were drowsy also used this 
mechanism, but those in deeper sleep did not. 

6. None of the subjects, on questioning, 
were aware of having wet the bed. They all 
either denied wetting or felt the sheets for 
confirmation. Yet, two of the adults called 
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be 
enuresis, Clinically, they are found to 


[June 


lly, 


denying having awakened. The findings of 
electrographic wakefulness before and during 
the act in these, and indeed in most of the 
adult cases, therefore suggest that they are 
in an hypnotic-like or dissociative state, The 
use of the abdominal muscles to initiate 
micturition strengthens this impression. At 
the same time; there is evidence that a psychic 
struggle takes place before and during 
wetting; there are increased EKG rate, 
muscular tension, and psychogalvanic reflex 
activity. 

7. Our adult cases have thus impressed 
us with the importance of psychiatric factors 
in the explanation of persisting nocturnal 


poorly educated, poorly trained ean 3 
usually of rural and large-family orig! 122 
characterized by an immature, 12 
passive aggressive personality. They nae 
form with over 350 adult Cae i 
viewed and evaluated psychiatrically by 
authors(3). 


CONCLUSIONS 


j is too 
In this paper, our series of cases 19 


limited to justify any extensive ere 
treatment, but certain definite bg pit 
can be drawn about some features O "e 
turnal enuresis, and strong impressions 

be cited about others. 
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1. Nocturnal enuresis is not a form of 
epilepsy and is unrelated to epilepsy except 
in those cases where it is really urinary 
incontinence accompanying a nocturnal con- 
vulsive episode, 

2. Functional nocturnal enuresis is not 
due to excessively sound sleeping. For 
adults, at least, the evidence is to the con- 
trary ; although appearing to be hypersomnic, 
inasmuch as they resisted contact with reality, 
the majority of our subjects were physio- 
logically awake at the time of bedwetting. 

3. Bedwetting may occur at any stage of 
somnolence, from deep sleep to wakefulness ; 
but our findings suggest that the more auto- 
matic variety, during deep sleep, is relegated 
to the early years of childhood. It is possibly 
due to delayed maturation of neural path- 
ways. With the approach to adulthood, the 
spectrum of sleeping states rapidly shifts 
toward wakefulness, and the problem becomes 
increasingly a psychopathological one. This 
adult type of enuresis, we are impressed, 
should be viewed as a dissociation or repres- 
sion phenomenon. By the methods we used 
to measure tension or anxiety, we found that 
it is not eliminated by this psychic mecha- 
hism, but it may be reduced. It would seem 
that the mechanism allows the individual to 
solve his problem of a full bladder and to 
Save his conscience from knowledge of the 
act; but this gratification is not purchased 
without some payment in the form of anxiety 
at the time, 

4. The EEG can be used as a diagnostic 
aid in enuresis, The procedure is not for- 
midable; it is little more than a sleep EEG. 

OW soon one micturates is a function of 

€ amount of water taken, and this amount 
can be set to produce a full bladder in 55 
minutes, i.e., during deep sleep. The fashion 
m which the problem is handled can then 

€ ascertained, 
in 4 For treatment, psychotherapy seems 

3 cated in those cases showing dissociative 
tro E Drug therapies, such as the use of 
"ea = or pitressin, delay the filling of the 
Nan. and are therefore only symptomatic 
ya 3 The conditioned- reflex treatment 
wi, e disadvantage of associating waking 
could prose wetting state. This deficiency 
Manis Overcome, at least in cases of dis- 

* enuresis which have strong, per- 


sistent alpha activity. The appearance of the 
alpha rhythm might be used to trigger an 
arousal stimulus by means of an alpha 
frequency filter-integrator, in a manner 
suggested by Offner (21). Thus, the con- 
ditioned awakening would be associated with 
the stimulus of the full bladder. 

To summarize briefly, nocturnal enuresis 
can occur at any level of sleep. That of the 
more adult ages, for the most part, occurs 
during physiological wakefulness and for 
this type the diagnosis of dissociative re- 
action is indicated. An electrographic method 
that can be used diagnostically in enuresis is 
offered. This method also may be used 
further to study the relationships of sleep, 
dreams, anxiety, enuresis, and the formation 
of dissociative states. 
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DISCUSSION 


Paul W. Dare, M.D. (Phoenixville, Pa).—I 
would commend this piece of research because it 
is a beautiful demonstration of what is known as 
the scientific method. The authors set before 
themselves the task of determining the depth of 
sleep at the time of enuresis. So far as I know, 
this has not been worked out before. My cursory 
examination of the literature revealed considerable 
inconsistency of opinion on this subject with the 
frequently expressed opinion (only a hunch) that 
enuresis occurs during deep sleep. We find this 
afternoon that this particular hunch was not correct. 

To recapitulate briefly, Doctors Ditman and 
Blinn have told us that little children wet their bed 
without waking up; but that after toilet training is 
well established, enuretic older children and adults 
do awaken or become nearly awake before wetting 
their bed and at the same time show somatic 
changes, such as increased pulse rate and increased 
muscle tension. At least this was the case in those 
individuals studied by the authors. 

This brings us to that damnable problem of: 
What is necessary for good control of an experi- 
ment? We hear a lot these days about the need for 
controlled experiments. We have heard a lot about 
controls at this meeting. It seems that discussants 
talked about it more than authors. Is this because 
discussants know more about what constitutes good 
control than authors? I think not, for next year 
we shall find that many of this year’s authors are 
now discussants talking about control. I think it 
is because a discussant must not show an altogether 
uncritical acceptance of a paper or the audience 
might feel that he had hardly read the paper, or 
only in a cursory manner. To talk about controls 
is very easy because no piece of investigation can 
be 100% controlled; however, I would caution you 
not to close your mind to pieces of work that do 
not have experimental controls. The famous experi- 
ments of William Beaumont were reported for the 
most part without the benefit of control. Dr. 
Beaumont did not have the modern day notion of 
a Statistically valid series; nor did he check, in a 
detailed way, all the variables of his experiments. 
Yet his findings were very beautiful and greatly 
contributed to our knowledge of physiology. It is 


this beauty of results, this excellence of pattern, 
this nice way in which the jigsaw puzzle fits to- 
gether that after all leads us to the acceptance of 
a piece of research, more than the rigorousness of 
the controls. The findings of Doctors Ditman and 
Blinn have this satisfying beauty of results. 

I might mention the points of incompleteness, 
First, the series is small. We should be cautious in 
generalizing from so few to so many, particularly 
in view of the known variability of human be- 
havior. Second, it is not to be presumed that an 
individual, hyperhydrated, lying on a cot in a 
laboratory, and hooked up to a great number of 
different wires can be expected to sleep and en- 
urese5 in the same fashion that he would in the 
comfort of his home and inner spring mattress. All 
of this is but a general statement that to observe 
is to alter the thing observed. This problem is 
common to most fields of science, although the 
astronomers seem to safely escape it. In other 
words, Drs. Ditman and Blinn had to do something 
to their individuals in order to find out something 
about them; their test persons were not the same 
individuals as before. This paper should perhaps 
be entitled “Sleep Levels in Enuresis In Hyper- 
hydrated Subjects Who Are Taking Electroen- 
cephalograms, Etc.” Notwithstanding these objec- 
tions I would say that everything Drs. Ditman and 
Blinn haye told us fits together so beautifully that 
I think we can safely conclude that toilet-trained 
individuals do become awake or nearly awake al 
do show somatic signs of distress prior to wetting 
their beds, while non-toilet-trained individuals are 
able to enurese wthout waking up and without be- 
coming distressed. It must be, then, that the intro- 
jected effects of the toilet training can enter the 
neuronal network of our subject's central nervous 
system when the sensory stimulus from the full 
bladder signals that the organ is distended. Then 
the effects of this training inhibit the automatic 
reflex micturition and instead set up discharges in 
the reticular substance of the midbrain, or wherever 
the set of alertness is, and wake the patient UP. 
By then other forces of the personality assert them- 
selves, and the subject wets the bed anyway. Thus, 
enuresis of the type studied by Drs. Ditman 
Blinn is neither a neurologic nor urologic problem, 
but one for the psychiatrist or others who know 
how to deal with this and similar intrapsychic 
conflicts and irregularities of behavior. 


5 This word is not in Webster’s Dictionary but 
the meaning of this verbal form is obvious. 
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INTRODUCTION 


This report deals with observations of 
man’s attempts at adaptation in experimen- 
tally induced and naturally occurring situa- 
tions(1-17), with particular emphasis on 
stress-induced anxiety. The following defi- 
nition of the term “anxiety” is used: a feel- 
ing of apprehension in response to danger 
which threatens the integrity of the indi- 
vidual. This state is accompanied by altera- 
tions in one or more physiologic variables, 
which may differ in degree, integration, and 
duration among individuals and in the same 
person from time to time. 

In this study techniques from the physio- 
logic, psychologic, and sociologic disciplines 
have been employed (18-27). No uniform 
method has been applied to all observations. 
Rather, each experimental situation was 
evaluated in context by the method or com- 
bination of methods deemed most likely to 
yield information pertaining to the question 
asked. No attempt has been made to include 
illustrative examples of all the psychophysio- 
logic and psychosocial correlates of anxiety. 
Rather, selected data have been organized 
into a frame of reference designed to empha- 
size the relevance of anxiety to man’s at- 
tempt at the maintenance of homeostasis and 
the natural history of illness. 


ANXIETY, SUSTAINED MUSCLE CONTRACTION, 
AND BACK PAIN 


ud importance of the role of the auto- 
i 4 3 i 
“omic nervous system in anxiety reactions 
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previously has been reported(5-16). It 
should also be emphasized that the somatic 
nervous system which regulates the function 
of structures under conscious control also 
plays a part in anxiety(4, 28). 

A 32-year-old white Roman Catholic housewife 
and part-time nurse of German extraction com- 
plained of pain of 5 years duration in the lumbo- 
sacral region. Action potentials were recorded 
from the back muscles as the subject discussed her 
unhappy childhood. She lay rigid and motionless 
on the table, giving free expression to her intense 
anxiety commingled with feelings of resentment, 
humiliation, and guilt. When increased electrical ac- 
tivity had been sustained for 6 minutes, the sub- 
ject noted the onset of a backache which persisted 
for 30 minutes. The conversation was directed to 
neutral topics and the patient immediately became 
relaxed and at ease. The pain promptly disappeared 
as the increased electrical activity and muscle ten- 
sion subsided. Eight and a half minutes later the 
conversation about personal problems was re- 
sumed. Both sustained muscle tension and increased 
electrical activity reappeared, and one and a half 
minutes later the patient again complained of back 
pain. She was then diverted and reassured and 
once again she became relaxed. The muscle tension 
and electrical activity from the muscles subsided, 
and the pain disappeared. 

Comment.—The genesis of the pain in this 
anxious subject is dependent on the circula- 
tory and metabolic dynamics of skeletal mus- 
cle activity(28). The actual process of con- 
traction, by obstructing mechanically the 
arterioles supplying the muscles with blood, 
renders the muscle relatively ischemic for 
the duration of the contraction. The degree 
of ischemia is roughly proportional to the 
contraction strength, a strongly contracting 
muscle being almost completely ischemic, 
Thus, depending on the form, duration, and 
intensity of motor activity, the muscle may 
be relatively ischemic over a long time inter- 
val. This prolonged state of anaerobic ac- 
tivity allows for the accumulation in the 
tissues of metabolic products which would 
otherwise have been dissipated in the pres- 
ence of adequate blood flow. These noxious 
metabolites constitute the critical stimulus 
for the pain in the backache syndrome. The 
available evidence indicates that muscle po- 
tassium is the pain factor or one of its im- 
portant components (29). 
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URINARY I7-KETOSTEROID EXCRETION DUR- 
ING PERIOD OF ACUTE ANXIETY 


The subject was a tense, anxious, and insecure 
29-year-old white male physician. Comparison is 
made between 2 days, of what were for him a 
period of relative comfort and productivity, and one 
day of intense anxiety with grossly impaired pro- 
ductivity. On December 8 and 14, the days of 
relative security, the subject’s 24-hour excretion of 
l7-ketosteroids was 43.05 mg. and 43.83 mg. re- 
spectively. The fractional values for December 8 
were: morning, 2.39 mg./hr., afternoon 1.907 mg./ 
hr, evening 1.59 mg./hr., night 1.62 mg./hr.; and 
for December 14: morning 2.60 mg./hr., afternoon 
2.26 mg./hr., evening 1.48 mg./hr., and night 1.47 
mig./hr. 

On the day of stress the subject found himself 
confronted with an overwhelming work schedule. 
He was anxious, tired, irritable, and preoccupied 
with personal conflicts evolving from the current 
phase of his psychoanalysis. He was tense and 
restless and noted a persistent twitch involving the 
left eyelid. He felt dissatisfied, and his difficulty 
in concentration was associated with low produc- 
tivity. Despite his mounting fatigue and poor effec- 
tiveness he drove himself at his work until mid- 
night. Sleep was punctuated with frequent anxiety 
dreams. Total 17-ketosteroid excretion for this 
day was 87.25 mg. Fractional values were uni- 
formly elevated over comparable times on the con- 
trol days, with the night sample containing the 
greatest amounts: morning 3.24 mg./hr., afternoon 
3.54 mg./hr. evening 2.54 mg./hr. and night 4.66 
mg./hr. 


Comment.—In general, variations in uri- 
nàry excretion of 17-ketosteroids observed 
in a variety of experimental situations ap- 
peared to be directly related to the need of 
mobilization of bodily resources for action. 

It is postulated that: (1) the alterations in 
the excretion of 17-ketosteroids observed 
were an index of the amount of adrenocorti- 
cal hormone produced; (2) during action, 
tissue utilization of adrenocortical hormones 
occurs in skeletal muscles and is roughly pro- 
portional to the form, intensity, and duration 
of the activity. 

In settings of security, taking action was 
associated with a moderate decrease in ex- 
cretion of 17-ketosteroids. In settings of 
competitive reactions or intense feelings of 
anxiety, tension, or hostility, taking action 
was associated with sustained or slightly ele- 
vated 17-ketosteroid excretion. If, in such a 
setting, action was not taken, there occurred 
marked elevations in excretion of 17-ke- 
tosteroids. Exhausting action (heavy exer- 


cise) regardless of affect or life setting was 
invariably associated with a profound de- 
crease in excretion of 17-ketosteroids fol- 
lowed by a marked rise during the recovery 
period. When taking action did not appear 
to be required by the threatening situation 
and the ensuing inactivity was not accom- 
panied by overt anxiety and tension, there 
was a decrease in excretion of 17-ketoster- 
oids. 


NASAL AND GASTRIC FUNCTION DURING 
ANXIETY 


The following observation made on an 
adult male subject with a large gastric fistula 
documents alterations in 2 physiologic sys- 
tems participating simultaneously in anxiety 
states(2, 30). It is also illustrative of varia- 
tions in function of the same system at 
different times. As will be noted, the way 
in which the subject perceives the stimulus 
Situation, and reacts to it are different for 
each occasion(31). s 


The subject was obliged to remove from a labo- 
ratory cage a rat that had been dead for some hours. 
In the cage were a number of living rats who had 
macerated the cadaver. He was obliged to put his 
unprotected hand into the cage, and in spite of bis 
experience he had fears of rat bites and their im- 
plications. Furthermore, the cannibalism of the 
rats and the decayed condition of the malodorous 
cadaver gave rise to nausea. He experienced in- 
tense apprehension and disgust. Both his gastric 
and nasal mucosae became pale and stayed so for 
several hours. es 

At the time of the next observation, the subjects 
wife was about to visit the hospital because a 
troublesome varicose veins. His concern al 11 
hospitals and sickness and his dependence upon 7" 
wife for the proper conduct of the home 1 
dered conflict with feelings of anxiety and Sem 
ment. Hyperemia and engorgement were note 
both the gastric and nasal mucosae. 


E 
EARLY CONDITIONING EXPERIENCES AND TH 
GENESIS OF ANXIETY 


Infants with excessive crying during me 
first 3 months were investigated and es 
pared with noncrying infants (32). 1 
babies with excessive crying had anxious, 
unsmiling facial expressions and during si 
ing displayed considerably more in i 
motor activity, wheezing, and sweating t ie 
did the noncrying group. Regurgitation 4 
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passage of flatus often occurred toward the 
end of a period of excessive crying. 


Upper gastrointestinal roentgenograms were done 
at 5 to 7 weeks of age. In all instances the films 
of the crying children revealed excessive gas and 
more rapid stomach emptying than occurred in the 
noncrying group. The crying infants showed wide 
fluctuations in absolute eosinophil counts ranging 
from o to 1442/cu. mm., while counts in the non- 
crying babies were stable within the normal range. 
Elevations of eosinophil levels occurred within 15 
minutes after beginning of crying, and persisted, 
with the excessive crying, for as long as 2 weeks. 
Hyperemia, hypersecretion, and swelling of the 
nasal mucous membranes appeared earlier and were 
sustained at greater magnitude in the infants with 
excessive crying(2). The crying babies had in- 
creased muscle tension when awake. As deter- 
mined by the Wetzel Grid growth rate increased 
during the 3-month crying period(33). The ex- 
cessively crying babies had significantly more ill- 
ness than did the non-crying infants. These in- 
cluded upper respiratory infections, skin rashes, 
diarrhea alternating with constipation, regurgita- 
tion, and accidents. 

Excessive crying most commonly occurred in 
Settings of domestic conflict and tension arising 
from the parents' attitudes toward their infant and 
problems in social and interpersonal relations. In 
the earliest neonatal relationships the parents of 
the crying babies were insecure, anxious, tense, and 
unable to achieve satisfaction from their perform- 
ance. The mothers were strikingly inconsistent in 
the frequency, duration, quantity, and quality of 
bandling and feeding, and in the length of time 
allowed to elapse before responding to the infant's 
cries, These mothers were unable to make dis- 
criminating judgments concerning their infant’s 
communication and their attempts at child care 
were often unrelated to the child’s needs(34). The 
crying, by provoking or increasing the mothers’ 
anxiety, tended to establish a vicious circle, the 
Parents’ behavior becoming more inappropriate and 
the infant's crying more aggravated. It was in 
im settings that the physiologic variables of the 
infants showed fluctuations of the greatest magni- 
tude and duration and that illness was most apt to 
uw By contrast, the parents of the non- crying 
19 m were consistent in the application of their 
zechniques of child care and their assessment of the 
infant’s communication. 


Comment. In the first month of life cry- 
ing in both groups of babies persisted until 
individual needs were satisfied. After about 
weeks of age the 2 groups were dis- 
n The noncrying infants were relaxed 
3 appy. Crying, when it did occur, 
OPped promptly with the presence of a 
Ci or other adult. The success of this 
5 aptive behavior appears related to the 
‘gular and appropriate need satisfaction 


tin 


which characterized the previous experience 
of the noncrying infants. Infants in the high 
crying group at the same age were tense, 
restless, and irritable. The presence of a 
parent or adult commonly initiated or en- 
hanced the crying. It appears that because 
of their early conditioning experiences these 
infants failed to associate mother's presence 
with satisfaction and security. Rather, the 
parents' communication actually connoted 
danger, frustration, or deprivation to the 
baby and provoked a reaction of anxiety 
manifested as crying with its physiologic 
concomitants. These inferences are in agree- 
ment with those of Benedek(35, 36) and 
Freud(22). 


ANXIETY STATES AND DISEASE 


The evidence thus far adduced indicates 
that threats of danger due to stressful life 
situations may become important in the gene- 
sis of illness. Often the discomfort and 
tissue damage evoked by symbols are indis- 
tinguishable from that produced by physical 
and chemical agents or infectious micro- 
organisms. It, therefore, appears relevant to 
an understanding of the natural history of 
disease to consider the effects on bodily in- 
tegrity of the interaction of multiple noxious 
stimuli applied simultaneously. 


EFFECTS OF ANXIETY-PROVOKING STIMULI 
INTRODUCED DURING EXPOSURE OF HAY FEVER 
PATIENT TO POLLEN (3) 


A 57-year-old housewife born in the British West 
Indies of mixed Negro and white stock complained 
of “hay fever” of 5 years’ duration and had a 
strongly positive ragweed skin test. į 

The experiment was performed during the hay 
fever season while the subject was feeling calm, se- 
cure, and relaxed. She was free of hay fever symp- 
toms, and her nasal mucous membranes appeared 
moderately red with small amounts of secretion 
and swelling apparent. She was then exposed in the 
experimental pollen room for 109 minutes. Mild 
symptoms of rhinitis and low grade nasal hyper- 
function ensued within 30 minutes. These symptoms 
subsided after 8 minutes and aside from some nasal 
obstruction the patient remained comfortable for 
the next 10 minutes. ; 

At this point an interview was begun which the 
patient quickly directed toward the unsatisfactory 
relationship which existed between her husband 
and her second daughter. As she discussed. this 
she became tense and anxious and her voice became 
whining and petulant. Examination revealed a 
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marked increase in the nasal hyperfunction. At the 
same time, increased symptoms of rhinitis recurred. 
After this problem had been discussed for 33 
minutes she was diverted to neutral topics and felt 
much reassured. Gradually over the next 28 min- 
utes she regained her feelings of well-being, and 
despite the fact that she was still being exposed to 
pollen in the pollen room, nasal hyperfunction sub- 
sided, symptoms disappeared and she remained com- 
fortable for the duration of the experiment. 


Comment.—It has been demonstrated re- 
peatedly(2, 3) that the alterations in nasal 
function accompanying conflictual settings 
are often sufficient to produce troublesome 
nasal symptoms and pathologic tissue 
changes. Also from a study of the histories 
of patients exhibiting common nasal disor- 
ders and from observations on individuals 
followed over long periods, it has been possi- 
ble to establish a correlation between a set- 
ting of conflict with anxiety and nasal hyper- 
function and an exacerbation of nasal disease. 
Further, since conflicts evolving from diffi- 
culties in interpersonal and social adjust- 
ments often remain unresolved for long peri- 
ods, the accompanying anxiety and nasal 
hyperfunction may become both intense and 
sustained. In such a setting the nasal tissues 
become unable to tolerate the additional al- 
terations in nasal function engendered by 
new threats or assaults on bodily integrity. 
Thus, the nasal hyperfunction appearing as 
a part of an individual’s response to a threat- 
ening life situation causing conflict and 
anxiety may constitute a major etiologic 
factor in nasal dysfunction. When combined 
with other environmental stimuli capable of 
producing nasal hyperfunction, it becomes 
relevant to the genesis of many common 
acute and chronic disorders of the nasal and 
paranasal spaces. 


ANXIETY AND PRE-EXISTING DISEASE 


Regardless of the nature of the etiologic 
factors, a disease process, once established, 
constitutes & new stimulus situation, which 
in turn may initiate inappropriate and costly 
reactions. In the following observation an 
attempt has been made to explore the signifi- 
cance of anxiety appearing during the course 
of a well-established disease process. 


The subject was a 55-year-old Greek male who 
had been admitted to the hospital 3 months pre- 
viously complaining of left lower quadrant pain. 


The extensive diagnostic procedures carried out 
during the interim had failed to reveal the came ' 
of the pain. The patient became progressively dis- 
couraged and anxious and, as his discomfort in- 
creased, he complained bitterly about “being neg- 
lected” and was continually concerned with “what 
was going to happen” to him. At the time of the 
following experiment he appeared chronically ill 
and had a decubitus ulcer on the right hip. His 
communication was that of anxiety and depression, 
and he complained freely of generalized abdominal 
and back pain of steady, dull, and aching quality, 
Examination revealed considerable muscle spasm 
of the abdomen and the strip muscles of the back. 
The abdomen was tender throughout but more so 
on the left side. Tenderness of the back muscles 
was striking, being most prominent in the left 
lumbar region. Firm pressure over these "trigger 
areas" not only increased the pain in the back 
but also in the left lower quadrant of the abdomen. 

At this point, as the examiner reassured him, 
the patient was given 0.25 gm. of sodium amytal 
intravenously. He promptly became relaxed and 
calm and the pain completely subsided. Examina- 
tion revealed the muscles of the back and abdomen 
to be relaxed with only moderate tenderness to 
pressure, Pressure over the tender areas in the 
back caused no radiation of pain into the abdomen. 
Palpation of the relaxed abdomen revealed a mod- 
erate sized mass in the left upper quadrant, found 
at operation to be a hypernephroma. Manipulation 
of the mass caused intense pain to which the pa 
tient reacted with overt anxiety and agitation. He 
was again reassured and gradually the pain sub- 
sided. 


Comment. It is apparent from this ob- 
servation that the tumor involving patt- 
sensitive structures was not the only source 
of discomfort. The complete subsidence 3 
pain following the dissipation of anxiety am 
skeletal muscle tension by the sodium am 
indicates that the skeletal muscles Were A 
major source as well(4, 7, 15, 28). On i 
other hand, pressure or displacement of t : 
abdominal mass was necessary for the Pa 
duction of noxious sensations from the pal 
sensitive structures involved by the neW 
growth (37). 125 

The following rationale for these obse i 
tions is offered. Asa result of the ban 
impulses arising from the pain-sens! r 
structures in the new growth, 3 red 
were set in motion: local spinal cord ier. 
leading to segmental skeletal muscle sp? r 
the genesis of secondary hyperalgesia dd 
volving segmentally both superficial and Ri 
pain-sensitive tissues(37), and the ee 
anxiety as part of the patient's total rea p 
to a threatening situation of which pain 
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only one component. The additional skeletal 
muscle tension caused by the anxiety became 
the secondary pain source(4, 28, 38). The 
pain from the sustained skeletal muscle 
spasm, by perpetuating the anxiety, initiated 
a vicious cycle which also perpetuated the 
discomfort even in the absence of constant 
pain from the hypernephroma. 


Anxiety, DISEASE, AND SOCIAL 
PERSPECTIVE 


CULTURAL CONFLICT AND TUBERCULOSIS(17, 
39) 


Psychosocial data have been obtained from 
a representative sample of approximately 
1,000 patients with tuberculosis drawn from 
the metropolitan area of Seattle, Washing- 
ton. The subjects were 70% male, 227% non- 
white, and 61% unmarried. The median age 
was 41 years with 64% older than age 35. 
When compared with the 1950 United States 
census figures for Seattle (50.1% male, 
5.9% nonwhite, 34.8% unmarried, median 
age 34.4 years, 55.4% age 35 and over), the 
tuberculosis group represents a marked 
variation in character of population. Income 
and education also deviated from the urban 
median and was more like that of the rural 
population of the state. Only 11.5% of the 
patients earned $4,000 per year or more com- 
pared with 43.8% in Seattle and 15.9% for 
the state. The median level of education for 
patients was 10.9 years. For Seattle's popu- 
lation the median educational level was 12.1 
years, for rural nonfarm it was 10.2 years, 
and for rural farm 9.2 years. The white 
97 5 tended to be first or second genera- 
jon Americans and hence originated from 
Sea cultural backgrounds to a greater 
15 ent than the majority of the population of 
e city. Over half of the patients had mi- 
D to the city from rural areas. High 
Mer of residential and. occupational 
1 1 social isolation completed the 
Sa pa for the males. The 
Bete: ad almost invariably engaged in 
e ve work and 75% were employed at 
Poe the disease was discovered. 
dditional social perspective was provided 
e studies on all the 481 newly de- 
da Cases of active tuberculosis in Seattle 
952: 269 white males, 88 white females, 
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88 nonwhite males, and 36 nonwhite females. 
Utilizing census tract data, the city was di- 
vided into 4 relatively distinct socio-economic 
residential areas: Area I included the city 
center and Seattle’s “Skid Road" population, 
Area II the “working-class” population of 
the city, Area III the typically “middle-class” 
population, and Area IV included Seattle’s 
“well-to-do” population, Tuberculosis rates 
per 100,000 population were analyzed by 
area of residence, age, sex, and race (see 
Tables 1 and 2). 

Rates ranged from significantly high in 
Area I to significantly low at the periphery 
(Area IV), irrespective of age or sex. The 
nonwhite rate, however, was highest in the 
better socio-economic area at the city periph- 
ery. Diagnostically, far-advanced tubercu- 
losis was the mode for Area I, moderately 
advanced disease for Area II, and minimal 
tuberculosis for Areas III and IV. 

Life history data revealed the tuberculosis 
subjects to be sensitive, anxious, rigid, and 
emotionally labile. These patients, when 
compared with the cultural norms, were 
marginal people at the time of onset of 
tuberculosis. They started life with an un- 
favorable social status and grew up in an 
environment that was for them crippling. 


TABLE I 


TUBERCULOSIS ATTACK RATES PER 100,000 BY SEx 
AND AGE, FOR SEATTLE AREAS, 1952 


Male Female 

30 and To 30 and 
over age 29 over 
616 239 159 

297 56 85 

176 40 4r 

114 33 39 

os 

Total ....... 150 53 
TABLE 2 


Tupercutosts ATTACK RATES PER 100,000 BY AGE 
AND BY ETHNIC-SEX CATEGORY, SEATTLE 


AREAS, 1952 
Ethnic and Sex 
e uid White Non-White 
Area 128 50 sen Male Female ‘Male Female 
. 189 457 482 140 762 535 


I „ 5 196 166 40 481 275 
III. . 39 105 91 29 468 276 


IV 28 71 57 32 1,137 569 
Total.. 44 146 83 347 
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They were, in essence, strangers attempting 
to find a place for themselves in the con- 
temporary American scene. As perceived 
by the individuals with tuberculosis, the 
poorly understood world in which they lived 
was a source of perennial danger and the 
threat of being “walled off" and rendered 
"helpless" was always imminent. The nature 
of their attitudes and life experiences made 
it unusually difficult for them to decide what 
was expected of them or what they expected 
of themselves. As a consequence their at- 
tempts at adjustment were characterized by 
unrealistic striving which was not only unre- 
warding but also productive of cumulative 
conflict, anxiety, and depression. 

Disintegration of the patient's precarious 
psychosocial adjustment almost invariably 
occurred in the 2-year period preceding the 
onset or relapse of disease. The manifesta- 
tions of the life crisis that ensued included 
high frequencies of broken marriages and 
changes in residential and occupational sta- 
tus. Alcoholism, frequent and persistent psy- 
chosomatic disorders, and mental illness were 
common. It was in this setting of increasing 
life stress acting on individuals whose limited 
capacities were no longer adequate for re- 
solving problems or achieving satisfaction 
that tuberculosis apparently developed. 

Comment.—In keeping with other investi- 
gations of the relationship of the social 
process to illness (40-52), these psychosocial 
data indicate that cultural conflict and anxi- 
ety contribute significantly to the natural 
history of tuberculosis. The consequences of 
ethnic, racial, and economic minority status 
and the processes of urbanization and in- 
dustrialism are clearly evident. 


PSYCHOPHYSIOLOGIC REACTIONS AND 
TUBERCULOSIS(1) 


Since it has been demonstrated that ad- 
renal hormones influence resistance in tu- 
burculosis(53, 54), the relationship of life 
stress and adrenocortical function in these 
patients was investigated. Patients with pul- 
monary tuberculosis exhibited widely fluc- 
tuating 17-ketosteroid excretion patterns 
ranging from 2.0 mg./24 hrs. to 30 mg./24 
hrs. A majority of the patients demonstrated 
excretion levels below the normal expected 
for their age and sex (55-58). 
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Chest X-rays revealed that patients with 
reduced 17-ketosteroid output had extensive 
and exudative tuberculosis. Patients with 
elevated 17-ketosteroids in the urine ex- 
hibited well-localized, fibrotic or nodular tu- 
berculosis. There were exceptions to this 
general relationship suggesting that factors 
other than severity of disease were influ- 
encing adrenocortical function. 

It was observed that 17-ketosteroid excre- 
tion appeared to be consistently related to the 
emotional state of the patient (see case of 
male physician above). Patients with very 
low levels of excretion were overtly de- 
pressed, apathetic, and withdrawn. Patients 
with normal values were reasonably comfort- 
able in their adjustment. Those with above 
normal output were tense, conflict-ridden, 
and exhibited the well-known clinical signs 
of anxiety, such as restlessness, irritability, 
insomnia, tachycardia, labile blood pressure 
and palmar sweating. 

Rapid and profound changes in 17-ke- 
tosteroid excretion were observed to accom- 
pany changes in emotional states resulting 
from acute or chronic stress situations aris- 
ing during the course of hospitalization. 
These alterations in adrenocortical function 
persisted for the duration of the emotional 
response. 

Despite standard antimicrobial therapy, 
distinct trends in the course of the disease 
were evident. Patients whose 17-ketosterol 
output remained stationary near the normal 
level showed satisfactory improvement in 
their disease as did those whose level of out- 
put was changing toward normal from above 
or below. In contrast, patients with a sta- 
tionary excretion level at some distance 5 
or below normal improved slowly or not i 
all. The degree of improvement was related 
to the proximity of the excretion to the as 
mal level. The patients whose disease 5 
worse and those who died exhibited prog 
sive depression and low or declining exef 
tion. 

Comment.—The 17-ketosteroid ex 
observed in these cases indicating significa 
alteration of adrenocortical activity in 2 
berculosis is in agreement with the 1 
of others (59-63). The fact that alterati d 
in 17-ketosteroid excretion parallel chang 
in the course of tuberculosis suggests 
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endogenous adrenocortical hormones influ- 
ence resistance to tuberculosis. From these 
observations it is suggested that adrenocorti- 
cal activity plays a role in resistance to tu- 
berculosis and that the effects of life stress 
upon the course of tuberculosis, in part, may 
be mediated via the adrenal gland. 


FORMULATION 


In daily living, the relationship of tribal 
man to his environment is constantly influ- 
enced by stimuli of widely varying origin, 
character, and significance. Alterations in 
behavior occur only in response to certain 
of these stimuli. Further, the degree to 
which afferent impulses evoked by a given 
stimulus are consciously perceived and evalu- 
ated is variable and may or may not be rele- 
vant to the ensuing reaction. The character 
and significance of such changes in behavior 
as do occur will be largely determined by 
the stimulus situation, the individual's bio- 
logic endowment, and his past experience. 
Viewed from a biologic perspective these 
modifications in behavior appear to be adap- 
tive and protective. 

: In response to life stress, patterns of adap- 
tive and protective behavior may be rela- 
tively free from anxiety. These include 
phobic, amnesic, compulsive, obsessive, hypo- 
chondriacal, and conversion hysterical reac- 
tions. Closely allied are the processes of 
Tépression and rationalization. Although 
these reactions may be due directly to frus- 
tration, deprivation, and symbols of danger, 
they often represent the techniques. utilized 
for attempting to re-establish homeostasis 
after the threat has been acknowledged and 
anxiety and tension have occurred. Although 
ese methods for dealing with problems may 
im More or less successful, they seriously 
d performance and restrict capacities 
ee exibility and maturity. In addition, 
8 de patterns of behavior may themselves 
Ontribute to the genesis of anxiety. 
he occurrence of anxiety as the only emo- 
the Present has seldom been encountered in 
5 Psychophysiologic studies. Rather, the 

Ponse of which anxiety is a part is com- 

95 of a medley of feeling states of various 
05 bmations and intensities: guilt, anger, 
stility, resentment, humiliation, euphoria, 


tion 
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depression, etc. Functional alterations of the 
biochemical and physiologic systems of the 
body invariably accompany these emotional 
states and are mediated by neurohumeral 
mechanisms. Important to the specificity and 
character of integration of these psycho- 
physiologic components of behavior is the 
way in which the individual perceives his 
relationship to a given situation and what if 
anything he does or feels like doing about it. 
The effectiveness of these adaptive and pro- 
tective patterns of behavior depends on their 
pertinence to the stimulus, their magnitude 
and duration. The mobilization of bodily 
resources when appropriate in context may 
facilitate the resolution of danger and con- 
flict at little cost to the individual. When 
inappropriate, these functional alterations in 
homeostatic mechanisms become sustained 
and productive of discomfort and tissue 
destruction. Not only do they fail to achieve 
their purpose, but actually are responsible for 
the genesis of additional danger and threat 
to security. 

A concept long recognized by students of 
human behavior is that early conditioning 
experiences play an important role in de- 
termining the character of an individual's 
behavior and adjustment in later life. It has 
been emphasized further that these early 
experiences are significant factors in many 
psychiatric illnesses, often through the acti- 
vation of anxiety. More recently in investi- 
gations of the natural history of a host of 
“psychosomatic disorders" (27), much specu- 
lative emphasis has been placed on the im- 
portance of these early life situations to the 
evolution of specific patterns of psycho- 
physiologic responses which may be produc- 
tive of selective organ dysfunction and symp- 
toms in later life. The observations on 
infants reported here document the origin 
of some of the psychophysiologic reactions 
which may contribute to the evolution of 
specific and repetitive anxiety reactions and 
disease. 

Considered in social context, man’s con- 
cept of himself and his conformance with 
what is expected of him results in large part 
from the cultural milieu in which he lives. 
The evolution of attitudes, values, aspira- 
tions, and techniques for achieving goals 
which approximate the tribal norms is essen- 
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tial to homeostasis, productivity and satis- 
faction. The success of this process of 
cultural conditioning depends in part on the 
nature of the individual, the nature of social 
pressures and the effectiveness of dealing 
with them. Stable civilizations provide a 
milieu in which the individual can usually 
define his status with relative ease. In such 
a way of life the possibilities for culture con- 
flict are minimized and the techniques for 
resolving tensions are reasonably effective. 
By contrast, in societies undergoing rapid 
change, as in the United States the individual 
often experiences considerable difficulty in 
finding his place and making accurate dis- 
criminations concerning what is and what is 
not dangerous. The possibilities for culture 
conflict abound and the techniques for deal- 
ing with ensuing difficulties become attenu- 
ated, As a further consequence the individ- 
ual's knowledge concerning the availability 
and applicability of these methods is often 
faulty or incomplete. Therefore, anxiety, 
discomfort, tissue damage, and impairment 
of performance, which occur as by-products 
of attempts at adaptation, become inextric- 
ably linked to cultural conflict. 


SUMMARY 


Inherent in man’s biologic endowment is 
the need for homeostasis and the equipment 
for its maintenance. Assaults upon and 
threats to his physical and emotional integrity 
which upset this homeostasis provoke adap- 
tive reactions intended to restore the equi- 
librium within the internal milieu of the 
body, and between the body’s internal and 
external environment. Such reactions to life 
stress usually are manifested as alterations 
in behavior which may vary widely in degree, 
content, duration, and effectiveness. When 
sustained these reactions may be productive 
of discomfort and impairment of tissue in- 
tegrity. Many of the illnesses experienced by 
man, then, may occur in large part as a by- 
product of his attempts at adaptation. 


BIBLIOGRAPHY 


I. Clarke, E. R., Zahn, D. W. and Holmes, T. H. 
Am. Rev. Tuberc. 69:351, 1954. 
2. Holmes, T. H., Goodell, H., Wolf, S., and 


Wolf, H. G. The Nose: Àn Experimental Study 
of Reactions Within the Nose in Human Subjects 


During Varying Life Experiences. Springfield: 
C. C Thomas, 1950. 

3. Holmes, T. H., Treuting, T., and Wolff, H. G. 
A. Res. Nerv. Ment. Dis, Proc. (1949), 29: 545, 
1950. 

4. Holmes, T. H., and Wolff, H. G. A. Res, 
Nerv. & Ment. Dis., Proc. (1049), 29:750, 1950. 

5. Duncan, C. H., Stevenson, I. P., and Ripley, 
H. S. Psychosom. Med., 12:23, 1950. 

6. Ripley, H. S. Am. J. Med. Sci., 199: 261, 1940. 

7. Ripley, H. S., and Wolf, S. Psychosom. Med, 
9: 260, 1947. 

8. Ripley, H. S., Wolf, S., and Wolff, H. G 
J. A. M. A., 138:0949, 1048. 

9. Ripley, H. S., and Wolff, H. G. Psychosom. 
Med., 12: 215, 1950. 

10. Stevenson, I. P., Duncan, C. H., and Ripley, 
H. S. Geriatrics, 6: 164, 1951. 

II. Stevenson, I. P., Duncan, C. H., Wolf, S, 
Ripley, H. S., and Wolff, H. G. Psychosom. 
Med., 11:257, 1949. 

12. Straub, L. R., Ripley, H. S., and Wolf, S. 
N. Y. State J. Med., 49:635, 1949. 

13. Treuting, T. F., and Ripley, H. S. J. Nerv. 
Ment. Dis., 108 : 380, 1948. 

14. Wolf, S. Pfeiffer, J. B. Ripley, H. 8, 
Winter, O. S., and Wolff, H. G. Ann. Int. Med, 
29: 1056, 1948. E 

15. Wolf, S., and Ripley, H. S. Am. J. Med. Sci, 
215: 56, 1948. 

16. Stevenson, L, and Ripley, H. S. Psychosom. 
Med., 14: 476, 1952. T 

17. Hawkins, N. G., and Holmes, T. H. Ecologic 
factors in tuberculosis morbidity. Trans. National 
Tuberculosis Assoc. soth Annual Meeting, p. 233) 
1954. 5 : 

18. Cannon, W. B. Bodily Changes in Pain, 
Hunger, Fear and Rage. New York: D. Appleton) 
1920. 

19. Cannon, W. B. The Wisdom of the Body. 
New York: W. W. Norton, 1939. i 

20. Darwin, C. The Expression of the Emotions 
New York: D. Appleton, 1910. 

21. Dunbar, H. F. Emotions and Bodily Changes. 
New York: Columbia University Press, 1938. 

22, Freud, S. The Problem of Anxiety. New 
York: Norton, 1936. id 
23. Freud, S. New Introductory Lectures © 
Psycho-Analysis. New York: Norton, 1933. ks 
24. Pavlov, I. P. Lectures on Conditioned i 
flexes; v. 2, Conditioned Reflexes and Psychiatry: 
New York: Internat. Publ., 1941. 10 011 
25. Sherrington, C. The Integrative Action o i5 
Nervous System. New Haven: Yale Univers 
Press, 1947. 3 

26. Lid A., Ed. The Commonsense Serail 
of Dr. Adolf Meyer. New Vork: McGraw-Hill, 
1948. 

27. Association for Research in Nervous 50 
Mental Disease. Life Stress and Bodily Dis 
Baltimore: Williams & Wilkins, 1950. Pain. 

28. Dorpat, T. L. Mechanisms or Musee val 
Medical Thesis, University of Washington 9c 
of Medicine, 1952. 


3 
, 
j 


1955] 


T. H. HOLMES AND H. S. RIPLEY 


929 


29. Harpuder, K., and Stein, I. D. Am. Heart J., 
25:438, 1043. 

30. Wolf, S., and Wolff, H. G. Human Gastric 
Function. New York: Oxford University Press, 
1947. 

Be Grace, W. J., and Graham, D. T. Psychosom. 
Med., 14:243, 1952. 

32. Stewart, A. H., Weiland, I. H., Leider, A. R., 
Mangham, C. A., Holmes, T. H., and Ripley, H. S. 
Am. J. Psychiat., 110: 687, 1954. 

33. Wetzel, N. C. J. Pediat., 29: 439, 1946. 

34. Spitz, R. A. Am. J. Orthopsych., 20:623, 
1950. 

3 Benedek, T. Psychoanalyt. Quart, 7:200, 
1938. 

36. Benedek, T. Am. J. Orthopsychiat., 19 : 642, 
1949. 

37. Hardy, J. D., Wolff, H. G., and Goodell, H. 
Pain Sensations and Reactions. Baltimore: Wil- 
liams & Wilkins, 1952. 

38. Ripley, H. S. Chapter 16, p. 608, in The 
Management of Pain, J. J. Bonica, Ed. Phila- 
delphia: Lea & Febiger, 1953. 

39. Hawkins, N. G. Research Application, Case 
Materials in the Sociology of Tuberculosis. M. A. 
Thesis, University of Washington, 1953. 

40. Dubos, R., and Dubos, J. The White Plague. 
Boston: Little, Brown, 1952. 

41. Hinkle, L. E., Jr., and Plummer, N. Indus- 
trial Med. & Surg., 21: 368, 1952. 

42. Horney, K. The Neurotic Personality of Our 
Time. New York: N orton, 1937. 

43. Wolff, H. G. Stress and Disease. Spring- 
field: C. C Thomas, 1953. 

44. Simmons, L. W. A. Res. Nerv. Ment. Dis., 
Proc. (1949), 29: 127, 1950. 

45. Benedict, R. Chrysanthemum and the Sword. 
New York: Houghton, Mifflin, 1946. 
u$ Warner, W. L., and Lunt, P. S. The Social 

ife of a Modern Community, ( Yankee City Series, 
Vol. I). New Haven: Yale University Press, 1945. 


47. Warner, W. L., and Srole, L. The Social 
Systems of American Ethnic Groups, ( Yankee City 
Series, Vol. 3). New Haven: Yale University 
Press, 1945. 

48. Mead, M. Male and Female. A Study of the 
Sexes in a Changing World. New York: Wm. 
Morrow, 1949. 

49. Mead, M. Sex and Temperament in Three 
Primitive Societies. New York: Wm. Morrow, 
1935. 

50. Wittkower, E. A Psychiatrist Looks at Tu- 
berculosis. London: National Association for the 
Prevention of Tuberculosis, 1949. 

51. Faris, R. E. L., and Dunham, W. Mental 
Disorders in Urban Areas. Chicago: University 
Chicago Press, 1939. e 

52. Halliday, J. L. Psychosocial Medicine: A 
Study of the Sick Society. New York: Norton, 
1948. 

53. Lurie, M. B., Zappasodi, P., Dannenberg, 
A. M., Jr., and Cardona-Lynch, E. Ann. New York 
Acad. Sci, 56:779, 1953. 

54. Bunn, P., and Drobeck, B. Am. Rev. Tuberc., 
66: 175, 1952. 

55. Hamburger, C. Acta Endocrinol., 1 : 19, 1948. 

56. Kenigsberg, S., Pearson, S., and McGavack, 
T. H. J. Clin. Endocrinol., 9: 426, 1949. 

57. Robinson, A. M. Brit. J. Cancer, 2: 13, 1948. 

58. Sprechler, M. Acta Endocrinol., 7: 330, 1951. 

59. Bastenie, P. A., and Kowalewski, K. Acta 
Med. Scandinav., 138: 376, 1950. 

60. Goldzieher, J. W., and Edlin, J. C. J. Clin. 
Endocrinol, 12:957, 1952. 

6r. Pfeffer, K. H., Scherer, E,, and Staudinger, 
H. J. Deutsche med. Wchnschr., 76: 727, 1951. 

62. Rivoire, R., Jonnesco, G., and Paszkowski, J. 
Presse med., 58: 764, 1950. » 

63. Zimmerman, W. Ann. Endocrinol, 12:716, 
1951. 


PRELIMINARY CLINICAL REPORTS 


CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNE 
A STUDY OF 750 PATIENTS 


ETTA G. BIRD, M. D., JOHN D. GOSS, IR., M. D., anp HERMAN C. B. DENBER, M. D. 
"Wanp's Istanp, New York City, N. Y. i: 


Chlorpromazine hydrochloride | [10-(y- 
dimethylaminopropyl) -2-chlorophenothiazine 
hydrochloride] has been used as the sole 
form of treatment in 750 patients at Man- 
hattan State Hospital. Five hundred seventy- 
one were diagnosed as dementia praecox, 
while the others were distributed through 
14 different diagnostic groups. Four hundred 
ninety-four patients had been hospitalized 
from 3-10 years. Electroconvulsive therapy, 
insulin coma treatment, and lobotomy alone 
or in combination, were the previous un- 
successful treatments administered to 493 
patients. 

The duration of chlorpromazine treatment 
varied from 1-5 months, with 444 patients 
receiving the drug from 2-5 months. The 
dose ranged from 50 mg. to 9oo mg. daily, 
with 327 patients receiving 300 mg. daily. 
Both oral and intramuscular routes were 
used; in the latter case hyaluronidase was 
added to facilitate absorption and prevent 
abscess formation. 

Results—48 patients have been dis- 
charged, and 8 are ready for discharge; 48 
patients were markedly improved; 475 im- 
proved; 174 patients showed no change. 
At the present time, electroconvulsive treat- 
ment has been discontinued on the female 
wards, and is rarely used in the male services. 
Insulin coma treatment is only occasionally 
used. Large numbers of previously detached, 
seclusive, aggressive, and combative patients 
now attend occupational and recreational 
therapy, take part in social activities, and 
have ground privileges. Physical restraint 
has been decreased 74% and accidents by 


7596 in the female wards. This change 
been slower on the male services where par 
tients have been under treatment 
shorter time. 

The most important side effects noted 
Parkinson syndrome (32 patients), s 
rash (20 patients), jaundice (13 patient 
hypotension (13 patients), and convulsi 
seizures (11 patients). There were no b 
dyscrasias (i.e. agranulocytosis). The 
dence of all side effects increased with 
height of the dose. Parkinson sympt 
appeared as the duration of treatment 
prolonged. However, promethazine hyd 
chloride (50-150 mg. daily) decreased 
abolished these symptoms during the 
comitant administration of chlorproma 

The most effective dose of chlorpro! 
was 300 mg. daily. The optimum dura 
of treatment for acutely ill patients app 
to be 2 months; this, however, may val 
from patient to patient. Chronic patients 
undoubtedly have to be treated for lon 
periods. 

The effects of chlorpromazine medi 
vary inversely with the duration of 
talization. Nevertheless, it was still pos 
to discharge r7 patients, ill from 5 t 
years, 3 of whom had been unsuccess 
treated previously with electroshock in 
coma, and lobotomy. 

Conclusion —Chlorpromazine hydrocl 
ride has effectively broadened the scope 
treatment in psychiatry. At present | 
questions of relapse rates, maintenance am 
and methods of controlling side effects 4 
under study. , 
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BLUE CROSS, BLUE SHIELD, AND THE BLUES 


The most successful insurance enterprise 
in the world is probably Blue Cross. And 
its medical-service counterpart, Blue Shield, 
does not lag far behind. Nearly everyone 
touched by Blue Cross has been helped. 
But not quite everyone. One large group of 
patients and one small group of physicians 
can hardly find standing room beneath the 
Blue Cross umbrella. The excluded group 
is made of psychiatrists and their patients. 

Tn all fields, except psychiatry, Blue Cross 
pays for about 75% of the average subscrib- 
er's hospital bill. Blue Shield pays for about 
45% of the average subscriber’s physician’s 
bill. In psychiatry, payments made by these 
agencies are trifling. In general, Blue Cross 
and Blue Shield discriminate against the 
Psychiatric patient. Many policies unequiv- 
ocally exclude psychiatric cases. Others 
allow lesser benefits for psychiatric conditions 
than for medical or surgical disorders. Some 
policies require evidence of "organic" dis- 
ease; some exclude treatment in "special" 
wards; many limit benefits to “general” 
hospitals Some exclude disorders due to 
alcohol or drugs. Many policies do not 
Cover care of "self-inflicted injuries"; ac- 
cordingly, if a patient cuts his throat in a 
depressive episode, the surgical repair is ex- 
cluded from the Blue Cross coverage. There 
are Policies which pay for lung surgery but 
hot brain surgery, or which do not cover 
Poychoneuroses once that diagnosis is estab- 
9 85 There is even one policy which pays 
B T nervous disorders but not for mental dis- 
Tders, More generous is the policy which 
120 for "all self-inflicted injuries . . . ex- 
«i those which are intentional.” One 
S policy reimburses for self-inflicted 

is unless due to a psychiatric condition. 
i ae conscious reasons for excluding psy- 
sia and „psychoses are given as 
that 1125 (1) emotional illness is so common 
bs Dod. bankrupt the Plan; (2) there 
en Sharp line between illness and oddity; 

"stante, no exact frontier between lazi- 


ness and neurasthenia, homosexuality and 
psychoneurosis with sexual regression, alco- 
holism as sickness and alcoholism as char- 
acter defect, and so on; (3) the volitional 
and motivational elements are too strong to 
make psychoneurosis an insurable risk; (4) 
there is no actuarial basis on which the inci- 
dence of psychoneurosis can be calculated, 
and therefore there is no way of determining 
how much extra premium to charge; and (5) 
psychiatrists won't accept the 3, 4, and 5 
dollar fees which make it possible for Blue 
Shield to meet the bills of other specialists. 

Behind these conscious reasons lies, one 
suspects, the feeling that psychoneurosis is 
a voluntary, self-induced, basically unreal 
disability which reflects weakness of charac- 
ter. One Blue Cross official (in what the 
Washington journalists call a “non-attribut- 
able briefing”) said: “We are not going to 
use subscribers’ money to pay for rest cures, 
to buy sobering-up vacations for drunks, or 
to coddle a hypochondriac while he enjoys 
himself in a hospital bed, at our expense.” 

What happened to our educational devices? 
We thought that the public had long since 
been “educated out” of this philosophy. But 
there you have it. 

As a matter of fact, some kind friend 
should educate the Blue Cross officials to 
the fact that they are kidding themselves. 
Someone ought to tell them that they are 
paying for hypochondriacs and other neu- 
rotics. Bennett and his co-workers, for 
instance, reported that in 10% of a block of 
general hospital cases, Blue Cross paid out 
$5,000 for unnecessary laboratory work in 
the course of treating emotional illness. There 
had been an endless round of expensive 
tests undertaken in the hope of somehow 
finding some “organic” diagnosis that would 
enable the patient to get something out of 
the insurance he had already paid for. If 


1 Bennett, A. E., Hatgrove, E. A., and Engle, 
Beatrice. Psychiatric Treatment in General Hospi- 
tals. J. A. M. A., 147: 1019, Noy. 10, 1951. 
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psychiatric services had been covered, there 
would have been encouragement for earlier 
psychiatric consultation and swifter psychi- 
atric treatment—thus saving the costs of 
futile nonpsychiatric care and “negative” 

laboratory and X-ray studies; And inciden- 
tally, the companies would sell more policies. 

The one still unanswerable difficulty—as 
it applies to Blue Shield at least—is the 
matter of the therapist’s fee. The economic 
structure of Blue Shield apparently cannot 
support per-visit fees of more than 4 or 5 

dollars. Cardiologists, pediatricians, ortho- 
pedists, and allergists seem willing to accept 
such fees. Psychiatrists do not accept them, 
because the psychiatrist spends so much more 
time per patient-contact than does any other 
medical specialist. 

‘This faces our specialty with a formidable 
challenge. Voluntary health insurance is here 
to stay, and if psychiatry wants to be 
of medical practice, we ought to be part of 
this enterprise. What kind of compromise can 
we reach with respect to fees? Perhaps we 
could analogize a psychiatric disorder to a 
surgical one. At least psychotherapy has 


COMMENT 


been described as surgery without an 
thetic. If Blue Shield can pay a 
$125 or $175 for an hour’s work 
operating room, why cannot it pay 
chiatrist $150 for ten hours’ work at 
side or in the interview room); 
We in psychiatry have put vast ef 
the campaign to convince the pub 
psychiatric diagnosis is not a stigi 
it does not essentially differ from 
or surgical diagnosis. But the pat 
that his Blue Cross premiums à 
wasted if he suffers from an emotit 
order, whereas he can be reimb 
diagnosis in any other branch of 
Blue Cross and Blue Shield offi 
doing very well without us. Ont 
they will make no move to change 
practice. 
The next move is ours. 1 
Henry A. DAVipsoN, À ` 
Note: A more detailed study of this 
will be found in the October 1954 rep 
Ad Hoc Committee on the Economic 4 
Psychiatry. A copy of this report may 
from the Medical Director's office so lo 
present supply lasts. 


HISTORICAL NOTE 


THE ORIGIN AND EARLY HISTORY OF ELECTROTHERAPY 
AND ELECTROSHOCK 


American psychiatric literature is surpris- 
ingly lacking in any discussion or mention of 
electrotherapy, a widely discussed topic in 
every major European textbook since 1850, 
Not before 1940 is electroshock mentioned 
and its invention is ascribed to the Italian 
Ugo Cerletti (1). A check of the original 
manuscript shows that it is a 2-page report 
from the clinic of which Cerletti is the di- 
rector, The experiment was done by Dr. L. 
Bini who is introduced as an expert electro- 
technician. The experiment concerns the suc- 
cess of a high voltage shock administered to 
an epileptic male who was considerably im- 
proved after receiving this treatment. This 
experiment was one of the many conducted 
by this clinic mainly devoted to epilepsy (2) 
Which was a popular field for study in Middle 
European neurology; and studies such as 

Experimental Convulsions“ (3) and “Con- 
vulsions Resulting from Electric Treatment” 
(4) were common topics as far back as 1880. 

However, one can trace such electrother- 
apy back to 1740 when, shortly after elec- 
tricity had been experimentally isolated, its 
application for medical purposes started long 
before the idea matured that it would be such 
àn important technical factor. Beginning in 
1744, the Histoire de L’Academie Royal des 

clences of France(5) brought out a report 
on “Electricity and Medicine” every second 
Year. There are “‘guerisons” (cures) reported 
from all over Europe; from the Italian 
9 priest Abbe Nollet, from the Swiss 

uis J. Jallabert, from the Dutchman Leyde, 
and from a number of others. Among the 
Cures reported, a majority were neurological 
and mental cases of paralysis and epilepsy. 
` the report of 1755, pages 9 to II, a 
Tenchman, Dr. J.B. Le Roy reports in detail 
!5 cure of what today may be called a case of 
Eu blindness(5). After the patient 
2 €lved his first “commotion” (shock), he 
ay with convulsions of the eyes and he 

W Tays of light for the first time. When 


he received 3 shocks, the third somewhat 
stronger than the others, he screamed and 
fainted, and as a result of this treatment he 
began to regain his eyesight. There is no 
doubt that we are presented here with an 
actual electroshock treatment and probably 
the first one. In 1801, the German electro- 
therapist Friedrich L. Augustin (6) reports 
an almost identical case. With the beginning 
of the nineteenth century, however, electro- 
therapy fell into disuse. The reason seems to 
be that the scientific mind was not satisfied 
with the inexact application of an unmeas- 
ured amount of electricity, for we know that 
the first 3 decades of the nineteenth century 
was the period when the mechanical and 
technical knowledge of the physics and chem- 
istry of electricity was developed. 

During that same period the problems of 
shock as a therapeutic means was a concern 
of the first psychiatrists who desired to find 
a purely psychological therapeutic technique 
to aid mental ailments. S. Kornfeld mentions 
a number of such men in his short History 
of Psychiatry(7). Among those mentioned 
is the amazing F. C. G. Scheidemantel who, 
in 1787, wrote the first textbook of psycho- 
somatic medicine(8). In it he has 2 chapters 
on “fright” and “scare” as a means of cure. 
Here, in detail, he enumerates a number of 
illnesses in which he believes shock may be 
of help. These range from hiccoughs and 
convulsive laughter to indigestion, menstrual 
bleeding, hysterical paralysis, epileptic at- 
tacks, and mass neurosis. 

During the 1830's electrotherapy came into 
use again as a therapeutic agent with nervous 
and mental diseases; however, it was in a 
form other than the undifferentiated use it 
had in the past century. There was a differ- 
entiation between galvanic and feradic elec- 
tricity, the various strengths, long- and short- 
term application, etc. After 3 decades the 
development of this new scientific electrother- 
apy had matured to the point that an Aus- 
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trian-Hungarian neurologist Moriz Benedikt 
had enough material to write 2 larger 
works(9, 10) giving specific prescriptions 
for all known and somatically fixed neuro- 
and psychopathology. The Bavarian medical 
writer Johan B. Ullersperger(11) received 
an academy price for a synoptic description 
of electrotherapy. The Frenchman G. B. C. 
Duchenne, who is sometimes called the father 
of modern electrotherapy and who wrote an 
entire set of works on the various phases of 
this subject(12), demanded that no sincere 
neurologist could practice without using elec- 
trotherapy. The most important contributor 
to this entire development, however, seems 
to be the German psychiatrist Rudolf Arndt 
who, in a 130-page study(13), did the most 
to unveil the psychological and organic back- 
ground of the role and influence of electricity 
with regard to neuro- and psychopathology. 
The most advanced of our present electro- 
Shock therapists(14) must confess that they 
know only about the effects of their methods 
and nothing about the cause and the other 
determining factors regarding the influence 
of electricity upon our body and its nervous 
System in general and upon mental abnor- 
malities in particular. 

Even if the theoretical aspect and organic 
knowledge of Rudolf Arndt is outmoded, his 
approach to the study of electricity in its rela- 
tionship to psychiatry seems to contain the 
method the present shock therapists should 
use to gain a sound understanding of what 
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[June 
makes electricity a good (or bad) therapeutic 
agent for psychiatric disorders. 

Ernest Harms, 
New York City, 
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NEWS AND NOTES 


New Course IN RELATIONSHIP OF Psy- 
.CHIATRY AND Law.—A 3-year program for 
teaching law students the relationship of psy- 
chiatry to modern legal problems will be 
developed by the University of Pennsylvania 
Law School under an $89,640 federal grant, 
according to an announcement by Dean 
Jefferson B. Fordham. 

The project will be conducted within the 
framework of the University’s existing Insti- 
tute of Legal Research; however, general 
responsibility for its progress will be vested 
in a supervisory committee, Louis B. 
Schwartz, professor of law, chairman. 

In charge of the project's day-to-day oper- 
ation will be 2 co-directors: a professor of 
law, who will devote full time to the work, 
and a psychiatrist, who will give half his 
time to the venture. 

Attention will be focused on such topics 
as criminal prosecution and defense, com- 
mitment of the mentally ill, divorce, and legal 
capacity to contract, marry, and make a will. 


. Karen Horney CiuNIC.—On May 6, 
1955, the Karen Horney Clinic, a nonprofit, 
free, and low-cost psychiatric clinic, was 
opened at 115 East 31st Street, New York 
City. It will be operated by the Karen 
Horney Foundation in association with the 
American Institute for Psychoanalysis, which 
will provide the medical staff and supervise 
the treatment program. 

. Dr. Horney was a founder of the American 
Institute for Psychoanalysis and served as 
its dean until her death in 1952. 

The clinic will accept referrals from private 
and public agencies. Individuals may also 
apply directly, For further information call 
Milton Berger, M. D., BU-2297. 


REHABILITATION OF THE Dear.—The 
Office of Vocational Rehabilitation of the 
U. S. Department of Health, Education, and 
Welfare has approved a grant of $27,800 to 
the New York State Psychiatric Institute for 
establishing a mental hygiene clinic for deaf 
adolescents and adults. The Institute will 
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operate in 3 important mental health am 
for deaf people—research, service, and train- 
ing of others to serve as mental hygiene) 
workers for the deaf. Dr. Franz Kal 

Columbia University, and a member of the 
Institute staff, will direct this new rehabilita- 
tion service. 


American EEG Sociery MEETING 
The ninth annual meeting of the Ameri 
Electroencephalographic Society will 
place at the Palmer House, Chicago, Illin 
June 10, 11, and 12, immediately preceding 
the annual meeting of the American Neuro- 
logical Association. The scientific sessi 
will be held on Friday, June ro, at 2:00 p. 
and 8:00 p.m., and on Saturday, June 11, 
at 2:00 p.m. ` E 

There will be 2 symposia: one, on micro: 
electrodes on Saturday, June 11, from I 
a.m. to 12:00 noon, under the chairmansl 
of Dr. Herbert H. Jasper; another, on clinical 
EEG interpretation (head in juries), Sunday 
morning, June 12, from 9:3o until noon, 
under the chairmanship of Dr. Frederic At 
Gibbs. P 

The annual banquet will take place Saturi 
day, June 11, at 7:30 p.m. Business sessions. 
will be held Friday, June ro, 4:30 to 6:39 
p.m. and 10:30 p.m. 


Dr. Lewis Woussrc Honorep.—0 
Friday, April 15, 1955, at the Savoy-Pla E 
Hotel in New York City, a testimonial dinner 
celebrating the tenth anniversary of the Post- 
graduate Center for Psychotherapy We 
given to Dr. Lewis Wolberg by the board 0! 
trustees and professional staff. Dr. Wolbe 


Crownsvite Stare Hoserrat.—This 
hospital, located at Crownsville, Maryl H 
is devoted exclusively to the care of Neg: 
patients and serves the entire State of Maty 
land. Its professional staff represents 4 


— — 


n 


NEWS AND NOTES 


937 


JJ dd d et 


disciplines and includes white and colored 
professional workers. The hospital has been 
approved by the Council on Medical Educa- 
tion and Hospitals and the American Board 
of Psychiatry and Neurology for one year 
of residency training in psychiatry and 
affords an unusual opportunity to become 
acquainted with the problems of a particular 
group in a state hospital setting. It is one 
of the few hospitals of its sort approved for 
training. 

For further information concerning this 
training opportunity, write to Leon Eisen- 
berg, M. D., Director of Psychiatric Educa- 
tion, Crownsville State Hospital, Crowns- 
ville, Md. 


Nationa, CounciL oN FAMiLY RELA- 
TIONS.—The next annual meeting will be 
held August 25-27, 1955, at the University 
of Minnesota, Minneapolis, Minn. Theme: 
The Family Tomorrow, with Emphasis on 
the International Aspects of Family Life. 

Five general sessions are planned on the 
following subjects: (1) Keynote address by 
an internationally known figure, Mrs. Eu- 
genia Anderson, former United States Am- 
bassador to Denmark; (2) highlights of 
family life in other countries; (3) family 
counseling; (4) family protective services 
around the world; (5) health and the family. 
Section meetings will be related to the 
general sessions. Two or three papers will 
be presented at each section meeting with 
ample provision for discussion. 

Advance registration can be made directly 
to Mr. James Schroeder, Centennial Hall, 
The University of Minnesota, Minneapolis 
14, Minn. Total charge for room, Wednes- 
day through Saturday night, 12 dollars per 
adult; room charge per night, 3 dollars; 
Meals at moderate cost. Inquiries on local 
Matters should be directed to Mr. Robert J. 

wan, Director of Guidance, Alexander 
À msey Junior-Senior High School, St. Paul 
e linn. Inquiries of general National 

OUncil matters should be directed to Mr. 

mond D. Willis, Executive Secretary, 
See Council on Family Relations, 5757 

outh Drexel Avenue, Chicago 37, Ill. 


1 STRINGHIELD (ManyrAND) SrATE HOSPI- 
S —The Department of Psychology, 
Pringfield State Hospital, announces that 


the third annual Springfield Lecture has been 
renamed the Virginia Beyer Lecture in honor 
of the late Virginia Beyer, M. D., former 
clinical director of Springfield State Hospital. 
Dr. Beyer came to Springfield in August 
1925 and died in September 1954. When the 
Department of Psychology was conceived in 
1950, Dr. Beyer readily gave of her time, col- 
laboration, and influence to make the depart- 
ment what it is today, a total force of 14 
persons. 

The first Virginia Beyer Lecturer is Stuart 
C. Miller, M. D., of the Austen Riggs Cen- 
ter, Stockbridge, Massachusetts. The dates 
are June 24 and 25; the topic, “Contempo- 
rary Psychoanalytic Ego Psychology.” Reg- 
istration fee is 10 dollars. For further in- 
formation write to Dr. Michael H. P. Finn, 
Chief Psychologist, Springfield State Hos- 
pital, Sykesville, Maryland. 


East Bay (CALIFORNIA) PSYCHIATRIC 
AssocIATION.— The officers of this society 
for the year 1955 are as follows: Dr. Douglas 
Kelley, president; Dr. William Sheehy, 
president-elect; Dr. James Davidson, secre- 
tary; Dr. Clement Juul, treasurer. Drs. 
Lewis McKeever and Jessie Enslin have 
been elected as councillors. 


New Rates IN PUBLIC HEALTH SERVICE 
‘TRAINEESHIPS.—The U. S. Department of 
Health, Education, and Welfare announces 
that thesupport provided by the Public Health 
Service traineeships awarded each year by the 
National Institute of Mental Health has been 
increased. The new rates authorized by the 
National Advisory Mental Health Council 
are as follows: Level 1, $1,800; level 2, 
$2,000; level 3, $2,400 ; level 4, $2,800; level 
5, $3,400; level 6, $4,000. 

For traineeships in psychiatry: first year, 
level 3: $2,400; second year, level 4: $2,800; 
third year, level 5: $3,400. For postgraduate 
psychiatric training beyond the third year, 
level 67 $4,000. 

A list of institutions authorized to ad- 
minister Public Health Service traineeships 
is available on request from the Training and 
Standards Branch, National Institute of 
Mental Health, Bethesda 14, Maryland. 


TESTIMONIAL TO Knup H. KRABBE.— 
Combined numbers One and Two of Volume 
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30 of the Acta Psychiatrica et Neurologica 
Scandinavica, published in March 1955 and 
dedicated to the eminent neurologist by his 
friends and student, contains 37 articles by 
his colleagues, together with a full bibliogra- 
phy of publications by the chief, prepared 
with the assistance of the staff of the neuro- 
logical department of the Municipal Hospital, 
Copenhagen. An excellent photograph of 
Dr. Krabbe prefaces the volume. 


Tue Hesrew MEDICAL JoURNAL.—This 
journal is a bilingual, semi-annual publica- 
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tion, now in its twenty-seventh year. A 
distinguishing feature is the part it is playing 
in the revival of the Hebrew language as a 
living tongue for scientific communication, 

Volume 2, 1954, contains timely medical 
and also historical articles. Of special interest 
is a collection of short articles on the famed 
Jewish physician and philosopher, Mai- 
monides, in commemoration of the 750th 
anniversary of his death. 

The editor of the Hebrew Medical Journal 
is Moses Einhorn, M. D., and the office of 
publication is 983 Park Avenue, New York 
28, N. Y. 


IATRIG TREATMENT. Research Publications, 
sociation for Research in Nervous and Men- 
fal Disease, Vol. XXXI. By S. Bernard 

"Wortis, et al. (Baltimore: Williams & Wil- 


Wortis, all read at the meeting of the Asso- 
tion for Research in Nervous and Mental Disease 
ig in December 1951, comprise the material 


dual and group psychotherapy; the next 9 with 
ological, electrical, and pharmacological treat- 
ments; the last 8 evaluate neurosurgical treatments. 

These articles are all of high quality and the 
Ook should be read by every person who wishes to 
up to date on therapy. It may be remarked, 
Owever, that in the short interval between the 
lime the papers were read and the time this review 
ritten, 2 new drugs, chlorpromazine and reser- 
y have markedly affected physiological treatment 
Taise some question about many of the conclu- 

Sions in the second and third parts of the book 
(Sections XVIII to XXXIII). 

With so many excellent papers, it is impossible 
eview them all; and the reviewer has arbitrarily 
3 for discussion 3 papers that appeal to him 
he first paper, by John C. Whitehorn, is en- 

Therapeutic Goals and Their Significance for 
peutic Strategy." Whitehorn feels that one in- 
enes with therapy for generally one of 3 ob- 
ives (sometimes all 3 at once): (1) to save 
death, (2) to relieve from distress, and (3) 
Overcome disability." He points out a number 
different approaches. The therapist may, by sur- 
y, electricity or drugs, wound the disabling part 
the personality which has caused the patient's 
disablement, in the hope that the mutilated 
Whole will function better than before. “Social im- 
E is considered evidence of successful 
Second group of psychiatrists consider that dis- 
p of interpersonal relationships constitute 
asic psychopathology, and the ordinary symp- 

S are but manifestations of these morbid inter- 
Sonal attitudes—to be viewed as “the disease.” 
other Point concerns anxiety. Some therapists 
it relieve anxiety, in line with the general 

goal of relieving distress. Others feel that 
ng the patient from anxiety takes away the 
necessary to help him achieve real improve- 


"s scholarly, stimulating chapter discusses 
other viewpoints, including the recent argu- 
Ei Psychoanalytic circles concerning Alex- 
e mut om about psychoanalytic therapy, 

the author considers “not merely a dispute 
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about method but also a difference in therapeutic 
goals." 

Franz Alexander's "brief" chapter, "Principles 
and Techniques of Briefer Psychotherapeutic Pro- 
cedures,” presents considerable controversial ma- 
terial. Alexander finds that the long drawn-out psy- 
chotherapies are really supportive even if they 
start as uncovering procedures, and that many brief 
psychotherapies, begun as supportive, become un- 
covering as the patient's anxiety subsides. Defining 
3 basic functions of the ego, he lists 5 procedures 
commonly used in supportive therapy. He also ob- 
jects to “a widely-held erroneous view, namely, that 
briefer psychotherapeutic methods require less tech- 
nical and theoretical preparation” than does psycho- 
analysis. 

A very interesting chapter, “Long Term Psycho- 
therapy,” by Appel, Lhamon, Myers, and Harvey, 
gives a most careful and detailed analysis of statis- 
tics. The most important conclusions deal with the 
results of psychotherapy in psychoneuroses and in 
schizophrenia; and point out that while there may 
be many errors in the available statistics, the best 
possible analysis shows essential “similarity of re- 
sults” by various types of psychotherapy. An ex- 
cellent discussion of possible interpretations of such 
figures follows. The authors conclude: “No one 
type of approach is best for all. Although one notes 
a regrettable tendency among many psychiatrists 
to adopt a stereotyped therapy, treatment to be 
helpful should be individualized in terms of the in- 
dividual patient.” 

Lack of space prevents a discussion of the many 
other interesting articles in this book. It should be 
a "must" reading for everyone interested in psy- 


chiatry. en 


BanN, SERIEN, SAMHAELLE. (Children, Comics, So- 
ciety). By Nils Bejerot. (Stockholm: F. I. B. 
Publishers, 1954.) 


While there still was a tendency in this country 
to regard the comics problem as a rather indifferent 
side issue, which only tended to be blown up into 
undue proportions by Dr. Fredric Wertham and 
his colleagues at the Lafargue Clinic, the same 
problem was already getting serious attention in 
other countries across the Atlantic. Both in the 
daily press and in psychological journals in Sweden, 
Denmark, Holland, and England, the problem was 
being recognized as a potentially very serious one. 
The author of the present book, Nils Bejerot, a 
psychologist in the Child Welfare Department of 
the City of Stockholm, finally went in for extensive 
research as to the nature and effects of crime and 
horror comics, and has come up with some very 
interesting findings. 

while he has read and quotes from Wertham's 
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book, Seduction of the Innocent, which appeared 
only a short time before the publication of his own 
book, it is evident that he has done comprehensive 
independent research of his own and that the con- 
clusions at which he arrived are remarkably simi- 
lar to those of Wertham. While it would seem 
clear enough that the veritable flood of crime 
comics, which have been released in Sweden to 
nearly the same extent as in this country, must 
necessarily have some effect by the sheer repetition 
of their themes, Bejerot has substantiated this by 
statistics as well as with case histories. 

What seems particularly impressive about this 
book is that the author has presented his findings 
in a highly condensed form which aids the reader 
in seeing the data involved in clear and sharp relief. 
It seems worthwhile to quote some of his statistics 
by which he attempts to show the magnitude of the 
influences at work. According to his figures, Swed- 
ish children are subjected to the following fan- 
tastic numbers of pictures of crime and violence 
during a single year (p. 95): 


War-like activities .... 5 billion 
Murder and killing... 4 billion 
Attempted murder and 

threat of murder.. 13 billion 
Physical violence . 7 billion 
Cruelty and sadism. 3 billion 
Other acts of personal 

violence . 17 billion 
Other crimes I5 billion 
Show of weapons. 26 billion 
Threat with weapons 7 billion 
Shooting incidents .... 6 billion 


This amounts to approximately 100 billion acts of 
violence in the 167 billion pictures which represent 
a year's edition of all the crime comic books re- 
leased in Sweden. 

In his analysis the author points to roughly the 
same attitudes and ideologies that Wertham un- 
covers in his analysis of the same material. His 
juxtaposition of commonly accepted productive and 
social human attitudes with the attitudes shown and 
Propagated in the comic books deserves to be 
quoted. In a brief paragraph entitled “Stones In- 
stead of Bread,” the author says: “Instead of ad- 
venture and action: violence, crime, brutality, 
sadism, torture, war and death. Instead of imagina- 
tion: fantasies of horror and fright. Instead of 
heroes: savage and maniacal muscle-monsters out 
to destroy their enemies in any way or fashion 
whatsoever, Instead of heroines: ruthless jungle 
Amazons, silly, vacillating and insipid sweater 
Em or gea nightclub queens. Instead of 
ove: egotism, envy, intrigue and n j= 
ality. Instead of friendship: di 3 
and defamation. Instead of understanding betwee 
peoples and nations: race descrimination, master 
race ideologies, spying, blockades, hostility and war. 
Instead of ‘humor’: stupid platitudes or sadistic 
catastrophes and misfortunes. Instead of knowledge 
and education: distortions and pseudoscientific ab- 
surdities and ridicule of civilization and science. 
Instead of a sound view of life: a power philosophy, 


an ideology of ‘might makes right’ and ‘an eye 
for an eye and a tooth for a tooth. q 
It is of course impossible that the propaganda of 
sadism and pathological behavior should remain 
without results. Wertham has cited various in- 
stances in which the reading of comic books could 
be directly traced in the behavior of children, who 
are described as criminals after they have practiced 
what they have learned. Bejerot cites numerous 
instances of the same kind. One 9-year-old child 
tied his 4-year-old playmate to a tree, surrounded 
him with twigs and set fire to them. The child then 
told how he had gotten the idea from a comic book; 
Another child was electrocuted by a power line in 
his attempt to fly like Superman. In another in- 
stance, three 13-year old boys in Helsingbord 
hanged a 9-year-old from a tree and then beat him 
so badly that he needed medical treatment. 
There are many stories of this kind cited in the 
book. There is also a brief excerpt from a moyd 
submitted by a 16-year old, whose subject matter 
was borrowed wholesale from crime comics 
shows a brutality that would seem incredible out- 
side a clinical case-history or a murder report. It 
is surely not purely coincidental that the mass im- 
port of American crime comics into other countries 
would seem to lead to the same kind of consequences, 
there that Wertham has pointed to in his writings: 
Swedish and Danish psychologists and educators 
have called attention to the problem created in theit 
countries as far back as 1949, without knowledge 
the Wertham research. For various reasons, the 
evidence seems to pile up that despite all the cut- 
rent evasions and obfuscations of the problem by 
interested persons, 2 and 2 still add up to 4, and you 
cannot initiate a destructive propaganda campaign 
(which is what the comic-book flood actually is) 
without getting corresponding results. Every copy 
boy in an advertising agency knows as much. Bul 
the educated, the learned, and the therefore sup 
posedly more responsible in all the nations involved 
Still seem somewhat hard to convince. It 51 
easily become monotonous to cite further examples 
adduced by the author both from his own cone 
and from Denmark and England. But it seems 5 
though all the necessary research, painst i 
conscientious, and well-documented, is already AA 
Fortunately public opinion—and in consa 
also legal endeavor—is being mobilized in Sw ; 
as well as in England, where the criminal um 
ganda of the comic-book variety is sensibly i 
regarded in the bills under consideration as 2% 


offense. by a Danish educa 


An excerpt from an address 1150 um 
tor, Soren Christensen, is cited by the att " 
you who are educators maintain that 15 ily de 


books are educationally, humanly or e ould a8 
fensible and even constructive, then you $ | librat- 
soon as possible acquire them for your schoo! the 
ies, since you thereby would save the C onsidera 
expenditure and, in addition, would gain 8200 on in 
able visual material for an effective edu p H 
civilized living. If, however, you share N^ liberate 
that these books are the worst and most 75 id 
traffic in idiocy and psychic poisoning that 2. 
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lization has ever brought forth, then you must also 
accept the consequences of this insight. You must 
ask yourselves: ‘Do my pupils not deserve a bet- 
ter fate than to become co-citizens in the kind of 
world that abounds in bandits, gun-shooting gang- 
sters, spies, superhuman white people and sub- 
human colored people—a world in which bestiality, 
brutality, sex craze, gold-digging, race hatred and 
stupidity reign supreme? 

There are very good illustrations from comic 
books which form an important part of the docu- 
mentation, There are comic books with English 
text and American and American-style comics with 
Swedish text. The author pays particular attention 
to the instillation of race hatred. On page 98 he 
reproduces the heads of 21 comic-book heroes taken 
from as many different comic books and drawn by 
different artists. He comments that the heroes are 
all alike—standardized young men, strong, ath- 
letically built, with rectangular faces and regular 
features, a straight nose and square chin. They 
are fine examples, he says, of the highly appreciated 
Aryan race. The villians, on the other hand, are 
unattractive, repulsive, often deformed and with 
crooked noses. Bejerot points to the monotony and 
uniformity of the plots which make it irrelevant 
to classify comics as Westerns, Superman, space, 
etc. "The action may take place anywhere, from 
an obscure bedroom to a mysterious universe. The 
characters are always just exactly the same, wher- 
ever they may happen to be.” j 

The book has a good bibliography and includes 
an account of the history of comic books. It is 
Written in a sober, critical, and thoroughly scientific 
Saar, Only in the very last sentence does the 
1 ior address the publishers of objectionable crime 
ae books. And even here he does not use his 
pris but quotes the famous Swedish author 
Rm erg: "You have no other legitimate de- 

ands than to be abolished.” This is an excellent 
k which deserves a wide audience among psy- 
atrists, psychologists, and educators. 

Stcrrip von Kocs, Px. D., 
New York City. 
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1 1 5 Cortex. Transactions of the Fifth Con- 
re 1 Ped Elaine P. Ralli. (New 
. Osi; i 
Prise: $375) acy, Jr. Foundation, 1954. 


u. e well-known conferences of the Josiah Macy, 
NB ation deal with special topics in the 
n Sciences, Each lasts 2 days and occurs 
[a aR for a five-year period. This is the fifth 
pated 11 on the adrenal cortex and was partici- 
‘ait 3 by 22 distinguished investigators. The 
E Publication of the Macy conferences is of 
topics de em the formal presentation of 
Y lively Aire followed and often interrupted 
: 5 t volume considers 3 main topics. Dr. 
Mosi son of the Mayo Clinic begins the sym- 

B om a consideration of “the salt and water 
publ the adrenal cortex." The volume was 


lish $ 5 
ed a year after the conference, and since this 
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particular topic has moved with great rapidity in 
the past 2 years, considerable advances have been 
made recently. Prior to the conference, Dr. Reich- 
stein and his associates had announced the isolation 
of “electrocortin.” Dr. Mason reviews some of this 
work and then describes methods in use in his 
laboratory for isolating the substance by chroma- 
tography. More recently the structure of electro- 
cortin has been determined by Reichstein and 
collaborators and the name “aldosterone” adopted 
for it. The substance is an exceedingly potent regu- 
lator of electrolyte metabolism. 

A very significant contribution is presented by 
Dr. Ralph I. Dorfman of the Worcester Foundation 
for Experimental Biology on “the metabolism of 
adrenal steroids” Dorfman and his collaborators 
have developed a technique for identifying the secre- 
tory product of the adrenal cortex in vivo in man 
by analysis of urinary steroids. This ingenious 
approach has made it possible to obtain new infor- 
mation about adrenal function in various endocrine 
disorders. Dorfman’s presentation especially is 
applied to hyperfunction of the adrenal in cases of 
adrenal carcinoma, the adrenogenital syndrome, and 
Cushing’s disease. His method of analysis has been 
published elsewhere within the past year but the 
presentation and discussion in the Macy conference 
is especially readable and illuminating. The ap- 
proach has far-reaching implications for the practice 
of endocrinology. . 

The volume concludes with a paper by Frank G. 
Young, professor of biochemistry at Cambridge 
University, on the subject of “ACTH—a single 
substance or a mixture of hormones.” By chro- 
matographic procedures, Young and his associates 
have isolated different polypeptide fractions from 
crude pituitary preparations, one of which is pri- 
marily concerned with the regulation of adrenal 
weight while the other is primarily involved in 
adrenal ascorbic acid depletion, The nature of 
various active polypeptide fractions varying in 
effective adrenal stimulating properties is discussed 
by the conference participants. 

Hupson HOAGLAND, 
Shrewsbury, Mass. 


STEREOBNCEPHALOTOMY (THALAMOTOMY AND RELATED 
PROCEDURES), Part I. METHODS AND STEREOTAXIC 
ATLAS or THE HUMAN Brain. By E. A. Spiegel 
and H. T. Wycis. (New York: Grune & Strat- 
ton, 1952. Price: $8.00.) 


In an era when selective procedures are being 
developed in the field of psychosurgery, this mono- 
graph is of considerable importance. Working 
painstakingly with a newly devised stereotaxic in- 
strument for application to the human individual, 
the authors have been able to place lesions in the 
deeper structures of the brain within 1.5 mm. of the 
target in almost all instances. At the same time, 
they haye been able to fix the location roentgeno- 
graphically by means of injection of a few drops of 
contrast material. The 3 planes intersect at the 
posterior commissure as determined by pneumo- 
encephalography. The vertical plane passes through 
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this spot and the pontomedullary groove. The hori- 
zontal plane is perpendicular to this, and of course 
the sagittal plane is in the midline. Roentgenograms 
are first taken with the stereoencephalotome in 
place, and calculations are made, taking into con- 
sideration the enlargement of the image of the 
skull on the film, so that the needle can be ad- 
vanced to the desired location. This makes possible 
the approach from oblique angles with the same 
accuracy as if the needle were introduced vertically. 
At operation the instrument is applied in the exact 
location on the scalp where the original roentgeno- 
graphic studies were made, and the needle advanced 
to the desired location. The coagulating current is 
turned on for the appropriate time, then turned off, 
and a drop of iodized oil injected. The procedure 
seems quite benign, although the period of opera- 
tion is necessarily a long one. 

The body of the book contains a stereotaxic atlas 
of the brain which can be used for proper location 
of the various structures that are considered for 
approach. A cellophane grid is supplied, so that the 
reader may locate any desired structure in terms of 
the zero point. Thus the red nucleus lies 15 mm. 
anterior to the center of the pineal gland (approxi- 
mately the posterior commissure), 10 mm. below, 
and 5 mm. laterally. Illustrations of Weigert- 
stained material are also present, but show the de- 
gree of shrinkage. A study of variability was made, 
using 30 brains, and compared with somewhat simi- 
lar measurements made upon roentgenograms. 
(The data are presented in 31 tables.) The varia- 
tions were further checked by postoperative roent- 
genographic studies, and in only one case in 20 
was there a deviation of more than 1.8 mm. from 
the intended spot. The final proof was available in 
a patient coming to necropsy 2 years after opera- 
tion, whose brain showed excellent symmetry of the 
electrolytic lesions. In addition to lesions placed in 
the thalami for relief of mental disorders, the 
method was tried unilaterally on the substantia 
nigra in a case of hemiballism, and on the spino- 
thalamic pathway in the diencephalon in a pain case, 
The postmortem sections reveal how close the le- 
sions were placed to the target point. The authors 
go on to state: "However, it cannot be emphasized 
too strongly that satisfactory results can be ex- 
pected only if one scrupulously adheres to the de- 
tails of the technic described in previous chapters, 
particularly the exact reapplication of the SET 
[stereoencephalotome] at operation. Otherwise, dis- 
appointments and failures are bound to occur that 
may be disastrous." 

Only those who have attempted similar precise 
work can really appreciate the difficulties involved 
in placing minute lesions at such distances from the 
periphery of the head. The pitfalls are numerous, 
the apparatus cumbersome, the patients variable 
and possibly, even probably, unreliable, The cere- 
bral tissue is by no means a simple colloidal mass, 
but is made up of gray matter and systems of fibers 
of varying density, and the latter may lie parallel 
to the track of the inserted needle, and yet lead 
that needle astray. Research has shown that the 
cells of origin of many of the pathways within the 


brain lie in the gray nuclei near the base, There- 
fore it seems reasonable to investigate those nuclei 
in the most accurate fashion possible, while main. 
taining an alert eye for the patients’ responses. This 
work is a refinement of psychosurgery that may lead 
to greater understanding of the mechanisms of 
brain, mind, personality, emotion, and the spirit, 
It is not too much to hope for that these investiga- 
tions may show the way toward more effective 
treatment of the mentally ill. While other methods 
are stressing the practical application of anatomy 
and physiology to the problems of the sick indi- 
vidual, this intricate research may well prove that 
much of present-day psychosurgery is clumsy, even 
bungling. It is to be hoped that in future parts of 
this projected monograph, some new answers will 
be laid down for us to think and argue about, 
Warrer Freeman, M.D, 
Los Altos, Calif, 


SriNAL NEURINOMA. A CuinicaL STUDY oF A^ 
Cases. By Bendt Broager. Acta Psychiatrica 
et Neurologica Scandinavica, Supplementum 
No. 85. (Copenhagen: Ejnar Munksgaard, 
1953.) 


This is a valuable, detailed study which will be 
of service to the neurologist, the neuropathologist, 
and the neuroradiologist, as well as to the neuro- 
surgeon. j 

Each section of the monograph is well sum- 
marized and the illustrations and tables are good. 
Individual records of the 44 cases, and a bibeh 
raphy of 229 articles are included at the end o 
the text. 3 

The cases were drawn from the author's = 
perience with 271 microscopically verified 1111 
tumors. The monograph deals mainly with the 
clinical differential diagnosis of these 44 neurinomas 
(neurofibromata), from 86 spinal meningiomata ant 
43 intramedullary spinal gliomata. 5 

Dr. Broager has followed 28 of his patients fo 
periods of 2-16 years. He classifies the E Ü 
operative removal of the tumor as good or fa 

in f his 44 cases. 
iced orate A. LINELL, E 115 ij 
anting Insti! 
xig Toronto Canada. 


oseph W. 


Man’s Caracrry To Rerropuce. By J l 


Eaton and Albert J. Mayer. (Glencoe, 
The Free Press, 1952. Price: $2.00.) 


The Hutterites are an Anabaptist religious 5 
living in the United States in the Dai e 
Montana and in Canada in Manitoba and ont 
They live in colonies of approximately 11 Sen 
and “swarm” to a new area and estab d iat 
colonies when the number reaches aed 
above this. Their sect does not believe in m s 
ownership of property ; all land, machinery, colony. 
furniture, clothing, and food belong to the att 
not the family. All eat together in a a dual 
ing room; no cooking is done in the 10 lie is 
homes. There is limitation on education an 
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primarily agricultural, but the most modern ma- 
chines and techniques of farming are used» Al- 
though research has not upheld the claim, the sect 
has long had a reputation for having very low rates 
of mental illness and appears to show low rates of 
crime and of marital conflict. The sect originated 
in Switzerland in 1528, migrated to Russia, where 
it fell to low membership, and finally to the U. S. 
in 1870. The sect does not believe in limiting births 
after marriage, but the beginning of reproduction 
is delayed by the belief that adult baptism must be 
accomplished before marriage takes place. The 
average age at marriage for females was 22.0 and 
for males, 23.5 in 1950 with little evidence of change 
since 1880. 

In 1880 there were 443 Hutterites in the U. S. In 
1950 there were 8,542, representing an increase in 
population of about 4% per year, and a doubling of 
the population every 16 years. This is the highest 
reproduction rate known for any human group and 
the authors feel that it is about the maximum the 
human race is capable of. There has been little 
migration out of the sect and little proselytizing so 
that these factors do not markedly influence the 
reproduction pattern. 

In general, health is at a fairly high level. Infant 
mortality and death rates of children up to 14 years 
are somewhat higher than for the general popula- 
tion; this may be due to the general use of mid- 
wives and to the fact that the sect must use “out- 
side” physicians and may delay too long in calling 
On them for service. An unusual feature is that 
there are more men than women in the older age 
groups of the population; it is suggested that this 
may be due to damage of the health of the women 
through excessive childbearing. 

The history of the growth of Hutterite popula- 
tions is compared with a few others and its unique 
uM are pointed out. There is as yet no evidence 
15 the rate of population growth is falling, though 
the authors suspect that this may take place in 
oane generations since they found some com- 
lee on the part of the women and the possi- 

i Tm ot pim control are known to the population. 
805 Study is a part of a much larger study of the 

» particularly in relation to the incidence of 
Ervetiatric diseases. The study when complete in 
fe facets will certainly be one of the most sig- 

ant anthropological investigations extant. 
PauL V. Lemxau, M. D., 
The Johns Hopkins University, 
School of Hygiene and Public Health. 


MiiDernsssvs Disease: Clinical and Psychiat- 
(pny gnificance, By John D. Campbell, M. D. 
iladelphia: Lippincott, 1953. Price: $6.75.) 


na thor of this volume has treated his subject 
11890 e It is well documented with refer- 
conie € has used Kraepelin and Kraepelin’s 
Aa pus as the foundation in developing his 
6 0 5 p text is couched in simple language so 
Es ould appeal to the nonpsychiatrist, and 
15 ates that we do not require a new vocabu- 
Present a psychiatric subject. 


Throughout the text there are frequent discus- 
sions comparing the psychoanalytical and the psy- 
chobiological interpretation of the various phases 
and factors of this disease, and the author has 
utilized the writings of authorities in both of these 
fields of psychiatric thought to point up such com- 
parisons, 

The description of his subject has been particu- 
larly thorough and the only criticism which might 
be offered is that probably some of the features 
described as characteristic of manic-depressive dis- 
order are too general in their occurrence in disease 
to contribute significantly to the separation of the 
manic-depressive picture from allied conditions. 
The feelings of unreality or depersonalization de- 
scribed as an autonomic dysfunction would suggest 
that the author is discussing a schizo-affective dis- 
order. There does not appear to be any significant 
consideration given this mixed type of psychiatric 
illness. It also might be a little difficult for some 
readers to understand the meaning intended by the 
heading “Autonomic Disturbances of the Cranium,” 
but on reading this section one finds that the author 
refers to the cranialgia that sometimes accompanies 
a manic-depressive episode. There is an excellent 
chapter on the differential diagnosis of manic-de- 
pressive disease, followed by a chapter giving prac- 
tical consideration to the social maladjustments of 
the manic-depressive. 

The final chapter makes a survey of the physical 
therapies now in vogue in the treatment of this con- 
dition and, as throughout the rest of the book, the 
author relies on reports from authoritative sources 
to assess the relative merits of and indications for 
these therapies. 

This volume should be of real value to the general 
practitioner, an excellent book for the resident in 
training in neurology and psychiatry, and profitable 
reading for the practicing psychiatrist. 

Lorne D. Proctor, M. D., 
Henry Ford Hospital, 
Detroit, Mich. 


Factors ArrEcricG Costs or HosPmAL Care. 
Edited by John H. Hayes. (Toronto and New 
York: The Blakiston Company, 1954. Price: 


$4.00.) 


Since 1948, most general hospitals have been 
free of deficits. This has occurred in spite of the 
fact that hospital expenditures have increased 
20095 in the past 15 years. The prosperity of hos- 
pitals is due chiefly to increasing occupancy ratios, 
so that there is very little waste space and few un- 
used facilities. i 

This book is the first report of the Committee on 
Financing Hospital Care sponsored by the Ameri- 
can Hospital Association and several foundations. 
It is a hospital-oriented, rather than a patient- 
oriented or doctor-oriented, report. For example, 
it suggests that hospitals take more responsibility 
for general community health, that they develop 
home care programs, that they offer more in- 
building facilities for the private care of ambula- 
tory patients, and that they encourage Blue Cross 
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to cover outpatient as well as inpatient service. All 
these things will, of course, expand the hospital 
empire. What they will do to private practice sends 
chills up and down the spines of many private 
practitioners. Or, as a second example, it points out 
that one way of decreasing expenditures (already 
well below income in most hospitals) is to police 
the doctors more closely so that they do better 
work-ups prior to admission, double-check the 
usefulness of a laboratory test before ordering it, 
and stand ready to discontinue a drug or physio- 
therapeutic procedure as soon as possible. The re- 
port, indeed, says bluntly that some doctors order 
tests “merely because costs are covered by in- 
surance,” 

There is no index entry under “mental hygiene” 
or “psychiatry.” One wonders whether the report 
writer knows that no institution can be a truly 
“general” hospital if it fails to provide some psy- 
chiatric care, at least for acute or short-term mental 
illness. Someone ought to tell him. 

Henry A. DavipsoN, M. D., 
Cedar Grove, N. J. 


THE PSYCHOLOGICAL VARIABLES IN HUMAN CANCER. 
A Symposium. Edited by Joseph A. Gengerelli 
and Frank J. Kirkner. (Berkeley and Los 
Angeles: University of California Press; Lon- 
don: Cambridge University Press, 1954. 
Price: $3.00.) 

Herein are the presentations and discussions 
thereon of some clinical impressions and psycho- 
logical findings in patients with advanced cancer. 
The number of patients subjected to the psycho- 
logical “tests” was small but the statistical analy- 
sis of the findings is supposed, apparently, to over- 
come this difficulty and to obviate the need for other 
rational considerations regarding the quality of the 
primary data and their significance. The psycho- 
logical data thus treated tend to support the 
clinical impression that slow-growing cancers are 
likely to be found, though not exclusively, in emo- 
tionally dull, and fast-growing cancers in emotion- 
ally sharp, individuals. In the discussion of these 
findings, clinicians of high standing in medicine, 
surgery, and psychiatry challenge their validity if 
they do not entirely counter them. 

While no competent clinician would deny that 
there may be some relationship between the emo- 
tional make-up of the individual, or what deter- 
mines it, and cancer(s), (etiology or progress), it 
is doubtful that any clinician will find here any- 
thing that will convince him of such relationship or 
help him crystallize his opinions in that regard. The 
presentation of the psychological data, marked with 
enthusiasm as it is, is not likely to reduce the gap 
between clinical medicine and modern psychology, 
or stimulate the much needed study of the rela- 
tionship between mind and body. As implied in 
some of the discussions, it would have been better 
if there had been many more observations and much 
more rational consideration—the best test for sig- 
nificance—and less, and less need for, extensive and 
hazardous statistical analysis. 

Nem McKinnon, M. D., 
University of Toronto. 
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A SPECULATION IN Reauity. By Irving F. Laucks, 
(New York: Philosophical Library, 1953, 
Price: $35.) 


This work presents certain facts in the physical 
and biological sciences, a physical hypothesis to ex- 
plain paranormal psychological phenomena (extra- 
sensory perception, etc.), and some speculations in 
favor of the existence of the human “soul” and an 
afterlife. It is an engaging book, simply written, 
without cumbersome terminology. The author ob- 
viously tries to cover an encyclopedic range of 
scientific phenomena and philosophical speculation, 
The approach is authoritative in some cases but 
perhaps lacks an adequately critical viewpoint in 
the sections dealing with paranormal phenomena, 

The first 4 chapters deal with such topics as 
modern concepts of atomic nuclei, ordinary chem- 
ical reactions with particular reference to proper- 
ties of protein molecules, relationship between 
chemical phenomena and life, and what the author 
terms various activities of energy. Chapter 5 deals 
with biological evolution and Chapter 6 with in- 
stincts, both in relation to chemical reactions. The 
final 3 chapters are more highly speculative, dealing 
with the concept of soul which the author accepts 
in a dualistic framework. The reality of occurrence 
of all types of paranormal phenomena is acc 
as truth without reference to the highly controver- 
sial aspects of this vexing field. These paranormal 
phenomena include the various performances 0 
mediums, mental telepathy, clairvoyance, psycho- 
kinesis, and materialization. The author's explana- 
tion of these phenomena is the hypothesis of "A- 
rays" which join brain and soul; both brain and 
soul are broadcasters and receivers of "A-rays. 
It is noteworthy that some of the leading exper 
mentalists in parapsychology reject such physical 
explanations of their results and lean toward purely 
"mentalistic" explanations. Meer 

To this reviewer, the principal value of this wor 
lies in its exposition for the lay reader of certain 
facts of the physical and biological sciences, whi j 
are available, however, in numerous other a 
presentations, The more speculative portions st el 
from lack of truly critical analysis. 

Harry H. Pennes, M. D., 


New Vork State Psychiatric Institute. 


Losoromy. A Cid AI. Srupy. By 4. 19 
(Toronto: Ontario Dept. of Health. 1954. 


Teamwork in the field of psychosurgery br 
come practically a necessity when any large ue a 
is undertaken. In this monograph the, experi! ‘tal 
of the staff of the Toronto Psychiatric Hona 
during the years 1948 to 1952 has been bront E 
gether in a single volume replete with tab oe 
colored charts that answer many questions m 
ing prefrontal lobotomy. The choice of patien 4 
been outstanding, since although practically 1 
them were considered hopeless, chronic, an fte 
cult, nevertheless, after operation two-thirds ae 
patients were out of hospital, and 5576 of all pal 
were functioning effectively. Point (d) Em ud 
selection of patients probably explains as nean The 
possible the superior results in this study: 
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patient should present clinical features which, in 
the light of clinical experience gleaned from other 
sources and our own experience, could reasonably 
be influenced in a beneficial way by lobotomy treat- 
ment," 

But this study contains much more than a sim- 
ple recitation of clinical results in lobotomy. It 
aims at determining in advance the results of sur- 
gical treatment. The methods are many and various, 
but: "For practical purposes, it can be said that 
the predictive assessment was good in. . 48%.” 
This is not high enough to please the clinician. 
Study of the accompanying chart shows 2 things: 
first, that operative complications are serious deter- 
rents to good results, and, secondly, that prediction 
has not notably improved in the 5 years covered by 
the study. 

A point system has been used for grading the 
patients before and after lobotomy which seems 
quite clear-cut as far as the social adaptability of the 
patient is concerned. Tt is less concerned with the 
intricacies of psychologic reaction. The half-way 
mark is attained by a patient who is out of the 
hospital, not supervised, yet not working, The zero 
Point is that at which the patient is a nursing prob- 
lem, and the roo-point level sees the patient in- 
tellectually, socially, and emotionally normal, and 
working normally. Many factors making for good 
or poor adjustment after lobotomy are presented. 
The author comes to the conclusion that the dura- 
tion of illness is not an important factor. However, 
since practically all the patients had been ill for 5 
years or more, this statistic must be looked upon 
with Suspicion. On the other hand, the effect of 
deterioration in defeating the purpose of operation 
is all too evident. Preoperative shock treatment 
with good though temporary response is a good 
Sign, The marked superiority of the affective and 
Pychoneurotic types in comparison with the schizo- 
Phrenic types shows up well in this study. 

10 a special clinical and laboratory studies are 
"os in the ‘monograph. Of interest is the fact 
al occipital alpha rhythms were found pre- 
PU d greater number among the improved 
abs ostoperatively, the incidence of alpha 
Dias definitely 3 increased. High glucose 
[Tm S found in anxious subjects tended 
bene 1 after operation. Psychometric and 
rather d he showed variable effects, with 
complete 1 119 ctive value. Illustrative case reports 
is handsomely printed monograph. 
Warrer Freeman, M. D., 
Los Altos, Calif. 


Tue ManAceatent or MzNTAL DEFICIENCY IN 
MON By I. Newton Kugelmass. (New 
155 Grune & Stratton, 1954. Price: $6.75; 

Oronto: Ryerson, 1954. Price: $7.00.) 
pale author gives as the purpose of his book ‘ 
Gs the mechanism and management of mental 
this p nt infants and children." He accomplishes 
i dividing his work into 3 parts: Part I— 


agnosis; Part II— 5 x 
anagement. Syndromes; and Part IIL 


In Part I he briefly sketches history, concepts, 
and clinical classifications of mental deficiency in 
children. It is obvious that he does not intend to 
deal with these subjects exhaustively since each 
one draws a volume in its own weight. Sufficient 
references are given to enable the reader to pursue 
these subjects further if desired. 

The remainder of Part I is devoted to “The 
Complete Examination of the Retarded Child.” 
Etiology, history, physical examination, functional 
examination, and the mental examination receive 
quite complete attention. Although the author di- 
rects his attention toward the parents and dis- 
cusses some of the pitfalls to be watched for in 
obtaining a history from the parents, the reviewer 
would have preferred that more attention be paid 
to the parent-child relationship, possible effects of 
emotional deprivation, and evidence of unhealthy 
attitudes which would have a detrimental effect on 
the child. The remainder of this section is complete 
and quite satisfactory. 

In Part II, the author has classified the child- 
hood amenities into 4 groups of related syndromes: 
developmental, metabolic, neuromotor, and psycho- 
logical varieties, which are further subdivided by 
outstanding symptoms. He has successfully pre- 
sented a clear, workable, and concise outline which 
adequately covers the field and should be of utmost 
value to the new student in this particular field. In 
fact, if this book accomplishes nothing more, and 
it does, this one section would be an outstanding 
contribution. The outline provides a most effective 
guide to diagnosis. The author refers to Morquio's 
disease and states that there is no intellectual de- 
fect. The réviewer has reported a brother and sis- 
ter with Morquio’s disease having moderately 
severe mental retardation. 

Part III, Management of the Retarded Child, 
deals with training, education, treatment, and pre- 
vention. Many practical suggestions are found in 
this section. The section on preparing the parents 
is excellent, as are those on training of the child. 
While the section on education is brief it contains 
valuable information. However, little attention is 
paid to facilities or programs for the trainable 
group as compared with the educable children. The 
section on treatment is all too brief. Some mention 
is made of the value and the need for psychotherapy 
for emotional disturbances in the retarded. The 
reviewer feels that consideration should be given 
to psychotherapy, both individual and group, in a 
more comprehensive manner in this section. 

There are many who will take exception to the 
statement that “a severe ament of I. Q. about 25 
should be institutionalized at birth or before the 
fifth year. Two paragraphs later the author 
states "an infant ament needs home care for 
security, affection and attention of his parents and 
family.” There is much evidence to show that a 
child may suffer emotional and intellectual impair- 
ment when he is institutionalized early and ex- 
periences emotional deprivation. This is in accord 
with the WHO report on the retarded child. 
Then, too, one must admit that psychometric levels 
at birth and during the first few years of life are 
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not accurate in the least and should not be utilized 
in themselves for purposes of prognostication or 
for making the serious decision of institutionaliza- 
tion. This first statement seems to contradict the 
author’s own words when he says that the book is 
“dedicated to the inalienable right of every child 
to the full development of his physical, mental, emo- 
tional and social potentialities... .” Institution- 
alization must be decided only after careful evalua- 
tion of the needs of the child and the family. 

In spite of the aboye the section on Treatment 
contains many valuable suggestions, particularly for 
parents, in managing the everyday problems which 
arise in the handling of the retarded child. 

The section on Prevention is exceptionally well 
handled. The discussion on eugenics is sound ex- 
cept as noted below, as is that on prenatal care, 
parental age, dietary, endocrine infectious disease, 
and other disorders on the part of the mother. The 
importance of the natal and postnatal periods is 
well handled. 

Many authorities will disagree that “Hereditary 
disorders produce seventy per cent of the aments.” 
There are many, including the reviewer, who feel 
that as more scientific knowledge is accumulated, 
and evidence is compiled, more conditions will be 
taken out of the hereditary group. 

Generally speaking the bibliography is well se- 
lected and complete. It would be more valuable to 
the student and others if the references were an- 
notated with the text and, where authors and in- 
vestigators are mentioned in the text, that the com- 
plete reference be given. 

In spite of the above criticisms the author has 
made a distinct and valuable contribution to the 
literature in this field. His dynamic approach to 
the problem is praiseworthy and should point to 
the need for contributions in this field by dynamic 
psychiatry and its concepts. This book will be of 
great value to psychiatrists, especially those dealing 
with children, and to pediatricians, psychologists, 
social workers, teachers, and others called on to give 
advice and guidance to distraught parents of re- 
tarded children, 

Matcorm J. Farrett, M. D., 
Waverley, Mass. 


THE PERMANENT REVOLUTION IN Science. By 
Richard L. Schanck. (New York: Philosophi- 
cal Library, 1954. Price: $3.00.) 


The Institute of Experimental Method is an or- 
ganization of the students of. Edgar Singer devoted 
to the task of establishing. methodology as a science. 
They hope thereby to wean from philosophy, the 
mother of the sciences, what they regard as the 
last of her offspring and to leave her with no 
further useful functions. The author of The Per- 
manent Revolution in Science is a member of this 
group, concerned in the present case to indicate the 
emergence of a new and revolutionary approach in 
the method of the sciences. His book is at once a 
history of the events in the revolution and an ad- 
yocacy of the extension of its principles. The most 
important feature of the revolution is a shift from 
concern with the individual thing, taken as an 
element of scientific inquiry, to concern with the 


society or system as the element—"a system of 
trends, effects, waves, or other stable statistical re. 
lationships.” The notion of trends reintroduces 
teleology into science, but a teleology purified of 
the “animism” of Aristotle. He examines in tun 
each of the sciences of physics, chemistry, biology, 
psychology, sociology, and ethics in the light of his 
general thesis. The most interesting section is, per- 
haps, that on psychology, in which Freud’s psycho- 
analytical approach to personality is given an il- 
luminating interpretation in terms of the thesis, The 
least satisfactory section, though the most im- 
portant in purport, is that on ethics. It is far too 
brief to do justice to the complexity of the problem. 
Just because ethics has not historically been es- 
tablished as a science in the sense in which physics 
or chemistry is a science, the problem of method in 
ethics is not only more complicated but is different 
in nature. In an established science there is already 
a methodology implicit in the procedures of the 
scientist which is there for inspection. It is the 
methodologist's business in such cases to make the 
scientist self-conscious in what he is doing. It is 
just such a task of inspection that the author has 
been engaged upon in the first chapters of his book. 
But in ethics, which is not yet a science in the way 
that physics is—and one may be sure that if that 
unlikely event ever takes place the world will hear 
about it—the methodologist has not got similar data 
on which to work, and his problem is consequently 
of a different nature. It is not sufficient to say 
that what remains to be done is to extend the 
methods found in "science" to ethics, for what, 
after all, is the subject matter that one is claiming 
to extend this method to? It is unlikely that many 
readers will be able to get off to a start with the 
same set of unmentioned assumptions about babe 
those contained in Professor Schanck's 12 bri 
pages devoted to ethics. 101 
One must protest against the perpetuation in a 
opening part of this book of the myth that 1 
experiment that gave rise to modern science. 1 7 
is no longer excuse for historians of science to 
repeating that favorite but unfounded story abe 
Galileo and the tower of Pisa. Far from it 
the case that Copernicus “laid the foundations C 
modern attitudes toward experimental science 
there is not a better example than Coperm ou et 
a scientific revolution which occurred wholly ictal 
pendently of any experimentation. The 17 ae 
facts available to Copernicus were simply 
which he accepted from Ptolemaic astronon e 
those empirical facts gave greater support 90 m 
theory than to his. But Copernicus had the co de 
shared later by Galileo, which is required m 5 
ing to a theory in spite of the observed 2705 i 
is to such courage that science owes some Prive 
most important advances. As for Newton ji xperi- 
cipia as representing the triumph of Wr trie 
mental method, surely it represents a brill esta 
umph in synthesizing what had already been. laws 
lished piecemeal, rather than in formulating 
through experimentation. 
R. F. MCRAE, | 
Dept. of Philosophy, e 
University of Tor? 
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Aviation Psychology: Love and Fear of Flying; 
D. Bond (R.), 155, Aug. '54. 


B 


Barbiturate Addiction and Chlorpromazine: W. 
Brooks, 696, Mar. ’55. 
Bigelow, Newton D., Retirement of (Ed.), 631, Feb. 


555 i 
Biological Psychiatry, Society of (Ed.), 389, Nov. 
5 


54- 
Blue Cross and Coverage of Mental Illness (Ed.), 
931, June '55. 

Book Reviews: 

Abramson, Harold J., ed.: Problems of Con- 
sciousness. Transactions of the Fourth Con- 
ference, 1953, 315, Oct. '54. 

Aubin, A.: L'homme et la Magi, 238, Sept. 84. 

Ausubel, David P.: Theory and Problems of 
Adolescent Development, 878, May 38. 

Bach, George R.: Intensive Group Psychotherapy, 
239, Sept. 54. 

Bailey, Percival: See MacKay, Roland P., jt. ed. 

Baker, Harry J.: Introduction to Exceptional 
Children, rev. ed., 79, July 54. 

Bard, Philip, ed.: Patterns of Organization in 
the Central Nervous System, 475, Dec. ’54. 

Barrell, Joseph: A Philosophical Study of the 
Human Mind, 717, Mar, '55. 

Bauer, Louis H., ed.: 75 Years of Medical Prog- 
tess, 873, May 'ss. 

Bejerot, Nils; Barn, Serien, Samhaelle (Chil- 
dren, Comics, Society), 939, June 55. 

Bellak, Leopold, ed.: The Psychology of Physical 
Illness, 71, July 584. 

Benedetti, G.: Die Alkohofhalluzinosen, 73, July 

54. 

Bereny, Robert: See Székely-Kovács, Olga, jt. 
auth. 

Bidney, David: Theoretical Anthropology, 480, 
Dec. '54. 

Birkmayer, Walther: Hirnverletzungen, Mecha- 
nismus, Spaet-Komplikationen, Funktions-wan- 
del. (Brain Injuries, Mechanisms, Late Com- 
plications, and Alteration of Function), 74, July 


54. 

Bleuler, M.: Endrocrinologische Psychiatrie, 795, 
Apr. 38. 

Bond, Douglas D.: The Love and Fear of Flying, 
155, Aug. '54. 

Bordeaux, Jean: See Longerich, Mary Coates, 
jt. auth, 

Bossard, James H. S.: Parent and Child, 398, 
Nov. 34. 

Brachfeld, Oliver: Inferiori Feeli: i 
Individual and the Group, RA 15 aid 

Broager, Bendt: Spinal Neurinoma. A Clinical 
Study of 44 Cases, 842, Tune 58. 

Bronisch, Friedrich Wilhelm: The Clinically Im- 
portant Reflexes, 158, Aug, 54. 

Bruetsch, Walter L.: Syphilitic Optic Atrophy, 
155, Aug. ’54. 


Buros, O. K., ed.: The Fourth Mental Measure- 
ments Yearbook, 78, July '54. 

Burrow, Trigant: Science and Man’s Behavior, 
635, Feb. '55. 

Campbell, John D.: Manic-Depressive Disease: 
Clinical and Psychiatric Significance, 943, June 
D 

Caprio, Frank S.: Female Homosexuality (A 
Psychodynamic Study of Lesbianism), 875, 
May ’55. 

Carrington, Hereward; and Fodor, Nandor: The 
Haunted People: The Story of the Polter- 
geist Down the Ages, 78, July 54. 

Child, Irvin L.: See Whiting, John W. M, jt. 
auth. 

Commission on University Education in Hospital 
Administration: University Education for Ad- 
ministration in Hospitals, 796, Apr. 58. 

Conn, Howard F., ed.: Current Therapy—1954, 
397, Nov. '54. 

Cutts, Norma E.; and Moseley, Nicholas: The 
Only Child (A Guide for Parents), 874, May 
D 


55. 

Daniel, Robert S.; and Louttit, C. M.: Profes- 
sional Problems in Psychology, 240, Sept. '54. 

Dunbar, Flanders: Emotions and Bodily Changes, 

th ed., 799, Apr. '55. 

Paoi, R W: and Mayer, Albert J.: Man's 
Capacity to Reproduce, 942, June 55. 
Ellenberger, Henri F.: La Psychiatrie Suisse, 

794, Apr. '55. f 

8 Gunter: Die Nachkommen Geisteskran- 
ker Ehepaare (The Descendants of Psychotic 
Parents), 399, Nov. '54. 

Eysenck, H. J.: The Structure of Human Per- 
sonality, 795, Apr. '55. : 

Eysende iy. Uses and Abuses of Psychology, 
715, Mar. '55. 

Fajrajzen, Stefano: L'Astinenza Sessuale (Sex- 
ual Abstinence), 634, Feb. '55. 

Federn, Paul: Ego Psychology and the Psycho- 
ses, 73, July '54. : 
Ferm, Qu. oun Sage. Collected Writ- 

ings of Jonathan Edwards, 158, Aug. 5% — 

Fidler, Gail S.; and Fidler, Jay W.: Introduce 
tion to Psychiatric Occupational Therapy, 
Feb. ’55. 3 

Fidler, Jay W.: See Fidler, Gail S., jt. auth. iB 

Fliess, Robert: The Revival of Interest in 
Dream, 76, July '54. i 

Fodor, Nandor: See Carrington, Hereward, it. 
auth, 1 

French, Thomas M.: The Integration 0 in 
havior, Vol. II: The Integrative Process 
Dreams, 879, May ’55. ses in Ghid 

Gardner, George E., ed.: Case Studies in 
hood Disabilities, Vol. I, 560, Jan. 55. B, jt 

Gehl, Raymond H.: See Kutash, Samuel By 
auth. 

Gengerelli, Joseph A.; and Kirkner, Frank ) 
eds.: The Psychological Variables in 
Cancer. A Symposium, 944, June 35. peiten 

German Research Institute at Munich: Ar D 
aus der Deutschen Forschungsanstalt für 
chiatrie in München, 872, May '55. 
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Gibbins, R. J.: Chronic Alcoholism: A Review 
of the Literature, 317, Oct. '54. 

Gill, Merton; Newman, Richard; Redlich, Fred- 
erick C.: The Initial Interview in Psychiatric 
Practice, 315, Oct. '54. 

Ginzberg, Eli; Herina, John L.; and Ginzburg, 
Sol W.: Psychiatry and Military Manpower 
Policy, 397, Nov. '54. 

Ginzburg, Sol W.: See Ginzberg, Eli, jt. auth. 

Grimes, John Maurice: When Minds Go Wrong, 
720, Mar. '55. 

Greenblatt, Milton; and Solomon, Harry C., eds. : 
Frontal Lobes and Schizophrenia, Second Lobot- 
omy Project of the Boston Psychopathic Hos- 
pital, 70, July '54. 

Griffiths, Ruth: The Abilities of Babies. A Study 
in Mental Measurement, 240, Sept. '54. 

Hagen, Helen L.: See Reid, Joseph H., jt. auth. 

Harrison, T. R., et al, eds: Principles of In- 
ternal Medicine, 2d ed., 637, Feb. '55. 

Hartelius, Hans: Cerebral Changes Following 
Electrically Induced Convulsions: An Experi- 
mental Study on Cats, 71, July '54. 

Harvald, Bent: Heredity in Epilepsy: An Elec- 
troencephalographic Study of Relatives of Epi- 
leptics, 797, Apr. '55. 

Hayes, John H., ed.: Factors Affecting Costs of 
Hospital Care, 943, June '55. 

Herina, John L.: See Ginzberg, Eli, jt. auth. 

Hinsie, Leland E.; and Shatsky, Jacob: Psy- 
chiatric Dictionary, 632, Feb. '55. 

Holsopple, James Quinter; and Miale, Florence 

Sentence Completion: A Projective 
d for the Study of Personality, 879, May 

Horava, Alexander: See Selye, Hans, jt. auth. 

Horder, Lord: Fifty Years of Medicine, 872, 
May 'ss. 

Juda, Adele: Höchstbegabung: Ihre Erbver- 
haltnisse Sowie Ihre Beziehungen zu Psy- 
chischen Anomalien, 237, Sept. '54. 

Jung, C. G.: La Guérison Psychologique (Trans. 
by Roland Cahen), 715, Mar. '55. 

Jung, C. G.: Psychology and Alchemy (Trans. 
by R, F. C. Hull), 395, Nov. '54. 

Jung, C. G.: The Practice of Psychotherapy 

rane. by R. F. C. Hull), 716, Mar. '55. 
ahn, Alfred J.: A Court for Children: A 
Study of the New York City Children's Court, 
314, Oct. '54. 

Kandler, Phil G.: See Panse Fr., jt. auth. 
nt, Fritz: The Treatment of the Alcoholic, 

1 Jan. '55. 
oe Frank J.: See Gengerelli, Joseph A., jt. 

eae C.: The Painful Phantom, 717, 

Kugelmass, I. Newton: The Management of 

ote Deficiency in Children, 945, June 35. 
G sh, Samuel B.; and Gehl, Ravmond H.: The 
vuiphomotor Projection Technique: Clinical 

Se and Standardization, 877, May '55. 
rieleis, Werner: Klinik der Augensymptome 
Nervenkrankheiten (Ein Leitfaden fuer die 
nee Eye Symptoms in Nervous Diseases 

anual for Practice), 875, May '55. 


Laucks, Irving F.: A Speculation in Reality, 
944, June '55. 

Leischner, A.: See Panse, Fr., jt. auth. 

Lewis, Nolan D. C.: See MacKay, Roland P., 
jt. auth. 

Lloyd, Frances: Educating the Sub-Normal 
Child, 559, Jan. '55. 

Longerich, Mary Coates; and Bordeaux, Jean: 
Aphasia Therapeutics, 800, Apr. '55. 

Louttit, C. M.: See Daniel, Robert S., jt. auth. 

MacKay, Roland P.; Lewis, Nolan, D. C.; 
Bailey, Percival; and Sugar, Oscar, eds.: The 
Year Book of Neurology, Psychiatry, and 
Neurosurgery (1953-1954), 238, Sept. '54. 

Malone, Thomas P.: See Whitaker, Carl. A., jt. 
auth. 

Manfreda, Marguerite: See Steele, Katharine 
McL, jt. auth. 

Matlin, Mathew, ed.: Reappraising Crime Treat- 
ment. National Probation and Parole Asso- 
ciation Yearbook, 720, Mar. '55. 

Mayer, Albert: See Schuler, Edgar A., jt. auth. 

Mayer, Albert J.: See Eaton, Joseph W., jt. 
auth. 

McCartney, Eugene S.: Recurrent Maladies in 
Scholarly Writing, 238, Sept. '54. 

McFarland, Rose A.: Human Factors in Air 
"Transportation, 558, Jan. '55. 

Menninger, Karl A.: A Manual for Psychiatric 
Case Study, 76, July '54. 

Miale, Florence R.: See Holsopple, James Quin- 
ter, jt, auth. 

Michal-Smith, H., ed.: Pediatric Problems in 
Clinical Practice, 878, May '55. 

Miller, A.: Lobotomy. A Clinical Study, 944, 
June '55. ; 

Moloney, James Clark: Understanding the Japa- 
nese Mind, 475, Dec. '54. 

Moore, Merrill: More Clinical Sonnets, 800, Apr. 


55. 

Moe Merrill: Verse Diary of a Psychiatrist, 
477, Dec. 54. 

Moreno, J. L., Who Shall Survive? Foundations 
of Sociometry, Group Psychotherapy, and So- 
ciodrama, 157, Aug. 54. j 

Moseley, Nicholas: See Cutts, Norma E, jt. 

uth. 


auth. 

Mowitz, Robert J.: See Schuler, Edgar A,, jt. 
auth. 

Newman, Richard: See Gill, Merton, jt. auth. 
Noyes, Arthur P.: Modern Clinical Psychiatry, 
Ath ed., 719, Mar. '55. 3 é 
Nuttin, Joseph : Psychoanalysis and Personality, 

638, Feb. '55. 

Oberndorf, Clarence P.: A History of Psycho- 
analysis in America, 72, July 84. 

Overholser, Winfred: The Psychiatrist and the 
Law, 69, July 54. : 

Panse, Fr.; Kandler, Phil G.; and Leischner, A.: 
Klinische und Sprachwi liche Unter- 
suchungen zum Agrammatismus, 70, July 54. 

Piaget, Jean: Play, Dreams, and Imitation in 
Childhood, 69, July '54. 1 

Piaget, Jean: The Child's Conception of Number, 
397, Nov. '54- 
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Podolsky, Edward, ed.: Music Therapy, 400, 
Nov. '54. E 
Pollock, Miriam: See Pollock, Morris P., jt. 

auth. 

Pollock, Morris P.; and Pollock, Miriam: New 
Hope for the Retarded, 156, Aug. '54. 

Ralli, Elaine P., ed.: Adrenal Cortex. Transac- 
tions of the Fifth Conference, 941, June '55. 
Rapoport, Robert N.: Changing Navaho Reli- 
gious Values: A Study of Christian Missions 

to the Rimrock Navahos, 799, Apr. 55. 

Redlich, Frederick C.: See Gill, Merton, jt. auth. 

Reichardt, M., et aL: Allegemeine und Spezielle 
Psychiatrie, 708, Apr. 55. 

Reid, Joseph H., and Hagen, Helen L.: Resi- 
dential Treatment of Emotionally Disturbed 
Children: A Descriptive Study, 77, July 54. 

Render, Helen W.: Nurse-Patient Relationships 
in Psychiatry, 635, Feb. ’55. 

Rubinstein, Hyman S.: The Study of the Brain. 
A Companion Text to the Stereoscopic Atlas 
of Neuroanatomy, 720, Mar. '55. 

Schanck, Richard L.: The Permanent Revolution 
in Science, 946, June '55. 

Schneck, Jerome M,. ed.: Hypnosis in Modern 
Medicine, 480, Dec. '54. 

Schuler, Edgar A.; Mowitz, Robert J.; and 
Mayer, Albert J.: Medical Public Relations, 
396, Nov. '54. 

Schultz, J. H.: Das Autogene Training (Kon- 
zentrative Selbstentspannung), 8th ed., 634, 
Feb. 's5. 

Selye, Hans; and Horava, Alexander: Third 
Annual Report on Stress—1953, 157, Aug. ’54. 

Senn, Milton J. E, ed.: Problems of Infancy and 
Childhood: Transactions of the Seventh Con- 
ference, 873, May 55. 

Shatsky, Jacob: See Hinsie, Leland E., jt. auth. 

Shields, James. See Slater, Eliot, jt. auth. 

Slater, Eliot; and Shields, James: Psychotic and 
Neurotic Illnesses in Twins, 633, Feb. 55. 

gomon Harry C.: See Greenblatt, Milton, jt. 
auth. 

Spiegel, E. A.; and Wycis, H. T.: Stereoen- 
cephalotomy (Thalamotomy and Related Pro- 
cedures), Part I. Methods and Stereotaxic 
Atlas of the Human Brain, 941, June ’55. 

Spiegel, E. D., ed.: Progress in Neurology and 
Psychiatry, 155, Aug. 54. 

Steele, Katharine McL.; and Manfreda, Mar- 
guerite L.: Psychiatric Nursing, sth ed., 718, 
Mar. 35. 4 

Stephenson, William: The Study of Behavior. 
ae and its Methodology, 479, Dec. 

Stevenson, Lloyd G.: Nobel Prize Winners in 
Medicine and Physiology : 1901-1980, 317, Oct. 
54. à 

Stieglitz, Edward J., ed.: Geriatrie Medicine: 
Medical Care of Later Maturity, 3d ed., 876, 
May 55. 

Stott, D. H.: Saving Children from Delinquency, 
477, Dec. 54. 

Sugar, Oscar: See MacKay, Roland P., jt. auth. 


Székely-Kovács, Olga; and Bereny, Robert: 
Caricatures of 88 Pioneers in Psychoanalysis, 
639, Feb. ’55. 

Teicher, Joseph D.: Your Child and His Prob- 
lems, 79, July '54. 

UNESCO: Interrelations of Cultures, 557, Jan. 
55. 

Wagner, W.: Die Exekution des Typus, 398, 
Nov. 54. 

Walther-Buel, Hans.: Die Psychiatrie der Hirn- 
geschwuelste und die Centralen Grundlagen 
Psychischer Vorgaene (The Psychiatry of Brain 
Tumors and the Cerebral Bases of Mental Hap- 
penings), 478, Dec. '54. ; 

Weinberg, S. Kirson: Society and Personality 
Disorders, 314, Oct. '54. 

Weiss, Edoardo, ed.: Ego Psychology and the 
Psychoses (Federn), 73, July '54. 

Whitaker, Carl A.; and Malone, Thomas P.: 
The Roots of Psychotherapy, 719, Mar. ^85. 

Whiting, John W. M.; and Child, Irvin L.: 
Child Training and Personality: A Cross Cul- 
tural Study, 636, Feb. '55. 

Wieder, Arthur, ed.: Contributions toward Med- 
ical Psychology, 876, May '55. T 
Wisdom, J. O.: The Unconscious Origin of 

Berkeley's Philosophy, 79, July '54. 

Wolberg, Lewis R.: The Technique of Psycho- 
therapy, 718, Mar. '55. 3 

Wort, $. Bernard, et al.: Psychiatric Treat 
ment. Research Publications. Association for 
Research in Nervous and Mental Disease, Vol 
XXXI, 939, June '55. 3 

Wycis, H. T.: See Spiegel, E. A., jt. auth. h 

Yost, Orrin B.: The Bane of Drug Addiction, 
879, May 55. ; 

Brain Anatomy; H. Rubinstein (R.), 720, Mar. a 
Brain Injuries: Hirnverletsungen, Mi , i 
aonn, 1 el; 

Birkmayer (R.), 74, July '54. Bi 
Brain Tumors: Psychiatry of; H. Walther- Biel 
R.), 478, Dec. 54. , 
Brat 1 5 from; O. Camargo, 81, Aug. ‘54 


c 


Cancer, Psychological Variables in; 
R.), 944, June 55. BEA / 
Cae icr dim Pseudoreversibility of; 
Strauss, 680, Mar. '55. ipf mJ 
Central Nervous System: Organization of; 
Bard (R.), 475, Dec. '54. 0 
Cerebral Atrophy in Psychiatric Patients; 
ler, 454, Dec. '54. m 
Certification of Mental Hospital Agni ; 
Candidates Certified May 6, 1954, 15 
Child Psychiatry and Childhood ee (BR): 
Child Training and Personality; J. Whi 
636, Feb. 55. 2 R) 
Children, Comics, and Society; N. Bejerot (R^ 
939, June '55. ts 
Court for Children; A. Kahn (R.), 314 Gatte 
Emotional Disabilities of Childhood; G- 
(K), 560, Jan. 55. 


J. Gengerelli 
E 


p. Zieg- 


1955] 
Exceptional Children; H. Baker (R.), 79, July 


4. 

Infancy and Childhood: Transactions of Macy 
Conference; M. Senn (R.), 873, May '55. 

Management of Mental Deficiency in Children; 
I, Kugelmass (R.), 945, June '55. 

Number, Child's Conception of; J. Piaget (R.), 
397, Nov. '55. 

Only Child; N. Cutts (R.), 874, May 58. 

Parent and Child; J. Bossard (R.), 398, Nov. 54. 

Play, Dreams, and Imitation in Childhood; 
J. Piaget (R.), 69, July '54. 

Residential Treatment of Emotionally Disturbed 
Children, J. Reid (R.), 77, July '54. 

Review of Psychiatric Progress, 1954, Symp.; 
L. Kanner, 520, Jan. '55. 

Sub-Normal Child, Education of; F. Lloyd (R.), 
559, Jan. '55. 

Training in (Ed.), 626, Feb. '55. 

Your Child and His Problems; J. Teicher (R.), 
79, July '54. 

China: Ancient Medicine in (H.N.), 146, Aug. '54. 

Clinical Psychiatry : 

Review of Psychiatric Progress, 1954, Symp.; 
P. Hoch, 510, Jan. '55. 

Textbook; A. Noyes (R.), 719, Mar. '55. 

Coagulation Treatment of Psychoses and Neuroses; 
H. McIntyre, 112, Aug. '54. 

Cobb, Stanley: Retirement of (Ed.), 552, Jan. '55. 

grege Psychiatric Treatments; D. Annau, 734, 

pr. '55. 

Comic Books: Children, Society and; N. Bejerot 
(R), 939, June 58. 

Consciousness: Problems of; H. Abramson (R.), 
315, Oct. '54. 

ons Psychiatric; L. Bartemeier, 364, Nov. 

4. 

Control Population and Neuropsychiatric Research ; 
A. Brockway, 248, Oct. '54. 

Convulsive Disorders : 

EEG Study of Epilepsy and Heredity; B. Har- 
vald (R.), 797, Apr. 55. 

Effect of Andrenochrome and Niacin on the 
EEG of Epileptics; A. Szatmari, 603, Feb. 35. 
view of Psychiatric Progress, 1954, Symp.; 
D. Davidson, Jr, 530, Jan. ’55. 

Cornell Medical Index-Health Questionnaire: Use 
for Prediction of Psychosomatic and Psychi- 
atric Disabilities in Army Training; K. Brod- 

G man, 37, July '54. 

Ortex; Functional Areas of; M. Clare, 818, May 


Se and Delinquency : 

PEE after Treatment; R. Banay, 241, Oct. 
Criminal Responsibili $ 

imi ty (Corr.), 301, Oct. '54. 
Criminal Responsibility, Test for; M. Gutt- 
EDT 428, Dec. '54. 

1 Probation and Parole Association Year- 
gl ook, M. Matlin (R.), 720, Mar. '55. 

085 Children from Delinquency; D. Stott 
: +), 477, Dec. 54. 

, Juvenile; J. Atcheson, 366, Nov. 
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Culture and the Individual; D. Hebb, 826, May 
55. 

Current Therapy—1954; H. Conn (R.), 397, Nov. 
54. 


D 

Dementia Praecox: Early Use of Term (H. N.), 
470, Dec. 54. 

Demonology in Psychiatry; N. Reider, 851, May 
'55. 

Dendritic Circuits in the Cortex; M. Clare, 818, 
May '55. 

Dictionary, Psychiatric; L. Hinsie (R.), 632, Feb. 
, 
55. 


Discovery and Experiment in Psychiatry; H. Bro- 
sin, 561, Feb. '55. 
Doctor-Patient Relationship; J. Whitehorn, 321, 
Nov. '54. 
Dreams: 
Integrative Process in; T. French (R.), 879, 
May '55. 
Revival of Interest in; R. Fliess (R.), 76, July 
'54. 
Drug Addiction: Bane of Drug Addiction; O. Yost 
(R), 879, May 55. 
Drugs and Drug Therapy: 
Amphetamine: Paranoid Psychoses Associated 
with its Use; A. Chapman, 43, July 54. 
Amytal Sodium; Changes in Symbolic Expres- 
sion with; E. Weinstein, 198, Sept. '54. 
Chlorpromazine : 
Barbiturate Addiction and; W. Brooks, 696, 
Mar. '55. 
Blood Pressure Changes with EST and; D. 
Weiss, 617, Feb. '55. 
Combined with Reserpin in Disturbed Psychot- 
ics; J. Barsa, 780, Apr. '55. 
Mental Illness and; E. Bird, 930, June '55. 
Thorazine; K. Smith, 620, Feb. '55. 
Treatment of Mental Disorders with; V. Kin- 
ross-Wright, 907, June '55. 
Cohoba (Ed.), 310, Oct. '54. 
Isoniazid: As an Adjunct to Psychotherapy ; W. 
Turner, 698, Mar. '55. 
Meratran: T 
a(2-Piperidyl Benzhydrol Hydrocloride 
(Meratran), Clinical Studies on; H. Fabing, 
832, May 55. t i 
Effects on Institutionalized Mental Patients; 
J. Schut, 837, May 58. 
Reserpine: Combined with Chlorpromazine in 
Disturbed Psychotics; J. Barsa 780, Apr. '55. 
Serpasil (Corr.), 301, Oct. 54. 


E 


Edwards, Jonathan: Collected Writings of ; Puri- 
tan Sage; V. Ferm, 158, Aug. 54. 

Education: Mental Health in; Review of Psy- 
chiatric Progress, 1954, Symp.; W. Ryan, 533, 
Jan. 55. 


952 


EEG: 
Abnormalities in Patients with Nonorganic Men- 
tal Disorders; R. Ellingson, 263, Oct. 54. 
Adrenochrome and Niacin: Effects on EEG of 
Epileptics; A. Szatmari, 603, Feb. '55, 
Changes in EEG in Unilateral and Bilateral 
Frontal Lobotomy; R. Walter, 590, Feb. 's5. 
Epilepsy and Heredity; an EEG Study; B. Har- 
vald (R), 797, Apr. 58. 
Reyiew of Psychiatric Progress, 1954, Symp.; 
W. Liberson, 505, Jan. '55. 
Ego Psychology and the Psychoses; P. Federn 
(K.), 73, July 's4. 
Electroshock Therapy: See Shock Therapy. 
Emotions: 
Bodily Changes and; F. Dunbar (R.), 799, Apr. 
55. 
Central Control of; O. Langworthy, 481, Jan. 55. 
Endocrinological Psychiatry; M. Bleuler (R.), 795, 
Apr. 58. 
Enuresis: Sleep Levels in; K. Ditman, 913, June 


55. 

Epidemiology in Mental Illness and Mental Health; 
P. Lemkau, 801, May '55. 

Epilepsy: See Convulsive Disorders. 

Experimental Psychiatry : 

Clinical and Physio-Chemical Observations in 

Experimental Psychoses; M. Rinkel, 881, June 
55 


Experimental Psychiatry (Bd), 787, Apr. 58. 
Eye Symptoms in Nervous Diseases; W. Kyrieleis 
(R), 875, May 35. 


F 


Family Care: Review of Psychiatric Progress, 
1954, Symp.; W. E. Barton, 539, Jan. 35. 
MIN Armando: Retirement of (Ed.), 630, 

„ 755. 
Forensic Psychiatry: See also Crime and Delin- 
quency. 

Criminal Responsibility (Corr.), 301, Oct. 's4. 

Criminal Responsibility, Test for ; M. Gutt- 
macher, 428, Dec. '54. 

Isaac Ray Award (Ed.), 66, July 54. 

Narcoanalysis and Criminal Law; J. Macdonald, 
283, Oct. 54. 

Privileged Communications: Summary of Sec- 
tion on Legal Aspect of Psychiatry; R. M. 
Perkins, 13, July 54. See Corr., 384, Nov. 54. 

1 and the Law; W. Overholser (R.), 

„ July 54. 

Review of Psychiatric Progress, 1954, Symp.; 
W. Overholser, 542, Jan. 55. 

Freud, Sigmond: Memorial (Ed.), 234, Sept. 's4. 


G 


Gait Disturbances, Arteriosclerotic; W. Bruetsch, 
CT WA W. 
anser Syndrome; H. Weiner, 767, Apr. 55 
Genetics: See Heredity. eh is 
Geriatrics and Old Age Problems: 
Adjustment and Attitudes toward Aging in Psy- 
chiatric Patients; H. Feifel, 450, Dec. 54. 
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Electroconvulsive Therapy in Elderly Patients; 
R. Ehrenberg, 743, Apr. '55. 

Medical Care of Later Maturity; E. Stieglitz 
(R.), 876, May 'ss. 

Pathology of Senility; D. Wilson, 902, June 85. 

Review of Psychiatric Progress, 1954, Sump.; 
K. Bowman, 527, Jan. '55. 

Stellate Ganglion Infiltration in Organic Psycho- 
sis of Late Life; J. Haber, 751, Apr. 55. 

Strengths and Weaknesses of Psychic Function- 
ing in the Aged; E. Busse, 896, June '55. 

Graphology : 

Angiospastic States and Parkinsonism; W, Elias- 
berg, 841, May 'ss. 

Psychodiagnostic Value of; W. Perl, 595, Feb. 


55. 
Gray, John P., and the Guiteau Case (H. N.), 704, 
Mar. '55. See also 866, May 'ss. 
Group Therapy: 
Intensive Group Therapy; G. Bach (R.), 299, 
Sept. '54. 
Posthospitalization Treatment and; D. Blau, 244, 
Oct. 54. 
Guiteau Case and Dr. John P. Gray (H. N.), 704) 
Mar. 58. See also 866, May 58. f 


H 


Hallucinations: Alcohol and: G. Benedetti (RJ) 
73, July 54. ; 
Henderson, Sir David, Retires (Ed.), 554, Jan. 55. 
Heredity and Eugenics : R 
Epilepsy and; an EEG Study; B. Harvald (RJ) 
797, Apr. '55. 
Genius and Heredity; A. Juda (R.), 237, Sept 
, 


Psychotic Parents, Descendants of; G. Elsasset 
(R.), 399, Nov. '54. à 
Review of Psychiatric Progress, 1954, Symp. 
F. Kallman, 502, Jan. '55. ; ate 
Twins, Psychotic and Neurotic Illnesses 
E. Slater (R.), 633, Feb. ’55. M 
Hincks, Clarence M.: Awarded Coronation 
us Vea 66, July '54. 
istorical : ier 
Ancient Medicine in in GN) Me A s 
Chiarugi, Vincenzo (Ed.), 310, Oct. 54. j 
Fifty Years of Medicine; Lord Horder (R ) 
872, May '55. 170 
Kraepelin, I Remember (l. N.), 379, Nowa 
Origin and Early History of Electro! 
(H.N.), 933, June 35. i 
Perspective: Lack of in Modern Psychiatty 
(Ed.), 387, Nov. '54. 3 : 
Psychoanalysis in America, History of; C. Ober 
dorf (R.), 72, July '54. vo 
Ray, Isaac, Obscure Item from the Bibliography 
of; B. Pasamanick, 164, Sept. 54. tients in 
St. Bartholomew’s: Neuropsychiatric Pa 10 
the Twelfth Century (Ed.), 152, Auge Eis 
Seventy-five Years of Medical Progress; L. 
(RJ, 873, May 55. 5 Bs 
Homosexuality, Female; F. Caprio (R.), 875: 
55. 
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Hospital Costs: Factors Affecting ; J. Hayes (R.), 
943, June 85. 


Hutterites: Man's Capacity to Reproduce; J. 
Eaton (R.), 942, June '55. 

Hypnosis in Modern Medicine; J. Schneck (R.), 
480, Dec. '54. 


I 


Impulse Disorders: Nosology of; J. Frosch, 132, 
Aug. '54. 
Industrial Psychiatry : 
Review of Psychiatric Progress, 1954, Symp.; 
F. Dershimer, 534, Jan. '54. 
Training for ; T. Burling, 493, Jan. '55. 
Infants: Abilities of; R. Griffith (R.), 240, Sept. 
54. 
Insight Changes with Amytal Sodium; E. Wein- 
stein, 198, Sept. 54. 
Insulin Shock Therapy: See Shock Therapy. 
Insurance Coverage of Mental Illness (Ed.), 931, 
June ’55. 
Internal Medicine; T. Harrison (R.), 637, Feb. '55. 
Interrelations of Cultures; UNESCO (R.), 557, 
Jan, '55. 
Italy, Letter from; C. de Sanctis, 161, Sept. '54. 


J 


Japan: Psychiatry in; L. Doi, 691, Mar. '55. 

Japanese Mind, Understanding the; J. Moloney 
(RJ, 475, Dec. '54. 

Juvenile Delinquency: See Crime and Delinquency. 


K 


Kanner, Leo: 
Honored (Ed.), 792, Apr. '55. 
Receives Award (Ed.), 66, July '54. 
Kenworthy, Marion: Fund Established in Honor 
(Ed.), 152, Aug. 54. 
Kraepelin: Memoirs Re (H. N.), 379, Nov. '54. 


L 


Leucotomy: See P 

t sychosurgery. 

Lebotomy : See Psychosurgery. 
wig II of Bavaria: Commitment and Suicide 
of; I. Alexander, 100, Aug. 54. 


M 


Magic and He. 
Y alth: L'Homme et la Magi; A. 
. aber (), 238, Sept. 54 a 
ei Concept of; G. Zilboorg, 445, 
Mone Depressive Disease; J. Campbell (R.), 943, 
5. 
Mental Deficiency: 
cw Hope for the Retarded; M. Pollock (R), 
156, Aug. 54. 
“view of Psychiatric Progress, 1954, Symp.; 
Sub- Normal "Cul is = 
ld, - 
S50, Jan. e |, Education of; F. Lloyd (R.), 


Military Psychiatry : 

Cornell Medical Index-Health Questionnaire: 
Use for Prediction of Psychosomatic and Psy- 
chiatric Disabilities in Army Training; K. 
Brodman, 37, July '54. 

Insulin Coma Therapy in an Army Hospital; J. 
Lifschutz, 466, Dec. '54. 

Korea: Psychiatric Treatment in the Combat 
Zone (Ed.), 152, Aug. '54. 

Manpower Conservation; I. Berlien, or, Aug. '54. 

Manpower Policy, Psychiatry and; E. Ginzberg 
(R.), 387, Nov. '54. 

Prisoners of War: Psychiatric Findings re; 
H. Segal, 358, Nov. '54. 

Review of Psychiatric Progress, 1954, Symp.; 
J. Skobba, 544, Jan. 58. 

Suicide Attempts: 114 Military Patients Hos- 
pitalized for; M. Fisch, 33, July '54. 

Mongolism: Metabolic Studies in; A. Simon, 139, 
Aug. '54. 

Moral Treatment; L. Ozarin, 371, Nov. '54. 

Movement, Human: Genesis of; T. Fay, 644, Mar. 


Munich: Research Institute: Papers from; (R.), 
872, May 55. 
Music Therapy; E. Podolsky, 400, Nov. '54. 


N 


National Institute of Mental Health: 

First Conference on Mental Health Clinic Sta- 
tistics (Official Report), 147, Aug. '54. 

Fourth Conference of Mental Hospital Admin- 
istrators and Statisticians (Official Report), 
147, Aug. 54. 

Navaho Religion; R. Rapoport (R.), 799, Apr. '55. 

Neural Correlates: “Conscious” Phenomena and; 
D. Rioch, 810, May '55. 

Neurology: 

Eye Symptoms in Nervous Diseases; W. Kyrie- 
leis (R), 875, May ’55. 7 ; 

Progress in Psychiatry and; E. Spiegel (R.), 155, 
Aug. '54. 

Yearbook, 1953-54; R. MacKay, 238, Sept. '54. 

Neuropathology: 

Associated with Electroshock: Cerebral Changes 
Following Electrically Induced Convulsions (in 
Cats); H. Hartelius (R.), 71, July '54. 

Cerebral Atrophy in Psychiatric Patients; D. 
Ziegler, 454, Dec. '54. 

Psychiatry of Brain Tumors and Cerebral Bases 
of Mental Happenings; H. Walther-Büel (R.), 
478, Dec. 54. 

Rorschach and Central Nervous System Pa- 
thology; J. Fisher, 487, Jan. 55. 

Spinal Neurinoma; B. Broager (R.), 942, June 
, 


55. 
Neurosurgery: Yearbook, 1953-54; O. Sugar, 238, 
Sept. '54. ` 1 
Neurosyphilis: Review of Psychiatric Progress, 
1954, Symp.; W. Timberlake, 524, Jan. 55. 
Nobel Prize Winners in Medicine and Physiology: 
1901-1950; L. Stevenson, 317, Oct. 54. 
Nonshock Therapy in Clinical Practice; B. Pacella 
845, May 55. 
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Norwegian and American Psychiatric Concepts; 
L. Ford, 756, Apr. '55. 
Nursing : iy 
Aims of a Psychiatric Hospital and the Nursing 
Service; E. Mishler, 664, Mar. '55. 
Nurse-Patient Relationships in Psychiatry; H. 
Render (R.), 635, Feb. '55. 
Psychiatric Nursing; K. Steele (R.), 718, Mar. 
D 


Review of Psychiatric Progress, 1954, Symp.; 
M. Corcoran, 535, Jan. ’55. 


0 


Obituaries: 
Collier, G. Kirby, 233, Sept. 54. 
Fellows, Ralph M., 233, Sept. 84. 
Goodrich, Annie, 711, Mar. 858. 
Guthrie, Riley H., 640, Feb. 55. 
Hadley, Ernest Elvin, 868, May 38. 
Haviland, F. R., 311, Oct. 54. 
Lambert, Charles Irwin, 160, Aug. 54. 
McKendree, Charles A., 392, Nov. 54. 
Oberndorf, Clarence Paul, 318, Oct. 54. 
Taneyhill, G. Lane, 473, Dec. 54. 
Woolley, H. C., 392, Nov. 54. 
Occupational Therapy: 
Introduction to; G. Fidler (R.), 638, Feb. 55. 
Refractory Patients and; P. O'Reilly, 763, Apr. 
"55. 
Review of Psychiatric Progress, 1954, Symp.; 
L. Woolley, 536, Jan. '55. 
Optic Atrophy, Syphilitic; W. Bruetsch (R.), 155, 
Aug. '54. 
Orgone Therapy (Ed.), 231, Sept. '54. 
Outpatient Psychiatry: Review of Psychiatric 
Progress, 1954, Symp.; W. Barton, 539, Jan. 


55. 
Overholser, Winfred: Receives Award (Ed.), 310, 
Oct. '54. 


P 


Parental Delinquency: Unfit Parents (Ed.), 150, 
Aug. '54. 
Parkinsonism: Angiospastic States and; W. Elias- 
berg, 841, May 35. 
Paroxymal Disorders: Effect of Ion Exchange 
Resins on; W. Klingman, 184, Sept. '54. 
Pediatrics: Problems in Clinical Practice; H. 
Michal-Smith (R.), 878, May 'ss. 
Penicillin Hypersensitivity: Psychosis Resulting 
from; S. Cohen, 699, Mar. ’55. 
Periodicals : 
Antiseptic Golden Jubilee (Ed.), 153, Aug. 54. 
Hebrew Medical Journal after 26 Years (Ed.), 
152, Aug. '54. 
Indian Journal of Social Work (Ed.), 474, Dec. 


Permanent Revolution in Science; R. Schanck 
(R.), 946, June 55. 

Permissiveness: Contaminants of in Hospital Care; 
R. Freeman, 52, July '54. 


Personality : 
Philosophical Study of the Human Mind; J, 
Barrell (R.), 717, Mar. ’55. 
Society, and Disorders of; S. Weinberg (R), 
314, Oct. 54. 
Structure of Human Personality; H. Eysenck 
(R.), 795, Apr. '55. 
Phantom Limb: Painful Phantom; L. Kolb (R.), 
717, Mar. '55. 

Philosophy: Unconscious Origin of Berkeley's Phi- 
losophy; J. Wisdom (R.), 79, July '54. 
Pharmacotherapy: See Drugs and Drug Therapy, 
Physical Illness, Psychology of; L. Bellak (R.), 

71, July ’54. ly 
Physiological Treatment: Review of Psychiatric 
Progress, 1954, Symp.; J. Wortis, 515, Jan. 55. 
Poetry: 
More Clinical Sonnets; M. Moore (R.), 800, 
Apr. '55. 

Verse Diary of a Psychiatrist; M. Moore (R), 
477, Dec. '54. : 
Poltergeist: The Haunted People; N. Carrington 

(R.), July '54. 
Porphyria: 
Note on; S. Hirsch, 703, Mar. 55. x 
Treatment of Psychotic Complications with 
Electroshock; F. Lemere, 41, July 54. 
Presidential Address: Present Challenge of Psy- 
chiatry; K. Appel, 1, July '54. j 
President's Page; A. Noyes, 229, Sept. '54; 305 
Oct. '54; 707, Mar. '55. p 
Prevention: Physician’s Role in Preventive Mental 
Health Services; R. Jensen, 857, May 55. 
Prognosis: .. f 
Dichanc of Female Patients, Influencing 
Factors; W. Orr, 576, Feb. 55. ^ 
Prognostic Studies in Mental Disorder; ^ 
Robins, 434, Dec. '54. 1 
Psychiatric. Case Study: Manual for; E. Menninger 
(R.), 76, July '54. 
Psychiatric Education: ma 
Consistency and Variability of Trainees Jm 
view Impressions; G. Raines, 721, Apr. E 
Questionnaire Study of Residents in Univers! 
Centers; C. Ward, 123, Aug. 54. symp 
Review of Psychiatric Progress, 1954, ym 
F. G. Ebaugh, 546, Jan. 55. yi Y 
Teaching in dn Integrated Medical Curriculum; 
E. Harper, 686, Mar. '55. 


Training for Industrial Psychiatry; T. Burling 
Penn E EANAN Initial Interview; M. Gill 
BU Donne] S. Wortis (R.), 939, Ju 

55. 
Eoo in Neurology and; E. Spiegel R) 

ied P A E N. Lewis, 238, Sept. 54. 
Psychoanalysis : 


O. Székely- Korics 
C. Ober 


Caricatures of 88 Pioneers in; 
(R), 639, Feb. 55. PE 

History of e in America; 
dorf (R.), 72, July 54. "5 

Personality and; J. Nuttin (R)), 638, Feb. 


1955] 


ANNUAL INDEX 


955 


Psychology: See also Mental Deficiency, Tests, 
Rorschach. 

Clinical Psychology: 

Clinical Psychologist in Ward Administration ; 
E. Brannon, 497, Jan. ’55. 

Salmon Lectures, 1954, Notes on; T. Robie, 
783, Apr. '55. 

Review of Psychiatric Progress, 1954, Symp.; 
F. Wyatt, 508, Jan. '55. 

Medical Psychology: Contributions Toward; A. 
Wieder (R.), 876, May ’55. 

Military: Psychology in the World Emergency; 
Various Authors (R.), 798, Apr. '55. 

Professional Problems in; R. Daniel, 240, Sept. 
54. 

Relations with Medicine: Resolution, 385, Nov. 
54. 

Uses and Abuses of; H. Eysenck (R.), 715, Mar. 
55. 

Psychometrics : 

Abilities of Babies; R. Griffiths (R.), 240, Sept. 
54. 

Mental Measurements Yearbook; O. Buros, 78, 
July 84. 2 

Psychosurgery : 

Chronic Schizophrenia: Effects of Prefrontal 
Lobotomy on; R. Jenkins, 84, Aug. '54. 

EEG Changes in Unilateral and Bilateral Frontal 
Lobotomy; R. Walter, 590, Feb. '55. 

Frontal Lobes and Schizophrenia; M. Greenblatt 
(R), 7o, July 54. 

Lobotomy. A Clinical Study; A. Miller (R.), 
944, June 58. ~ 

Prefrontal Leucotomy in Greece; C. Constanti- 
nides, 196, Sept. 84. 

Prefrontal Lobotomy and Transorbital Leucot- 
omy ; F. Freyhan, 22, July 54. 

Prognostic Factors in Transorbital Lobotomy ; 
C. Jackson, 353, Nov. 's4. ; 
0 odeurotic Schizophrenia: Psychosurgical 

Re ament of; P. Hoch, 653, Mar. 'ss. 
eview of Psychiatric Progress, 1954, Symp.; 

Freeman, 518 Jan. i R 

Stereoenceph du 55. 

55 cephalotomy; E. Spiegel (R.), 941, June 


Psychotherapy $ 
1 Effectiveness, and Self-Awareness as 
ae of Improvement; M. Parloff, 343, 
E Ov. 54. 
à Our Medical Colleagues Know What to 
S from Psychotherapy? ; K. Bowman, 401, 
. 84. 
oon Psychologique; C. Jung (R), 715, Mar. 


Hateful Self-Distrust in Schizophrenia; J. 

ii hitehorn, 420, Dec. 's4. 

Paar of; C. Jung (R), 716, Mar. '55. 
cnopathological Basis of Schizophrenia; O. 

pem 422, Dec. 54. 

ds of; c. Whitaker (R.), 719, Mar. '55. 

D Ophrenia and; F. Fromm-Reichmann, 410, 


[EP 
7. - 
echnique of; L. Wolberg (R.), 718, Mar. '55. 


Treatment Process in Schizophrenia; E. Semrad, 
426, Dec. '54. 
Public Officials: Psychiatric Diagnosis and Treat- 
ment of (Ed.), 552, Jan. '55. 
Public Relations, Medical; E. Schuler (R.), 396, 
Nov. '54. 


Q 


Q Technique and its Methodology; W. Stephenson 
(R.), 479, Dec. 54. 


R 


Ray, Isaac: 
Award to Hon. John Biggs, Jr. (Ed.), 66, July 


54. 
Obscure Item from the Bibliography of; B. 
Pasamanick, 164, Sept. '54. 
Reflexes, The Clinically Important; F. Bronisch 
(R.), 158, Aug. '54. 
Regional Psychiatry : 
New Jersey: Psychiatric Resources of; H. 
Davidson, 776, Apr. '55. 
Southern Governors Conference (Ed.), 709, 
Mar. 58. 
Rehabilitation of Chronically Unemployed Patients ; 
I. Stevenson, 289, Oct. '54. 
Research and Publicity (Ed.), 308, Oct. '54. 
Roosevelt, Franklin D.: Length of His Illness; 
W. Eliasberg, 841, May '55. 
Rorschach and Central Nervous System Pathology ; 
J. Fisher, 487, Jan. '55. 


S 


Saint Elizabeths Hospital Centennial (Ed.), 711, 
Mar. '55; 868, May '55. 
Salmon Lectures, 1954, Notes on; T. Robie, 783, 
Apr. '55. 
Schizophrenia : 
Amygdaloid Nucleus, Stimulation of; R. Heath, 
862, May ’55. 
Bleulerian Concept (Corr.), 382, Nov. '54. 
Frontal Lobes and Schizophrenia; M. Greenblatt 
(R.), 20, July 54. 
Hateful Self- Distrust; J. Whitehorn, 420, Dec. 
Insatin Coma Therapy and; a Fourteen-Year 
Follow-up Study; F. West, 583, Feb. 55. 
Prefrontal Lobotomy and Patients with Severe 
Chronic Schizophrenia; R. Jenkins, 84, Aug. 
54. 
Psychopathological Basis of Psychotherapy of; 
O. Diethelm, 422, Dec. '54. l 
Psychosurgical Treatment of Pseudoneurotic 
Schizophrenia; P. Hoch, 653, Mar. 55. 
Psychotherapy and; F. Fromm-Reichmann, 410, 
Dec. '54. 
Treatment Process; E. Semrad, 426, Dec. 54. 
Schools for Defectives: Certification of Adminis- 
trators of; M. Tarumianz, 673, Mar. 55. : 
Senile Psychosis: Stellate Ganglion Infiltration in; 
J. Haber, 751, Apr. '55. 
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Sex: 
Sex Offenders, Juvenile; J. Atcheson, 366, Nov. 


54. 

Sexual Abstinence; S. Fajrajzen (R.), 634, Feb. 

55. 

Shock Therapy : 
Electroshock ; 

Cardiovascular Hazards in (Ed.), 631, Feb. '55. 

Chlorpromazine and; Effect on Blood Pres- 
sure; D. Weiss, 617, Feb. '55. 

Chronic Patients in Mental Hospitals, Treat- 
ment with; G. Wolff, 748, Apr. '55. 

Combined Psychiatric Treatments; D. Annau, 
734, Apr. '55. 

Comparative Diagnostic Considerations and 
Prognostic Evaluations of Insulin and; L. 
Ford, 756, Apr. '55. 

Elderly Patients and ECT; R. Ehrenberg, 
743, Apr. '55. 

Electrostimulation in Apnea after ECT; R. 
Meadows, Jr., 620, Feb. '55. 

Hemiplegia Following ECT; R. Thomas, 622, 
Feb. '55. 

Hip Fracture in Patient with Amputation 
Stump; J. Lanzkron, 702, Mar. '55. 

Intracranial Electroshock Therapv; J. Negrin, 
121, Aug. '54. 

Origin and Earl History of (H.N.), 933, June 
55. 

Porphyria; Treatment of Psychotic Complica- 
tion of with Electroshock; F. Lemere, 41, 


July 54. 

Succinyl Softened Electroshock; R. Robie, 549, 
Jan. '55. 

"Tuberculosis Patients Treated with; H. 


Pleasure, 177, Sept. 54. 
Insulin: 
Combined Psychiatric Treatments; D. Annau, 
734, Apr. '55. 
Comparative Diagnostic Considerations and 
Prognostic Evaluations of Electroshock and; 
L, Ford, 756, Apr. '55. 
Insulin Coma Therapy in an Army Hospital ; 
J. Lifschutz, 466, Dec. 54. 
(Corr. re this article, 781, Apr. 55.) 
Intensive Insulin Shock Therapy; a Five-Year 
Study; E. Brannon 659, Mar. 58. 
Treatment in Schizophrenia; A Fourteen-Year 
Follow-up Study; F. West, 583, Feb. ’55. 
Whole Protein as an Adjunct in Insulin Coma 
Therapy; J. DeMott, 774, Apr. 85. 
Sin, Crime, and Sickness (Ed.), 471, Dec. '54. 
Sleep Levels in Enuresis ; K. Ditman, 913, June '55. 
Social Psychopathology: Die Exekution des Typus; 
W. Wagner (R), 398, Nov. 54. 
Social Work: Review of Psychiatric Progress, 
7054, Symp.; H. Crutcher, 537, Jan. 55. 
Sociometry: Who Shall Survive? ; J. Moreno (R.), 
157, Aug. '54. 


Specialty Certification: Preparation for; N. 
Morgan, 449, Dec. 54. 
Speculation in Reality; I. Laucks (R.), 944, June 


Speech Disturbances: Klinische und Sprachwissen- 
schaftliche Untersuchungen zum Agrammatis- 
mus; Fr. Panse (R.), 70, July ’54. 

Stellate Ganglion Infiltration in Organic Psychosis 
of Late Life; J. Haber, 751, Apr. '55. 

Stress: 

Psychological and Experimental Approach to; 
J. Cohn, 276, Oct. '54. 

Third Annual Report, 1953; H. Selye (R.), 157, 
Aug. '54. F 
Succinyl Softened - Electroshock; T. Robie, 549 

Jan. '55. ds 

Suicide: 114 Military Patients Hospitalized be- 
cause of Abortive Attempts; M. Fisch, 33, 
July 54. 

Swiss Psychiatry; H. Ellenberger (R.), 794, Apt: 
'55. 


T 


Terminology : 
Perspective in Psychiatry (Ed.), 309, One 
Recurrent Maladies in Scholarly Writing; 
McCartney (R.), 238, Sept. '54. 
Shock and Narcosis: Proposal for More Apt 
Terms (Corr.), 383, Nov. '54. 
Tests: See also Psychology, Rorschach. 
Graphomotor Projection. Technique; Se 
R.), 877, May ’55. h 
1 — e Fourth Yearbook; O. 
Buros (R.), 78, July '54. 
Sentence Completion; J. Holsopple (R.), 80 


Kutash 


May 55. E 
Textbook: General and Special Psychiatry; M. 

Reichardt (R.), 798, Apr. 55. É 
Time Sense in Psychiatric Cases; F. DuBois, 45 

July 54. H 
Tuberculosis with Mental Illness Treated with 


ECT; H. Pleasure, 177, Sept., 54. 


U 


5 M. 
UNESCO Publications: Interrelations of Culture 
(R.), 557, Jan. '55. : 
Unfit Parents (Ed.), 150, Aug. 54. j 
Unmarried Mothers: Psychology of; 
337, Nov. '54. 


J. Cattell, 


V 


tion 
Veterans Administration and State cori ; 
Toward Mental Health; H. Tompkins, 
Sept. 84. 
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Atcheson, J. D.; and Williams, D. C.: A Study of 
Juvenile Sex Offenders, 366, Nov. '54. 


B 


Banay, Ralph S.: Social Behavior After Treat- 
ment, 241, Oct. '54. 

Barnes, Robert H.: See Busse, Ewald W., jt. auth. 

Barnes, Robert H.: See Ebaugh, Franklin G., jt. 
auth. 

Barsa, Joseph A.; and Kline, Nathan S.: Combined 
Reserpine-Chlorpromazine Therapy in Disturbed 
Psychotics (P.C.R.), 780, Apr. '55. 

Bartemeier, Leo H.: Psychiatric Consultations, 364, 
Nov. '54. 

Barton, Walter E.: Outpatient Psychiatry and 
Family Care (Review of Psychiatric Progress, 
1954), 530, Jan. 58. 

Berlien, Ivan C.: Psychiatric Aspects of Military 
Manpower Conservation, 9r, Aug. '54. 

E ee J.: See Whitehorn, John C., jt. 
auth, 

Bishop, George H.: See Clare, M. H., jt. auth. 

Bird, Etta G.; Goss, John D. Jr.; and Denber, 
Herman C. B.: Chlorpromazine in the Treat- 
ment of Mental Illness, 930, June '55. 

Blau, David; and Zilbach, Joan J.: The Use of 
Group Psychotherapy in Posthospitalization 
Treatment, A Clinical Report, 244, Oct. '54. 

Blinn, Kenneth A.: See Ditman, Keith S., jt. auth. 

Bogoch, Samuel: A Preliminary Study of Post- 
a Amnesia by Amytal Interview, 108, Aug. 

a Earl D.: See West, Franklin H., jt. auth. 

en, Giovanni; See deSanctis, Carlo, jt. auth. 
owman, Karl M.: Alcoholism. Geriatrics (Re- 

View of Psychiatric Progress, 1954), 527, Jan. 58. 

Bowman, Karl M.; and Rose, Milton: Do Our 
Medical Colleagues Know What to Expect from 
Psychotherapy?, 40r, Dec. 54. 

Brannon, Earl P.; and Graham, Walter L.: Inten- 
Sive Insulin Shock Therapy—A Five-Year Sur- 

p 650, Mar. '55. 

0 Earl P.; and Waites, J. Arthur: The 
ole of the Clinical Psychologist in Ward Ad- 

muinistration, An Extension of the Therapeutic 

Bros Concept, 497, Jan. 'ss. 

SE Ann Lawler; Gleser, Goldine; Winokur, 

Qu and Ulett, George A.: The Use of a 
2 tol Population in Neuropsychiatric Research 

i eure Psychological, and EEG Evaluation 

ki eterogeneous Sample), 248, Oct. 54. 

Trin” Keeve; Erdmann, Albert J, Jr.; Lorge, 

ol 11755 Deutschberger, Jerome; and Wolff, Har- 

dos The Cornell Medical Index-Health Ques- 

en pu VII : The Prediction of Psychosomatic 

Sychiatric Disabilities in Army Training, 
» July 84. 

Tbe William; Deutsch, Lawrence; and Dickes, 
enis The Use of Chlorpromazine in the 
e ent of Barbiturate Addiction with Acute 

Bros 11 Syndrome (C. N.), 696, Mar. 55. 

OM P. enry W.: On Discovery and Experiment 
> Sychiatry, 561, Feb, 'ss. 


Bruetsch, Walter L.; and Williams, Clifford L.: 
Arteriosclerotic Muscular Rigidity with Special 
Reference to Gait Disturbances, Clinico-Anatomic 
Study of Two Cases, 332, Nov. '54. 

Burling, Temple; and Longaker, William: Train- 
ing for Industrial Psychiatry, 493, Jan. '55. 

Busse, Ewald W.; Barnes, Robert H.; Silverman, 
Albert J.; Thaler, Margaret; and Frost, Law- 
rence L.: Studies in the Processes of Aging. X: 
The Strengths and Weaknesses of Psychic Func- 
tioning in the Aged, 896, June '55. 


Cc 
Camargo, Oswaldo: Letter from Brazil, 81, Aug. 


54. 

Cattell, James P.: Psychodynamic and Clinical 
Observations in a Group of Unmarried Mothers, 
337, Nov. '54. 

Cattell, James P.: See Hoch, Paul H., jt. auth. 

Chapman, A. H.: Paranoid Psychoses Associated 
with Amphetamine Usage; A Clinical Note, 43, 
July 54. 

Clare, M. H.; and Bishop, George H.: Dendritic 
Circuits: The Properties of Cortical Paths In- 
volving Dendrites, 818, May '55. 

Cohen, Elias: See Feldman, Paul E., jt. auth. 

Cohen, Sheldon B.: Psychosis Resulting from Pen- 
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A year ago you graciously bestowed on 
me the highest honor within your gift. 
Though undeserved, such an evidence of 


friendship and esteem from one's colleagues 


is the greatest gratification that his profes- 
sional life can bring him. As I stand at this 
dais, however, and think of the long line of 
distinguished predecessors who have stood 
here during the past century and more and 
the great contributions which many of them 
made to American psychiatry and the 
benevolent service they rendered mankind I 
can feel only unworthiness and humility. 
The year, nevertheless, has brought many 
pleasures and satisfactions. It has been a 
happy privilege to observe the unselfish de- 
votion to the welfare of the Association 
Shown by the officials, the Council, and the 
many standing and other committees. The 
paid staff, too, has not only zealously carried 
out the policies of Council but has kept the 
Wheels of administration turning smoothly. 
It was a source of much gratification both 
to officers and staff that Dr. Daniel Blain, 
our medical director, was able after a period 
Of sick leave to return to duty early in Janu- 
ay. He brought restored energy and re- 
newed zest for methods which offer greater 
service to the Association and its members. 
at returned with new plans as to how the 
. representing organized Ameri- 
ey, may play a larger and more 
a P € both in extending the boundaries 
Te latry as a science and in promoting 
tion qm for the treatment and rehabilita- 
el e DRY ill. The Association was 
of De x ortunate in securing the services 
chiatry 110 5 Tompkins, chief of the psy- 
, and neurology division, Veterans 
5 ae as acting director during 
many ae i absence. Already familiar with 
io € activities of the Central Office, 
with mpkins was able to carry them on 
Out interruption, 
of i e significant events or activities 
year mention should be made of the 
*Read at the rrr 
Sychiatric 
* 9-13, 1955 


h annual meeting of The Ameri- 
Ssociation, Atlantic City, N. J., 


Assembly. This important body completed 
its organization, adopted a procedural code, 
created a policy committee which will meet 
not only at the annual meeting but at the 
time of the fall Council meeting. It also 
established a proportional representation of 
District Branches in the Assembly. The most 
important action of the Association in re- 
spect to the Assembly was the adoption of 
an amendment to the By-Laws which for- 
merly provided that the Assembly should 
consider only matters referred to it by Coun- 
cil, but now under the amendment presents 
to Council suggestions and recommendations 
pertaining to the objectives of the Associa- 
tion. This amendment will not only promote 
democratic processes in the transaction of the 
Association's affairs but will bring the gen- 
eral membership into closer relationship with 
the parent organization. It will also facili- 
tate the task of Council by reason of the fact 
that many matters referred to it will have 
received study and consideration by District 
Branches and Assembly before reaching 
Council. 

Probably most members are not aware of 
the extent and importance of the work per- 
formed by the standing committees. Two- 
day meetings of these committees are held 
immediately prior to the fall meeting of 
Council. Not until the fall of 1954 was it 
possible for the Association to reimburse 
members for their expense in attending meet- 
ings of their respective committees. As a 
result some committees had been obliged to 
discuss their agenda by correspondence or 
to meet without full attendance. In its 1954- 
1955 report the Budget Committee was able 
to assign funds for meetings of committees. 
The attendance at the October 1954 commit- 
tee meetings was therefore unusually large 
and in the opinion of the co-ordinating com- 
mittee chairmen their committees made 
sound studies of many subjects which are of 
concern to the Association. The Association 
is greatly appreciative of their work, 

Speaking of standing committees, mention 
may be made of the fact that at its October 
meeting Council authorized the establishment 
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of a committee on private practice. In view 
of the large percentage of members engaged 
in this constantly growing branch of psy- 
chiatry it certainly seems to be deserving of 
more study. 

As I approach the discussion of another 
subject I should like to quote from the presi- 
dential address of Dr. Arthur H. Ruggles at 
the 1943 annual meeting: 

Our rapid growth and our increasing responsi- 
bilities call for the establishment of a permanent 
and unified center of The American Psychiatric 
Association. I visualize such a center as the Ameri- 
can Academy of Psychiatry, which in a permanent 
home would contain and represent the whole con- 
stellation of activities which are associated with 
the name and the history of our Association. It 

. would house our offices; it would house our psy- 
chiatric library, offering opportunities for growth 
and development; it would be a center of informa- 
tion for our membership regarding biographical or 
research problems; it would house the records of 
our committees and provide room for the meetings 
of the Council, Executive, and other committees; 
it would be the administrative and intellectual clear- 
ing house of American psychiatry. We should make 
plans at once to bring about such a center and thus 
respond to the call for greater leadership by means 
of according enhanced facilities to our great mem- 
bership, 

It must be a source of great satisfaction 
to Dr. Ruggles to know that the permanent 
home which he urged twelve years ago is 
about to become a reality. You will remem- 
ber that a year ago you authorized the pur- 
chase of property in Washington suitable to 
serve as a permanent home or official center 
for the Association provided that a suitable 
building could be secured for not more than 
$150,000. A committee composed of Dr. 
Winfred Overholser, as chairman, and Drs. 
Zigmond  Lebensohn, Henry Laughlin, 
Henry Davidson and Robert T. Morse, to 
be assisted by Honorable Warren Magee, the 
legal counsel of the Association, was em- 
powered to negotiate for the purchase of a 
building. This committee entered into ne- 
gotiations for the purchase of property lo- 
cated at 1704 M Street, N.W., a building 
which had previously been inspected by 
Council and many other members and con- 
sidered desirable as a permanent home. You 
will remember that pictures of it were shown 
last year at the annual meeting in St. Louis. 
The committee, with the assistance of Mr. 
Magee, was finally able to purchase the 
property on unexpectedly favorable terms. 


Last August the American Bar Associa- 

tion completed the construction of a perma 
nent home. The dedicatory address was 
given by Chief Justice Warren: 
Until today the buildings which we are here 
dedicating were mere walls and ceilings, composites 
of mortar, bricks and steel. Like other structures 
they could have been adapted to a variety of uses 
and to purposes either high or low. 

Today in the presence of each other and standing 
before the world, we of the American Bar Asso- 
ciation testify to the high purpose which brought 
them into being and to the fond hopes we have for 
their usefulness to mankind. 

From this day forward we shall call them home, 
with all that word implies, not only for the or- 
ganized bar of the nation, but also for the abiding 
spirit of American jurisprudence. Not merely à 
home for lawyers, but also for the law. 


The purchase of this home marks, I be- 
lieve, an important milestone in the history 
of American psychiatry, a re-dedication of 
its high purpose. On one of the walls of the 
new home of the American Bar Association 
are carved the following words: “Give me 
the liberty to know, to think, to believe, and 
to utter freely, according to my conscience, 
above all other liberties.” If not in words 
then in spirit we should carve on the walls 
of this building: “Above all other healing 
arts give us the knowledge and skill to heal 
troubled minds.” j 

The purchase of a home for the d 
tion has brought with it a very realistic pro)” 
lem—the raising of a considerable sum 9 
money. There could have been no happie! 
choice for the chairmanship of a committe 
to raise these funds than the selection © 
Dr. William Terhune. Always courteous 2n 
considerate he has reminded us that 50 ii 
as obligations to family and other Re 
bilities will permit we should each cud 
part in what as members of the Associa 


we decided is for the welfare of fe PS 


needs has been widespread 
Funds are still needed, however. 
changes must be made in the interior d 
building in order to secure the 92 0 ie 
building inspector’s permit for e. for 
pancy. There will be some 1 dis 
furnishings. It is my hope, too; that 1 T 
home of American psychiatry bu 
gradually be built up a library whic! 
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worthy of this Association and the place it 
occupies in world psychiatry. 

Never before has there been a period char- 
acterized by such an interest in the promo- 
tion of mental health and the reduction of 
mental illness. This lively interest is shown 
at lay, professional, and governmental levels. 
Among the laity we note among many other 
evidences of this interest a desire for more 
information concerning the causes and pre- 
yention of mental illness, at the professional 
level an increased effort in research, and at 
the governmental level an increased willing- 
ness to appropriate funds for research, train- 
ing, and allied purposes, the requests of 
states for the inspection of their hospitals by 
this Association through its Central Inspec- 
tion Board, and such studies of the public 
problem of mental disease as was made at 
the Governors’ Conference on Mental Health 
held in Detroit in February 1954, under the 
auspices of the Council of State Govern- 
ments. Another promising movement is the 
holding of regional conferences called for 
the purpose of bringing together political and 
scientific leaders in the hope that through 
interstate compacts a cooperative program 
may be formulated for the alleviation of 
mental health problems. One of the most 
active of these conferences was one called by 
the Southern Regional Education Board and 
the Governors of sixteen Southern states for 
the Purpose of establishing an interstate 
council which should through a pooling of 
Tesources foster mental health training and 
Tesearch and develop centers for interdisci- 
10 advancement in the mental health 


At the Governors’ Council on Mental 
Health last year and on various other occa- 
1100 Dr. Appel, then President of this 
de ot spoke of the need for a “Flex- 

port” on mental health and hospitals. 

; a Appel’s reference, of course, was to the 
far "i improvement in medical education 
pe oven the publication in 1910 of Dr. 
0 am F lexner's report on medical educa- 
nin the United States and Canada. At the 
i a on Directions of Current Prog- 
tbe Psychiatry held at Washington in Oc- 
ep there was discussion both by the 
y th us Committee of this Association and 
€ Council on Mental Health of the 


American Medical Association as to the fea- 
sibility of a comprehensive survey of the 
whole field of mental illness and of the re- 
sources for promoting mental health. In 
January at a joint meeting of the A.P.A. 
Executive Committee and the A.M.A. 
Council on Mental Health, co-chaired by 
Dr. Appel, representing the former or- 
ganization, and by Dr. Leo Bartemeier 
of the latter, it was agreed that the two 
organizations should establish a Joint Com- 
mission on Mental Illness and Health. In 
order that the survey should be a compre- 
hensive one it was decided to invite several 
organizations concerned with the subject of 
mental health to participate in the survey. 
The Field Foundation generously granted 
The American Psychiatric Association $5,000 
to assist in the early planning work of the 
proposed Commission. A formal organiza- 
tion meeting of the Commission was held 
April 7-8 under the chairmanship of Drs. 
Appel and Bartemeier. In addition to the 
representatives of the A.P.A. and A. M. A. 
there were representatives of sixteen other 
national organizations having a direct inter- 
est in mental health. Other groups were in- 
vited because of the belief that the most 
promising means of dealing with mental ill- 
ness lies in a thoroughgoing national analysis 
of the problem through a coordinated pro- 
gram of research and study shared among 
the various groups, public and voluntary, 
concerned with different aspects of mental 
health. The Commission has now been or- 
ganized and will soon be formulating a 
program for what is hoped will be a far 
more fundamental attack on mental illness 
than has ever before been possible. Among 
many objectives the proposed study should 
include that of the public mental hospital 
with, it is hoped, some recommended de- 
partures from its traditional and limited role. 
The public hospital should be thought of as 
merely a part—a small part—of community 
services, all of them designed to forestall 
or prevent hospitalization. If this is not 
possible, then the hospital should be better 
prepared to employ all presently known re- 
sources of treatment, limited though they be. 

Some of you may not know that the 
Committee on Interstate and Foreign Com- 
merce has reported favorably on a bill to 
amend the Public Health Service Act au- 
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thorizing the Surgeon General “upon the 
recommendation of the National Advisory 
Mental Health Council to make grants for 
the carrying out of a program of research 
into and study of our resources, methods, and 
practices for diagnosing, treating, caring for, 
and rehabilitating the mentally ill, such a 
program to be on a scale commensurate with 
the problem.” The bill provides that grants 
shall be made to nongovernmental agencies 
or commissions composed of leading national, 
medical, and other professional associations 
active in the field of mental health. 

If this bill is enacted, as now seems prob- 
able, the Joint Commission on Mental Ill- 


ness and Health will be eligible to receive 


and disburse large grants of money from 
both public and private agencies and founda- 
tions. While the Commission does not at 
this time have assurance of the funds neces- 
sary for its program yet the probability is so 
great and the potentialities that may even- 
tuate from a study such as that outlined in 
the bill are so far-reaching that I cannot let 
this occasion pass without making reference 
to the extraordinary opportunity which we 
hope awaits American psychiatry. 

Thus far I have discussed psychiatry and 
the affairs of the Association. Since, how- 
ever, there could be no Association were 
there not psychiatrists, I should like for a 
few minutes to consider the psychiatrist 
himself with special reference to his interest 
in the humanities. Perhaps the thought for 
a discussion of this nature was prompted by 
an address given by Dr. Aura Severinghaus, 
associate dean, Columbia University College 
of Physicians and Surgeons, on the occasion 
of the opening of the new Lankenau Hospital 
in Philadelphia, eighteen months ago. Speak- 
ing at that time on the subject “Expanding 
Horizons in Medical Education" Dr. Sever- 
inghaus quoted Lord Horder: 

The student's pre-medical program is lopsided ; 
almost from the moment a boy or girl decides to 
be a doctor, the confines of his or her interest tend 
to become more and more narrow. Medicine, which 
should have the widest contacts of any profession, 
almost ceases to be a liberal education, for its 
cultural outlook dwindles from this moment. 

I fear there is much truth in Lord Horder’s 
observation that a narrow vocationalism 
tends to dominate the minds of many pre- 
medical students in our colleges of liberal 


arts. In the opinion of some educat 
universities, formerly the repository 


training institutions in the professio 
the liberal arts tradition has been 
in a flood of materialism, P 
build any bridges, but his writ 
searching, and wide-ranging in tl 
constitute one of the most influen 
of work in the history of the race. 
In his Lankenau address Seve 
pointed out certain desirable ingr 
the physician’s preprofessional 
three of which I should like to quote: 


(1) Training in the acquisition of factual 
of ourselves, our society and other s 
physical world, and ultimate reality, so far 
humanly knowable; (2) training in matt 
responsible evaluation and decision in 
versial areas of social policy, mor: 
religion, and (3) training in synoptic © 
sion, ùe., in the escape from the multiple pro 
isms which bedevil mankind and in the al 
of larger and more inclusive perspectiv 


I am not competent to know th 
of the educational program which 
medical student should have but 1 
of us would hesitate to say that $ 
program should contain a maximum 
general and humanizing studies that 
the student with the wisdom of the 
give him a broad knowledge of 
Is it not possible that the typical 
curriculum runs a serious risk 0 T 
out of the student the creativity, the 
appreciation, and the ability to thi 
the professional man should have? T 
sician, and particularly the psy 
should know the true and the good, andi 
better if he also appreciates the 
Dr. Killian, president of Mass 
stitute of Technology, recently st 
exclusive concentration in the 
ences tends to overemphasize tht 
analytic approach at the expense of im 
tive thinking, reflection, and specu 0 
remedy, he believes, is calling on 
sciences and the humanities to 
healthy balance. It is generally co 
professional education must not only. 
factual knowledge but must also deve 
creativity. Somehow through th ed 
processes the mind must be $ nfo 4 
the creative imagination be so St 
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they can take wing together in a disciplined 
flight. We must, of course, give full empha- 
sis to all that is valid in the natural sciences, 
especially to all those which will be applicable 
to the study and practice of medicine. It is 
highly desirable, however, that we recognize 
more fully the importance of including in- 
struction in those studies which discuss the 
sensitive and subtle solutions of human prob- 
lems as they are recorded in the humanities. 
The methods of learning about values in art, 
literature, philosophy, and religion are not in 
all respects the same as those of science. 
In some of these studies emotions and atti- 
tudes of appreciation and feeling as well as 
logic must be considered. Thus the psy- 
chiatrist, whom I like to think of as the most 
perceptive of the medical profession, should 
gain an enlightened understanding of the 
personal and social values which have char- 
acterized mankind at its best and noblest. 
Psychiatry tends to counterbalance the em- 
phasis which medicine is apt to place on the 
natural and physical sciences, to promote an 
interest in people and human relations. It 
is not altogether easy for the medical student 
or for the physician to find time and oppor- 
tunity, or perhaps have even the native apti- 
tude for acquiring the infinite intellectual and 
Spiritual insights which the always pessi- 
mistic Henry Adams believed were so lacking 
that he feared chaos awaited man. 

Leonard Carmichael has called attention 
to the accelerating growth in known facts 
Which have been piling up and now constitute 
one of the problems of modern education. 
Even in the past century there has been a 
tremendous increase in almost every im- 
Portant area of study in the physical and 
oie sciences, the social sciences, and in 
the humanities. All this knowledge, Profes- 
Sor Carmichael reminds us, must be dealt 
With by brains that are biologically old and 
e unchanging. It was almost inevitable 
that this great increase in facts to be learned 
oS tend to push out from established 
te 9 15 of study some of the very subjects 
8 since the Renaissance have given many 
Sale men and women a conservative 
et g for the great and, in certain respects, 
ee ante rar of 1 uri living as 

i erature of classi iqui 
and in the Bible. E 


To return to a little more relevant dis- 
cussion concerning the physician, I should 
like to quote once more from Dr. Severing- 
haus’ address: 


The chief complaint against the specialist seems 
to be that he has, by directing his full attention to 
a limited area of medical practice, become compe- 
tent in the scientific management of certain specific 
diseases but has lost the human touch and is no 
longer interested in the patient as a person. 


In spite of the fact that the psychiatrist may 
at times become greatly engrossed in the 
psychopathology of his patient's personality 
disorder the psychiatrist's relation with his 
patient is nevertheless characterized more 
than that of any other specialty by a deep 
and warm human sympathy and understand- 
ing. Of all medical specialists the psychia- 
trist is, we believe, best equipped with in- 
sights into human relationships. I am 
inclined to believe also that he is more sensi- 
tive than his fellow practitioner to the values 
that endow life with meaning and signifi- 
cance. In spite of this I fear that we psychia- 
trists should expose ourselves more to what 
Francis Braceland terms the leavening and 
liberalizing influences of the humanities. 
While to define the humanities to this 
audience is to affront yet I am not sure that 
the term “humanities” has a fixed meaning. 
Some use it as signifying the secular in con- 
trast to the theological, or the social and 
moral versus the intellectual, or the intellec- 
tual in contrast to the practical. The Dic- 
tionary of Education and Instruction states 
that the humanities consist of certain 
branches, the study of which “has a tendency 
to humanize man,” in contrast to the physical 
sciences, “which especially develop the in- 
tellectual faculties.” The humanities dis- 
tinguish themselves from the sciences in so 
far as they seek different values and employ 
different methods. Progress was made possi- 
ble in medicine, chemistry, physics, and all 
sciences by doubts, by questionings, by test- 
ing hypotheses and by critical activities. 
Likewise in the humanities we should en- 
courage thought and speculation, and should 
re-valuate and judge material and spiritual 
things according to their worth. Some of 
you will remember the hope expressed by 
the bacteriologist, Hans Zinsser—a rare em- 
bodiment of science and culture. In his 


6 PRESIDENTIAL ADDRESS 


[July 


autobiography, R. S. as I Remember Him, 
Dr. Zinsser expressed the hope that the new 
science may be molded with the older hu- 
manistic culture into a harmonious whole. 

In his Spencer Trask Lecture at Princeton 
in 1938 Ralph Barton Perry gave a some- 
what unusual and yet significant definition 
of the humanities. “I define the humanities,” 
he said, “to embrace whatever influences 
conduce to freedom.” To Perry the term 
“humanities” is not to be employed as a mere 
class name for certain divisions of knowledge 
or for certain human institutions and rela- 
tionships, but to signify a certain condition 
of freedom which these may serve to create. 
By "freedom" he meant enlightened choice, 
i. e., action in which habit, reflex, or sugges- 
tion are superseded by an individual's funda- 
metal judgments of good and evil, an action 
which proceeds from personal reflection and 
integration. I suppose most of us would not 
formulate such a philosophical definition but 
would think of “the humanities" as a desig- 
nation for literature, fine arts, music, philoso- 
phy, and history including that of the history 
of culture. We would term as a humanity 
whatever broadens learning, stimulates 
imagination, kindles sympathy, inspires a 
sense of human dignity and imprints that 
bearing and form of intercourse proper to a 
man. Am I too idealistic and visionary if I 
say that the more the psychiatrist has been 
a student of the humanities and the more his 
personality is sensitized by their values, the 
more understanding and efficient a therapist 
he will be? Certainly the cultural implica- 
tions of his profession will be more a reality. 
He will possess more of what Paracelsus, 
the truculent but intuitive physician of 
Einsiedeln who publicly burned the works 
of Galen, referred to as sapientia and de- 
clared it to be 
++. the greatest and highest of all qualifications of 
a physician—without which all his learning will 
amount to little or nothing. 

Speaking of Paracelsus in his role as a 
physician suggests the name of the physician 
who a generation ago was the very embodi- 
ment of the humanities. I refer, of course, 
to William Osler, the only physician ever to 
serve as president of the British Classical 
Association. Many of you, I am sure, have 
read his presidential address given before 


that Association, "The Old Humanities and 
the New Science." In nominating Osler for 
the presidency Professor Gilbert Murray re- 
ferred to him as a learned and cultured 
physician who, while devoting himself to his 
special science, kept nevertheless a broad 
basis of interest in letters of all kinds, In 
many ways Osler seems to have copied his 
own life after probably the first English 
physician to be steeped in the humanities— 
Sir Thomas Browne. Browne's Religio 
Medici was the second book Osler purchased 
in his boyhood—the very copy which lay on 
his coffin fifty-two years later. The words 
with which he described Browne’s writings 
will well apply to his own: “The charm of 
high thoughts clad in beautiful language.” 
That Browne had the warmth of feeling for 
his patients which a love for the humanities 
helps to impart to the physician is shown by 
his words: 

Let me be sick myself if sometimes the malady of 
my patient be not a disease unto me; I desire rather 
to cure his infirmities than my own necessities; 
where I do him no good methinks it is scarce 
honest gain; though I confess 'tis but the worthy 
salary of our well-intended endeavors. 

I suppose that among living physicians who 
are highly versed in the humanities we Wo! 
think first of Albert Schweitzer. 

Every psychiatrist realizes that a contact 
with patients contributes to the grow 
his own personality. I am sure that he reat- 
izes also the enrichment of life and me 
sonality that follows from insight into » 
world of imagination and feeling rn 
the treasures of literature and philosoply) 
by the symbolic function of art, which H 
James described as the shadow of Eu 
by the social institutions of man and à Mel 
in perspective of the long course of p 
tion. He should also include cultural n. 
pology, sociology, and social psycho on 
Spurgeon English has emphasized how 0 
classics in literature provide a rich source i 
knowledge of human motivation. Toe 
novelists depict in graphic words bo ae 
springs of human action and the ke n 
variety of human feelings. I think, fo ET 
stance, of Hawthorne's portrayal of D 
ing guilt in The Scarlet Letter. Psyc 
will, of course, help to understan 15% 
speare. Is it not possible that Shakesp 
will help in understanding psychiatry? 
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By no means the least value to the psy- 
chiatrist of an acquaintance with the hu- 
manities is that of promoting an empathy 
with the patient. They help to correct a 
tendency to think of the patient as merely 
a bundle of drives seeking expression. In 
psychiatry we deal with more than the ob- 
jectivity of a science, not that the humanistic 
spirit can ignore science, but it should be re- 
membered that in psychiatry we deal also with 
the subjective aspects of an individual. Man 
has something beyond his biological reflexes 
and genetic behavior; he has also a moral 
and spiritual endowment. The psychiatrist 
must be concerned with more than science. 
He must include with it all the values that 
give meaning to human life. 

Ihave urged that the psychiatrist be con- 
versant with the humanities and the liberal 
arts sometimes called the chromosomes of 
civilization. He must not, of course, become 
a pedant. A life shut up in books does not 
develop a capacity for participation in the 
emotional experiences of others. Books are 
indispensable: they are the quarries from 
which the stones for the intellectual edifice 
are obtained. But the shaping and polishing 
are more effectively done by contact with 
other minds. Through active participation 
in the experiences of life shared by all per- 
Sons he must learn to live in fruitful com- 
Panionship with his fellow men. It is said 
that in the days of chivalry men were so 
oppressed by the weight of their armor that 
when unhorsed they could not rise from the 
ground, Something of the same sort occurs 
In a mind afflicted with what one may call an 
Overgrowth of book learning, a life shut up 
in books. A psychiatrist, a psychotherapist, 
1S not made by the mere possession of a stock 
i facts, scientific, literary, or philosophical. 

€ must among many other qualifications 
1290 of course, an understanding of the 

asic emotional needs of others and a ca- 
Pacity for the imaginative recreation of his 
Phats past. If in addition to his knowl- 
e of psychopathology and his deep interest 
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in human beings he has also a penetrating and 
appreciative acquaintance with the humani- 
ties and the social sciences his talent for 
psychotherapy will be increased. It would 
be well for the psychiatrist to remember the 
comment of Montaigne: 


The bee pilfers from this flower and that, but after- 
wards makes honey thereof which is all his own. 


If, therefore, the psychiatrist adds to the 
knowledge of his own field a familiarity with 
the humanities he should develop a richness 
and depth of personality over and above that 
which either subject can contribute. With 
such resources he should be all the better 
therapist. 

There is, however, another aspect of psy- 
chiatry which should not be forgotten. Psy- 
chiatry is a specialty. I think it was Bergson 
who said that the inferiority of the animal in 
contrast to man lies entirely in this—that it 
is a specialist. It can do one thing admirably ; 
it can do nothing else. There is, I believe, a 
danger that the specialist may live in a nar- 
row province embracing only a minute frac- 
tion of the values of the larger world. It 
seems to me that the psychiatrist finds more 
of a remedy for this than do many specialists 
—namely, his power of feeling, through 
which he may penetrate to the centers of 
other men and share the outlook of their 
emotional lives. He should, however, be 
watchful lest his vision become limited by a 
narrow cultural horizon. 

Over a hundred years ago Dr. Philip 
Austin, a graduate of Yale College and of 
the University of Maryland Medical School, 
wrote: 


The routine of professional duties often tempts the 
scholar to sink into the mere practitioner. 


What I have tried to express as the theme 
of these somewhat scattered remarks is the 
hope that the psychiatrist will add to his 
professional assets the combined emotional- 
intellectual values of man’s cultural heritage 
and that thereby he will not become a mere 
craftsman, 
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A Puritan ancestry, boyhood on a New 
England farm, and the inspiration of a school 
teacher mother combined to produce in our 
eighty-first President high principled dedica- 
tion of service to others, unflagging capacity 
for work, and impressive scholarly attain- 
ments. Never one to put self-interest ahead 
of his duties and responsibilities, Arthur 
Noyes has devoted nearly fifty years of his 
life to the practice of his chosen profession, 

over four decades being in the care of the 
mentally ill, As hospital administrator, au- 
‘thor, lecturer, and humanitarian he ranks 
high on the roster of those who have graced 
the chair of the presidency of our Associa- 
tion. Kindly, devoid of pretense, leading by 
precept rather than fiat, his tireless labors 
have always been a source of wonderment 
and stimulus to his associates. 

In 1633, the ancestors of Arthur Noyes, 
being oppressed by religious intolerance 
against their Puritan ministry in England, 
“were generally stirred” to leave their parish 
in Wiltshire and come to New England, “a 
land where religion and liberty could find a 
safe and lasting home.” In the New World 
the Noyes family spent succeeding genera- 
tions in time-honored piety and honest toil. 
Dr. Noyes’ parents had a farm in the hills 
of Western New Hampshire near Enfield 
and not far from Dartmouth College. It 
was here that he was born November 26, 
1880, the youngest of three sons, 

Life on a farm for any boy can be a 
wondrous thing and so it was for Arthur 
Noyes. The endless chores arduous as they 
necessarily were, were lightened by the 
“swimmin’ hole” and “fishin’,” the love of 
the farm animals, and the ever-returning 
cycle of nature. Early schooling was of the 
one-room school variety with one school 
teacher for all the ungraded pupils. The 
mother, a graduate of one of the New Eng- 
land academies and herself a school teacher, 
instilled in her sons a desire for advanced 
education to appreciate the higher intellectual 
and cultural aspects of life. With the basic 
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"three R's" as a foundation Arthur Noyes 
prepared for college at Kimball Union 
Academy, entering Dartmouth College in 
1899, earning his own way by teaching in 
rural schools, working after hours, and in 
summer employment. 

In 1902 Noyes entered the School of 
Medicine of the University of Pennsylvania 
graduating in 1906. Among the graduates 
were many names notable in the annals of 
medicine. A classmate, the eminent poet 
William Carlos Williams, became a life-long 
friend. ^ 

After an internship at City Hospital, 
Welfare Island, New York City, there fol- 
lowed eight years of general practice in 
Western New York State and in the Con- 
necticut Valley. A desire for graduate work 
drew Noyes back to Philadelphia for a year 
in internal medicine and on the neurology 
wards and clinics of Mills, Spiller, Weisen- 
berg, and Lloyd. 

Next came four years at the Boston Psy- 
chopathic Hospital, as an assistant physician 
and chief executive officer. Here Dr. Noyes 
was associated with many men who were 
leaders of that day and who made lasting 
contributions to American  psychiatty. 
Among them were E. E. Southard, Henn 
Solomon, Herman Adler, A. Were 
Stearns, Abraham Myerson, Lawson pa 
rey, James May, and Douglas Thom. 10 
Karl and William Menninger were $ 
members during this period. M 

In 1920 Ba Noyes received an 1 
ment to Saint Elizabeths Hospital in He 
ington, D. C. At that time Saint E 15 
had as its superintendent William A. soli- 
under whose guidance Dr. Noyes puc 
dated his administrative experience 
knowledge of psychopathology. _ 

In E Dr. Noyes left Saint Elizabeth g 
become the superintendent of the we lon 
pital for Mental Diseases in Rhode : A 
While here he enjoyed most pec 
helpful associations with G. Alder 
retired superintendent of the Butler 
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pital and his successor, Arthur Ruggles, both 
former presidents of this Association. 

In 1936 Dr. Noyes was offered the super- 
intendency of the Norristown State Hospital, 
and he has occupied this post for the past 
nineteen years. Dr. Noyes, a widower, lives 
there currently with his son David who 
attends Swarthmore College. The years at 
Norristown have been most fruitful and 
enjoyable for Dr. Noyes who has developed 
that institution from an outmoded facility 
into a modern mental hospital. Practically 
the entire physical plant has been rebuilt, 
many new buildings have been put into 
operation and each year has been one of 
progress both as a center for the care and 
treatment of patients and as a center of 
training for young psychiatrists. Residencies 
have been eagerly sought by young men and 
women, many of whom have gone on to 
important teaching posts and hospital posi- 
tions throughout the United States. Dr. 
Noyes has generously provided an opportu- 
nity for residents to study psychoanalysis in 
the institutes in nearby Philadelphia. In 
addition students from the University of 
Pennsylvania Medical School and Jefferson 
Medical College are given courses of in- 
struction in the psychoses in an actual hos- 
pital setting. 

Dr. .Noyes has always maintained an 
active interest in modern clinical psychiatry 
and the study of psychopathology. He con- 
siders Freud’s contributions of as great 
importance to psychopathology as were 
Darwin's to biology. His two well-known 
Boks are standard works in his field. 
: ne of these first written in 1934 had its 
ourth edition in 1953. This book, Modern 
Clinical Psychiatry, is one of the most widely 
Used texts in American medical schools. The 
other textbook, one on psychiatric nursing, 
970 undergone four editions, the last two 
. been written in collaboration 

ith Haydon, the former superintend- 
ent of nurses of Saint Elizabeths Hospital. 
2 E. a hospital administrator Dr. Noyes 
15 eveloped policies which could be used 
in a model for anyone who occupies this role 

Psychiatry. He has always firmly taken 

E Stand that political considerations would 
SS no influence in the selection of em- 
Ployees. In this he has had the continued 
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support and confidence of his Board of 
Trustees and a gratified community. In the 
selection of his medical staff, except in posi- 
tions of major administrative responsibility, 
he has appointed young physicians. He has 
been permissive to staff and department 
heads in the organization of their work in 
the belief that initiative, responsibility, and 
personal resourcefulness are to be stimulated. 
He believes the leader of a mental hospital 
should have a wholesome influence on his 
staff, a regard for the opinions of his col- 
leagues and a concern for the individual 
welfare and emotional needs of his staff mem- 
bers. There can be no question that this 
leadership as he has practiced it has resulted 
in high morale and the maintenance of a 
superior hospital community, 

Throughout the years Dr. Noyes had been 
active in scientific work outside of his own 
hospital. He has contributed time, effort 
and counsel to the many societies of which 
he has been a member. He is a past presi- 
dent of the Philadelphia Psychiatric Society 
and of the Pennsylvania Psychiatric Society. 
He has served The American Psychiatric 
Association as a member of Council and on 
the Executive Committee. He has also been 
a member of the Committee on Nursing, and 
for a time held the chairmanship of the com- 
mittee on Standards and Policies. He has 
for many years been an associate examiner 
of the American Board of Psychiatry and 
Neurology. 

As Dr. Noyes looks back over forty years 
of psychiatry he is “impressed by the in- 
crease in knowledge which that period has 
brought concerning the human personality 
and the forces that tend to add strength and 
integration or to warp its development and 
even disorganize its structure. It has been 
the history of science that the more we learn 
about forces the more we are able to guide 
them and use them for constructive purposes. 
As psychiatry becomes more and more a 
science of human behavior the more its 
principles should become guides for its study 
and for its direction toward greater indi- 
vidual happiness and more socialized pur- 
poses.” Dr. Noyes foresees mental health 
becoming increasingly a public health re- 
sponsibility. He foresees the teaching of 
mental hygiene principles in the public 


schools. He believes that there will be in- 
creasing application of our knowledge of 
motivation in the field of criminology. He 
looks forward to a time when the borderline 
between psychiatry and other medical sci- 
ences will become less sharply defined. 

Dr. Noyes has stated that his years in 
psychiatry have been pleasant ones, that his 


family has brought him great happiness, h 
associates companionship, the leaders of 
chiatry inspiration, and not least, that h 
patients have taught what kind of man hei 
To this it may be added that he in turn h: 
brought to his associates untold inspiratio 
and guidance, and has taught them 
kind of men they are. 
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Cricaco, ILL. 


A great many mental patients are diag- 
nosed as suffering from one variety or an- 
other of schizophrenic illness. So far no 
indisputable evidence has been adduced as 
to the existence of any subgroup category as 
an independent disease entity. Often quali- 
fying terminology is used which is different 
from that of the standard classification. 
Recent contributions as to etiology and diag- 
nosis of schizophrenia tend to enlarge rather 
than diminish the size of the group. The 
standard classification gives a subtype break- 
down, extensive enough in itself to make 
one wonder if this group is truly homogenous 
or unitary in basic, defining characteristics 
and still so large statistically. There are 
many “fringe” schizophrenic conditions: 
paraphrenias, pseudoneurotic schizophrenias, 
oneirophrenias, schizophrenic reaction types, 
Schizophreniform and schizoid conditions, 
Supposed schizophrenic transformations of 
compulsive-obsessive neuroses, schizoaffec- 
tive psychoses, etc. 

_ Some of the observers advancing special 
ideas in this field insist that certain basic 
Schizotypal characteristics are present in 
Many patients presenting the symptomatol- 
gy of the atypical cases. Others insist on 
the fundamentally nonschizophrenic charac- 
ter of cases in which the superficial present- 
mg symptoms would be classified as schizo- 
Phrenic by other observers as in the case of 
the concept of oneirophrenia. Differentia- 
tions are made usually on symptomatic de- 
Scriptive criteria of the observed attack as 
Well as on long-term history. 

i a Purpose of the present investigation 
n. In the first place it has seemed 
ity Pa giving a fair trial to the possibil- 

4 at our rapidly deepening insight into 
8 of intracellular enzymatic 
oes might help to define the character 
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of the homeostatic disturbance so often 
found in schizophrenics. In the second place, 
if once a pathological criterion inherent in 
the functioning of human cells is found, its 
possible correlations with clinical manifesta- 
tions should be investigated. 

As a result of more than 3 years of re- 
search we are able to describe a cellular enzy- 
matic anomaly which characterizes a wide 
range of schizophrenic patients as opposed 
to the normal organism. Since our investiga- 
tion is an empirical approach to observe cor- 
relations, we do not have to assign any causal 
significance to our findings. We believe that 
the present state of our knowledge concern- 
ing schizophrenia is inadequate for formu- 
lating a satisfying causal theory. We believe, 
on the other hand, that an objective regis- 
tration of clinical pictures that appear cor- 
related to a certain biological phenomenon 
can only deepen our insight into the patho- 
logical mechanism of the disorder, quite in- 
dependently of etiological considerations. 

There have been reported several attempts 
to correlate the chemistry of erythrocytes 
with schizophrenic conditions. Some of these 
studies were of analytical chemical nature, 
others were dynamic-enzymatic in charac- 
ter(1, 2, 3). We have not found in the 
literature any attempt to search systematic- 
ally for correlations between cellular bio- 
chemical findings on the one hand and par- 
ticular clinical manifestations on the other. 


METHODS 


Biochemical Method. —We have utilized a 
possibility of testing a cellular enzymatic 
difference between schizophrenic and healthy 
organisms with respect to the effect of insulin 
on the metabolism of erythrocytes. The 
latter effect was found in the preliminary 
phase of the investigation and the described 
method probably does not represent the best 
or exclusive way of demonstrating such an 
effect. We have found some indications in our 
recent experimental work that it may become 
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possible to demonstrate this intracellular 
change as well as its pathological deviation in 
a more convenient way. A more detailed de- 
scription of the enzymatic change involved is 
being reported elsewhere. 

Venous blood samples were taken from 
fasting persons, Heparin was used as anti- 
coagulant. The blood sample was kept on ice 
for a period not longer than an hour and was 
then divided into 2 equal parts, one of which 
was supplied with a small amount (4 unit 
per ro ml. of blood) of insulin (Iletin, 
Lilly). The 2 blood samples were then 
incubated at 37° C. for 30 minutes. The 
cells were then separated from the plasma 
by centrifuging, whereafter the cells were 
resuspended in cold Ringer's solution and 
recentrifuged. This procedure eliminates 
practically all leucocytes. The erythrocyte 
cream was then hemolyzed by the addition of 
6 volumes of ice-cold distilled water. After 
filtration the resulting hemolyzate served as 
"enzyme solution" in an incubation mixture 
containing hexosediphosphate as substrate 
and a number of cofactors. The incubation 
lasted for 15 minutes at 37? C. Such systems 
are known to form enzymatically triosephos- 
phate from the added hexosediphosphate. If 
pyruvate is added to such systems, the tri- 
osephosphate-dehydrogenase step of the 
Embden-Meyerhof scheme of glycolysis is 
expected to operate. Accumulation of an 
easily hydrolyzable phosphorus compound as 

a result of the addition of pyruvate was taken 
as an index of the rate of the last-mentioned 
glycolytic reaction. The latter accumulation 
is, however, the measure of the equilibrium 
of the rates of formation and consumption 
of the mentioned phosphorus compound. We 
have found that in incubation systems con- 

` taining hemolyzate from insulin-treated blood 
there is a comparative deficit in the accumu- 
lation of this easily hydrolyzable phosphorus 
compound. Some experimental observations 
even seem to suggest that the deficit is due 
to an increased rate of consumption of the 
high-energy phosphorus compound, rather 
than to a decreased rate of its formation. 
The finding described above constitutes an 
experimental evidence of the effect of insulin 
on the enzymatic properties of the red cell. 
The site of this insulin action, on the other 
hand, is evidently the cellular level, since this 


is the highest level of biological organization 
present in blood in vitro. Under the con- 
ditions of our experiment, however, le 
actual detection of the enzymatic effect of 
insulin was done after the cells had been dis- 
solved: hemolyzed. f 
We have also found that this “cellular” 
effect of insulin is absent in the blood cells 
of a very substantial number of patients 
suffering from schizophrenic conditions, In 
the course of further methodical variation | 
it has been found that the demonstrability 
of the difference between erythrocytes of 


healthy controls and of schizophrenic patients 


is improved by substituting citrate for pyri ] 
vate and by supplementing the parallel con- 
trol incubation mixture with butyrate. The - 
enzymatic implications of the latter circum- - 
stance are discussed elsewhere. For the 
sake of simplicity we express all our results 1 
as differences found between the easily hy- 
drolyzable phosphorus contents of the d 
butyrate-containing and citrate-containing m- | 


cubation mixtures. The value of this differ- d 


ence is modified by the treatment of the blood 
with insulin either in the positive or in the 
negative sense, Results in the present paper 
are presented as the modifying effect 0 
insulin upon the mentioned difference. 
Patient Material and Healthy Controls— 
Patients were selected with the aim of it 
cluding as wide a spectrum of acute schizo | 
phrenic conditions as possible. This vid | 
of patients was then compared as to » 
cellular responsiveness with the group; 
healthy controls on the one hand and 315 
patients belonging to other diagnostic & 
gories on the other. We thought that 5 A 
selection could best be done by observing, ii 
descriptive criteria of the group of ding 
phrenias according to E. Bleuler. Lea 
symptoms were those of a primary dis 
ance of thinking and feeling as well b 
schizophrenic ambivalence of. the Jen 
aspects of the evaluation of reality, es res in 
if these symptoms presented us is 
patients with clear sensorium an aed " 
paired orientation. The observation mat 
to be presented in this paper consists 
of single measurements on the 1 15 ph 
of psychotic and healthy control in 1 E. 
We have done longitudinal observations ^ 5 
few cases in order to correlate the 
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clinical pictures with the status of the intra- 
cellular responsiveness. We plan to extend 
this kind of approach to a larger number of 
cases, We also plan to study the conditions 
as to the present finding in a number of 
mentally healthy relatives of psychotics. 

Most of our healthy controls were young 
females; student nurses, Smaller groups of 
patients with diagnoses other than schizo- 
phrenia such as manic-depressive psychosis, 
psychoneurosis, diabetes, and hyperthyroid 
conditions were also included in our study. 
The majority of all mental patients were, at 
the time of the testing in the first days of 
their hospitalization, free of sedatives, and 
had been fasting for 10-14 hours before 
blood was drawn. Patients with known 
longer history of starvation or those showing 
evidence of intercurrent diseases were ex- 
cluded from the study. 


RESULTS 


In the presentation of our findings the 
modifying effect of insulin upon the differ- 
ence described in the methodological section 
of the paper will be expressed as a single 
quantity. At least 2 parallel determinations 
were done on every person and their mean 
value was used in calculating the mean value 
of an entire category of individuals. The 
mean values of the respective groups, 
followed by their standard errors, are shown 
in Table r. 


HEALTHY CONTROLS 


The mean value of the measurements on 
18 healthy persons, expressed as the above- 
defined difference, was: --4.7::0.7 micro- 
gram phosphorus per r ml. of incubation 


TABLE 1 
Standard 
error 
8560 Number of Mean of the 
Health cases value mean 
S controls 18 +47 +07 
eu cbhtenics (total)... 87  —36 207 
pe pes ifs ＋ 2.4 * 1. 0 
ebephrenic type. 10 — 30 * 1.2 
Catatonic type. —36 +09 
Paranoid type. 228 +07 
oe type A.. 50 EE 
cute, type B. — 307 EIE 
anic-depressives n +49 a 
eae condit ＋ 2.7 — 
s 
* +18 2 


mixture per ro minutes. The insulin effect 
was missing in one of the 18 control persons. 
It is not clear whether there was a technical 
error present or some other unknown bio- 
logical factor was responsible for this 
deviation. 


THE GROUP OF SCHIZOPHRENIC PATIENTS 


The results of determinations on 87 pa- 
tients are treated first as a single group of 
data and compared with the group of results 
on healthy controls. The mean value of the 
schizophrenic group, expressed in the above- 
defined units was: —3.6+0.7. The insulin 
action appears to be opposed to the one seen 
in normals. Although there was a consider- 
able variation observable among the values 
of the individual measurements on these pa- 
tients, as a group they gave a picture sig- 
nificantly different from the one seen in the 
control group. The "t" value characterizing 
this difference is: 5.45 and the corresponding 
“p” value is far less than 0.001 (4). It must 
be noted that 17 out of the 87 patients gave 
responses similar to the healthy pattern. 

All the 87 patients included in this group 
presented at least some of the fundamental 
symptoms as described by Bleuler. Some of 
these patients showed, however, signs of a 
disturbance of the sensorium and of impaired 
orientation. We wanted to know first 
whether there was any correlation between 
the degree of the enzymatic anomaly and the 
clinical symptomatology. For this purpose 
we grouped the test results in 3 categories: 
(1) extremely marked pathological devia- 
tion; (2) medium degree pathological devia- 
tion; (3) normal type response in patients. 

The above grouping failed to demonstrate 
4 definite correlation of the degree of the 
disturbance with any one of the classical sub- 
types of schizophrenia. Some tendency was, 
however, displayed by the “normal type re- 
sponses” to be associated with clinical histo- 
ries of an insidious, slow development rather 
than with those characterized by the sudden 
appearance of an acute psychotic process. 

We have also tried to approach the 
problem of correlation of cellular findings 
with clinical pictures in the opposite direc- 
tion. We grouped our patients according 
to their apparent belonging to standard 
clinical subtypes and obtained the corre- 
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sponding values of the enzymatic results for 
each group. It must be mentioned that few 
of the patients were of the long-hospitalized 
type with symptomatology firmly established 
by continuous observation. Our attempt to 
classify them according to clinical subtypes 
was mostly on the basis of the symptoma- 
tology of the acute condition and of the 
available social case histories. In denoting 
the subtypes we have followed the termi- 
nology of the 1952 edition of the Diagnostic 
and Statistical Manual of Mental Disorders, 
published by The American Psychiatric As- 
sociation, 

Simple Type—We use this category for 
cases characterized by a continuous increase 
in the severity of a deterioration of the 
personality. Beside this markedly chronic 
course of the disease process, the clinical 
pictures were as a rule relatively unproduc- 
tive as far as accessory symptoms (Bleuler) 
were concerned. Consequently, patients suf- 
fering from an acute breakdown or those 
showing a recognizable tendency to develop 
accessory symptoms characteristic of the 
other subtypes were not included here. 

Hebephrenic Type. We are aware of the 
difficulty of clinically differentiating this type 
from the previous one. The differential cri- 
teria for the hebephrenic group were: a more 
pronounced emotional disintegration with 
productive signs of inappropriate emotional 
reaction along with a more marked intensity 
of the accessory symptomatology in Bleuler’s 
sense, In many of the cases there was a 
more marked tendency to develop acute psy- 
chotic processes as contrasted with the more 
gradual onset of the symptomatology of the 
simple type. 

Paranoid Type—Whereas the differentia- 
tion of this type from the other subtypes of 
schizophrenia seldom creates a difficult prob- 
lem, the differential diagnosis between para- 
noid schizophrenia and nonschizophrenic 
paranoid states is not always possible. This 
question is as old as the problem of the inde- 
pendence of “paraphrenia” as a distinct 
nosological entity. The amount of informa- 
tion available to us concerning these patients 
did not always allow a clear differentiation as 
to the above-mentioned, closely related clini- 
cal pictures. We assume, however, that most 


of the patients here classified belonged in the 
paranoid subtype of schizophrenia, 
Catatonic Type—The clinical pictur 
classified into this category were those 
acute psychotic conditions manifesting p 
dominantly catatonic symptomatology di 
the first days of hospitalization. Many 
the patients classified elsewere displ 
fragmentary catatonic symptoms. We ha 
not included here patients in rigid “c 
lized” chronic catatonic “end phases,” T 
with exclusively catatonic symptomatology 
are hard to find in the patient material avai 
able to us. 
Acute Undifferentiated Type.—This gro 
comprises the largest contingent of our 
Their general characterization would | 
ally agree with the corresponding descripti 
in the Diagnostic and Statistical Manual. 
shall try to distinguish 2 subcategories on 
basis of the presence or absence of sym 
characteristic of the “Acute Brain S 
drome” of the Manual. While doing this 
were dealing with the same problem w 
caused other authors to distinguish betwe 
conditions called "schizophreniform" Of 
“oneirophrenic” on the one hand, and th 
meeting the requirements for "classic 
schizophrenia on the other. We shall discuss 
cases belonging in these 2 subcategories 
separately. E 
pcm) Undifferentiated Tope Heli 
phrenic—Patients belonging in this group 
showed various symptoms of an acute psy" 
chotic attack, but their sensorium and or 
tation were not primarily disturbed. Many, 
of these patients were deeply impressed 
puzzled by the drastic change going E 
them and most of them reacted to the m 
tion with a primary anxiety. Mer 
were apt to misinterpret events around “at 
selves, they did not show well-devel d 
delusional systems and were capable E 
orienting themselves in their environ id 
(“double orientation" of schizophrenies 
Bleuler). ER 
Acute Undifferentiated Type— 55 
phreniform.’—The cases classified in ai ous 
group differed from the ones of the ds les 
group by the presence of a more d afl 
marked impairment of the sensorium . 
of the orientation. In this regard these 


approach the symptomatology of the Acute 
Brain Syndrome of the Diagnostic and 
Statistical Manual. Whereas many investi- 
gators have attempted to establish this group 
as an independent nosological unit or at least 
to separate it from the “classical” schizo- 
phrenia in the sense of Bleuler, our empirical 
approach does not necessarily presuppose the 
existence of such a dividing line. Neither did 
the biochemical findings distinguish this sub- 
category from the rest of the schizophrenic 
patients. This group also included 2 cases 
of postpartum psychosis. 

The breakdown of the findings according 
to the above characterized subgroups is 
shown in Table r and Figs. 1 and 2. 


PATIENTS SUFFERING FROM CONDITIONS 
OTHER THAN SCHIZOPHRENIA 


This group included 6 cases of manic- 
depressive psychosis. Three of them were 


EFFECT OF INSULIN IN MICROGRAM P/I ML./IO MIN. 
MEAN VALUES OF GROUPS (NUMBER OF PERSONS) 


HEALTHY CONTROLS (18) 


SCHIZOPHRENICS, TOTAL (87; 
SIMPLE TYPE (13) 
HEBEPHRENIC TYPE 
CATATONIC TYPE (12 
PARANOID TYPE (8) 
ACUTE, TYPE ^A (24) 
ACUTE, TYPE. 
MANIC - DEPRESSIVES (6) 
HYPERTHYROID CONDITIONS (7) 
DIABETICS (7) 


Fic, L—The effect of insulin presents itself as 
ze „a positive or negative shift in the value of 
* difference between the easily hydrolyzable 
Disphorus (PA7') contents of the butyrate-con- 
ining incubation mixture (A) and of the citrate- 
e incubation mixture (B). Composition 
4 2 incubation mixtures were the following: 
na ae x 10? M glutathione (Schwarz); 1.5 X 
M hexosediphosphate (Nutritional Biochem. 
DS } $0 X 104 M DPN (Coenzyme I, Pabst); 
75 ‘10-8 M Adenosinemonophosphate (Pabst); 
Ht d M orthophosphate; 1.3 N 10 M KCl; 
PAREN M KF; 4.0 & 10? M Tris (Hydroxy- 
pue aminomethane; 540 microgram/ml. Cyto- 
Hood e C (Sigma Chem. Co.); 26 mg./ml. total 
m Pigment; 74 x 10-2 M butyric acid. (B): 
instead Position but 4.3 X 10-2 M citric acid 
x W oe The final pH was 7.3. 

s o in i ibed i 

te they anaes Mae are described in 


in a manic and 3 in a depressive phase. The 
blood cells of these patients did not show 
the enzymatic anomaly found in schizo- 
phrenics. 

Of the 7 patients suffering from thyrotoxi- 
cosis only one showed enzymatic response 
falling in the moderate zone of the patho- 
logical range seen in schizophrenics. The 
same patient exhibited signs of intensive 
anxiety, 

None of the 7 diabetics examined gave 
schizophrenic-type responses, although the 
general level of their responsiveness appeared 
to be slightly depressed as compared with 
the mean of the healthy controls. The 
average age of the diabetic patients, however, 
was higher than that of the healthy controls, 

The mean values of the data obtained for 
these patients are shown in Table 1 and Figs. 
1 and 2. 


CONCLUSIONS 


For the past 2 to 3 years in this country, 
there has been given increasing attention to 
the Bleulerian criteria which seem to have 
been very poorly understood and, conse- 
quently, not very strictly observed in the 
making of diagnoses of schizophrenia, These 
Bleulerian criteria(5) may be stated briefly 
as follows: 

1. The “Fundamental Symptoms” of the 
disturbance consists of, or are deductible 
from the primary disturbance of the associa- 
tions and affectivity as well as from a ten- 
dency to “split” (ambivalence). 

2. The“Accessory Symptoms” appear as 
hallucinations, delusions, memory disturb- 
ances, decomposition of the personality, 
speech disturbances, somatic symptoms, cata- 
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Fic. 2—Distribution diagram of the values of the 
effect of insulin on all persons tested. For explana- 

tion see legend, Fig. 1. 
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tonic symptoms, and the extremely variable 
symptomatology of acute syndromes. 

The presence of the fundamental symp- 
toms is the more important when it comes to 
the classification of a particular case as being 
schizophrenic. This may present no difficulty 
when the patient’s history and symptoms 
pretty clearly indicate that a simple or hebe- 
phrenic classification of schizophrenic psy- 
chosis is the one to be chosen. With the 
catatonic and paranoid groups the difficulty 
in establishing the primacy of the basic 
characteristics of schizophrenia in the psy- 
chosis observed may be difficult. 

With the “fringe” schizophrenic diagnoses 
the problem becomes still greater. It seems 
that we have fallen back on the device of 
using our skill as acquired through a back- 
ground of clinical experience in the detection 
of a schizophrenic “coloring” in making our 
diagnoses, 

The 3 currently leading theories as to 
etiology (genetic-constitutional, psychologic- 
acquired, physical-acquired) do not often 
help us in resolving the difficulty. Neither 
can we be on very sure ground on using the 
test of prognosis unless we delay diagnoses 
for a period of 5-10 years so that we may 
discover the errors in our first tentative 
diagnoses. The difficulties of proof in any 
one area have suggested a pluricausal 
etiology, 

If the view of multicausality is taken, and 
for practical reasons it is the most often 
advanced, it can well account for the rather 
loose concept and construction of the “group 
of schizophrenias” and its size statistically. 
Schizophrenia then becomes chiefly a group- 
ing of somewhat similar pattern schemes of 
symptomatology but with a good deal of 
variance in history, background, and in 
prognosis, whether or not influenced by treat- 
ment, Therefore, we may say that when we 
have the advantage of controlled, long-term 
observation such as obtains in Langfeldt’s 
follow-up series of typical and questionable 
schizophrenic cases in the patients of the 
Oslo Clinic(6) there appears to be a hard 
core of schizophrenic diagnoses surrounded 
by a clustering of psychotic conditions which 
were either variants of the core condition or 
merely schizophreniform or schizophrenia- 
resembling. We are certainly justified in 


Lach 
making every effort to find aids to diagnosis 
and the simpler and more positive meam | 
that can be found the better. We cannot 
claim that the present study will throw a 
great deal of light upon etiology. It is pre- 
sented as offering some information as to 
biochemical differences of intracellular 
metabolism of red blood cells which máy be 
demonstrated to be present far more fre- 
quently in cases within the general schizo- 
phrenic spectrum than in the cases of healthy | 
persons or in the case of those suffering © 
from psychoneurotic conditions and from | 
psychotic conditions which do not appear 
to belong within the schizophrenic spectrum. 
At the same time, the test indications within | 
the broad schizophrenic group do not come 
out so uniformly that we can state that this 
is a means of diagnostically tagging the 
central core of schizophrenia itself. In fact, 
in some cases in which the evidence of 
Bleulerianly-determined schizophrenia is 0 
definite that it must be accepted, this test 
may give the normal result. Although most 
of the normally responding cases tend to 
accumulate in the simple-hebephrenic sub- 
type category, the existing evidence is 8 
insufficient to assign diagnostic significante 
to this finding. 


SUMMARY 


1. This test affords a means for study of 
intracellular biochemical changes. ‘ a 

2. Proceeding from the fact that it has 
given quite uniform results in a fairly y. 
healthy control group of persons and i 
different results are obtained in the be 
some clinically psychotic patients, we i 
classify the test results of the first 110 
as normal and of the second group as p? 
logical. s 

as The test gives normal response 1n si 
cases of most of our patients Mes 
clinically as suffering from psychiatric i 
ditions other than schizophrenia as Well!“ 
in diabetics and hyperthyroid cases. m 

4. Pathological test results are xU di 
chiefly within the schizophrenic Be cally 
diagnoses but some of the most “a 
characteristic schizophrenics give no > 
sults with this test. : a. 

5. Present indications are that hs 
some factor present within the g" 
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schizophrenic spectrum cases which is 
common to many of these cases but that the 
central group of well confirmed, long-term 
cases of schizophrenia is itself not positively 
distinguishable by this means. 

6. At the present state of the investigation 
the cases showing "normal type" enzymatic 
response can be tentatively characterized by 
the lack of the symptomatology of an acute 
psychotic attack of a sudden onset as it is 
typical in cases described as simple schizo- 
phrenia. 
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MODERN METHODS OF ELECTROSHOCK THERAPY?! 
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G. H. LAWRENCE, M.D. 


Sr. Louis, Mo. 


Electroshock as a therapeutic technique is 
the product of accident and empiricism. 
Cerlatti who presented this therapeutic ap- 
proach viewed the procedure more as a physi- 
ological phenomenon with roots in Spiegel's 
initial observations and  Putnam's and 
Merritt’s practical application of these ob- 
servations in testing the anticonvulsant 
properties of drugs. Electroshock did not 
spring forth fully matured as a therapeutic 
measure but began somewhat competitively 
facing metrazol by vein and hypoglycaemia 
by insulin. In this competitive field electro- 
shock almost too rapidly gained popularity. 
It was easy to apply. It required only small 
assisting staffs and it appeared upon the 
basis of animal experiments as well as clinical 
experience to have relatively few irreversible 
complications. Like many new therapeutic 
agents the experimental trial was diffuse 
and, in retrospect, not infrequently ill advised. 
But from these beginnings has arisen a 
general concept of the value of this form of 
physiological therapy in those nervous and 
mental disorders characterized particularly 
by affective components. While there is a 
great deal of controversy over concepts of 
modes of action of electroshock therapy, of 
therapeutic dosages, and even of technical 
variations. in terms of form, shape, and 
strength of current, nevertheless, the past 16 
years has seen electroshock assume a widely 
accepted place in the therapeutic armamen- 
tarium of psychiatry. It is established in 
depressions at least and probably in certain 
other psychobiologic reactions found in a 
variety of psychiatric syndromes. This ac- 
ceptance is not an unmixed blessing. It is 
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with the implications rather than techniques 
of electroshock therapy that this presentation | 
deals. Acceptance of electroshock implies 
responsibilities for techniques, familiarity | 
with objectives of therapy and knowledge 
of the neurophysiological processes affected. 
Metrazol, insulin, and electroshock all have 
one common denominator—the production of } 
grand mal convulsions. No other similarity 
between a chemical analeptic process, hypo- 
glycaemia, and exposure to an electric current | 
exists. The similarity is one of end result. 
rather than process. Comparable reasoning 
would term carcinoma of the prostate and | 
gunshot wound of the heart as similar sines 
both produce death. 19 ꝗ 
Cerlatti's work implied that convulsions 
could be produced by the passage of an 
electric current through the frontal region | 
of the brain. Benefit appeared to result in 
many cases so exposed and some acquit 
simultaneously fractures of the long bones 
compression of dorsal vertebrae, or of er 
complication. Fortunately, death has been an 
infrequent complication. 
With experience metrazol 
as inconvenient, uncomfortable, and $0 
what uncontrollable. Insulin therapy utile, 
hypoglycaemic levels insufficient to Pr” | 
convulsions, so that their presence b., Ue 
an indication for termination in many cin 5 | 
Only conventional electroshock remaine 1 
a convulsive therapeutic agent. tois" 
What we have termed “modern met, 
in electroshock therapy represent attemp i 
to achieve the benefit of this procedure v 
out the hazards and complications p 
in gross motor strip activation. We n. uit 
electroshock therapy as a means of chat = 
an existent neurophysiologic status. 
sideration of controversial een 
is beyond the scope of this report js 
The l work of Alexander d 
indicative of the mass of experimen! anned 
clinical detail which lies behind such pur 
treatment with electroshock. The 7 
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exposure of the brain to the passage of an 
electric current of sufficient magnitude to 
produce a grand mal convulsion is as clini- 
cally sound as the routine administration of 
20 units of insulin to all diabetics would be. 
We feel that consideration of any patient for 
electroshock therapy involves at least 3 
basic concepts: (1) the central nervous 
system including the motor strips and the 
nonmotor areas; (2) the ego of the particu- 
lar person to be treated ; and (3) the physical 
aspects of therapy by electroshock. It is of 
importance to recall that Spiegel, who first 
observed the effect of electric currents upon 
the central nervous system, recognized that 
electric stimulation of the motor strip induced 
motor movements and if intensified or pro- 
longed induced convulsive movements. 
Stimulation of the central nervous system 
other than the motor area does not tend to 
induce convulsions although some of the 
more recent studies of Gelhorn and others 
would indicate that the stimulation of feed- 
back circuits from the frontal poles or from 
the diencephalon may, by reducing inhibitor 
Circuits or stimulating excitatory circuits, 
somewhat secondarily set off convulsive 
phenomena, The intensity of the current 
applied to the central nervous system is of 
importance in terms of whether the motor 
strip participates in the stimulation directly 
or indirectly. There is no evidence to the 
best of our knowledge and belief that stimu- 
lation of the motor strip has neurophysio- 
logically any relation to the existent psychi- 
atric disorder or the possible neurophysiologic 
dysfunction. The motor convulsive phe- 
pie are apparently side effects of electro- 
id c therapy. The effect on the ego of the 
ei is, we feel, not infrequently over- 
etek in that the earlier techniques of 
ies produced what Alexander has 

organoid states of mentation. In 
Many particularly sensitive, highly intelligent 
ia oas this postshock amnesia with its 
c type of confusion states has been 
sedie Isconcerting. As a side effect it has 
» mes almost vitiated the benefit derived 

m the electroshock therapy. 

NERS Physical complications of electroshock 
Bao sudes of the technique, have 
aspects em exclusively from the motor 

of the convulsive phenomena result- 
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ing from this treatment. Fractures of the 
long bones and compression of dorsal verte- 
brae occur when uncontrolled muscular 
contractions break or compress weakened 
bone. It is from these that medical and 
legal complications arise. 

Improvement of electroshock therapy must 
aim toward its application upon neurophysi- 
ological concepts to appropriately selected 
cases with minimal ego threat and freedom 
from somatic damage. Unfortunately, this 
brave goal has not been achieved. The 
present report is only our progress. We 
have, along with others, pursued various 
courses: (I) stimulation of the cerebral 
hemispheres in the region of the motor strip 
with subconvulsive doses of electrical current, 
either in current or in time; (2) the use 
of inhibitors in the form of drugs to the 
central nervous system; (3) the use of 
striated muscle-paralyzing agents to prevent 
the neuromuscular reactions resulting from 
stimulation of the central nervous system 
including the muscle strips; (4) modifica- 
tion of the stimulating apparatus shifting 
from an uncontrolled alternating current with 
a fixed rate of alterations to a direct or uni- 
directional current in which the rate of 
stimuli could be controlled as well as the 
amount of current applied, and the length 
of application, with other factors within the 
control of the physician; (5) variation of 
electrode placement ; and (6) combinations of 
modified stimulating apparatus and electrode 
placement offering a final possible modifica- 
tion and improvement of the therapeutic pro- 
cedure. We have not studied varied wave 
forms but agree with Ulett that such a 
further variation is possible. 

Parenthetically we have considered electro- 
shock as only a part of the therapeutic 
program in any case. Wilcox has used the 
term “physiodynamic therapy" in include all 
of the so-called shock therapies implying the 
concept which we believe most appropriate. 

1. Subconvulsive motor strip stimulation 
has in our hands had no therapeutic value 
when applied by the Cerlatti-Bini techniques 
and has, therefore, been discarded by us. 

2. Inhibiting drugs in the form of sedative 
(barbiturate) preparations produced fewer 
complicating fractures, but Kalinowsky’s 
criticism of such procedures as merely adding 
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to the complication potential seems justified. 
The therapeutic rationale of heaping toxic 
agents upon the postconvulsive hypoxic brain 
is questionable. This same criticism is appli- 
cable, although to a lesser degree, when anti- 
convulsant drugs are administered. 

3. Striated muscle paralytic agents similar 
to curare have been used. We have reported 
our experiences with a synthetic chemical 
having curare-like properties, observing that 
the synthetic was safer in our hands than 
was curare. The technical complexities of 
this procedure with its personnel and equip- 
ment requirements make it unsuitable for 
many cases. Purposeful paralysis of respira- 
tory muscles is, in our experience, not a 
procedure to be undertaken lightly. To dis- 
regard the cerebral hypoxia inherent in this 
technique is to discount a large body of data 
concerning cellular respiration. Striated 
muscle paralysis, in our hands, has substi- 
tuted freedom from orthopedic complications 
for respiratory ones. We have, therefore, not 
seen fit to pursue this course further. 

4. Unidirectional, modifiable current ap- 
paratus has permitted the application of 
appropriate current dosages without damage 
of harmful excesses. The current strength 
required has been reduced as the length of 
time of application has been increased. If 
small amounts of current are applied initially, 
however, this procedure is extremely painful 
so that we have administered sodium pen- 
tothal intravenously prior to its application. 
The rapid or instantaneous stimulation of 
the cortical strip by unidirectional or alter- 
nating electrical impulses produces sudden 
maximal striated muscle contraction with 
jeopardy to the skeletal system. Pretreat- 
ment use of intravenous anaesthesia permits 
submaximal stimulation, gauged by clinical 
observation during treatment. From our 
clinical data it would appear that the thera- 
peutic effect of such submaximal stimulation, 
under anaesthesia, is limited unless the time 
in which the current is applied is prolonged. 
Alexander has observed that continual ap- 
plication of unidirectional stimulating cur- 
rents inhibits clonic striated muscle con- 
traction even in induced convulsions. Such 
convulsions consist of powerful tonic con- 
tractions without subsequent clonic con- 
tractions. This last reduces but does not 


completely eliminate the possibility of frac- 
tures. It does eliminate aspiration dangers 
and has, therefore, permitted the treatment 
of some patients with pulmonary infections, 
5. Variation of electrode placement has 
been attempted by many workers for a 
variety of reasons. Our own concepts have 
been to disregard any alleged organic cortical 
mosaic but to utilize known cerebral circuits 
of the motor system to prevent skeletal 
complications. Impastato has observed that 
when electrical currents are applied to both 
cerebral hemispheres, the motor areas are 
stimulated either directly or indirectly, and 
when the resulting neuromuscular contrac- 
tion occurs, it consists of a bilaterally syn- 
chronous discharge with contraction of the 
large paravertebral muscles. These powerful 
muscles with their tendinous insertions and 
origins on transverse processes of the verte: 
brae as well as vertebral bodies, produce 
powerful compressive pressures on the verte- 
bral bodies in a rostral-caudal axis, Follow- 
ing the suggestion of Impastato, We have 
observed that the application of minimal 
electrical currents to one cerebral hemisphere 
serves to stimulate only the electrical circuits 
and neurones in that hemisphere and, hence, 
the neuromuscular activity occurring 1 
overlay phenomenon of this stimulat 
limited to the contralateral half of the stna 
muscles of the body. In elderly pina 
particularly we have utilized such a P 
vulsive focal therapeutic approach un 15 
sodium pentothal. This allous the geo p 
of only the contralateral side of the Bos 
particularly those along the vertebral col i 
to contract, and, thus, the amount of We 
pull upon the vertebrae is one-half Me 
would occur if both of the parave et 
muscle groups were stimulated and 
synchronously. By this means, Be to diit 
of vertebral compression is reduce cadis 
half that which would otherwise be P. 7 
Where there is osteoporosis or other Mee 
of debility either in the vertebral co! roach 
in the extremities such a focal apf This 
assures minimal danger to the patient ial 
is, of course, induced under sodium Pe isap 
anesthesia, and the treatment pe di 
proximately 60 seconds. The amo". 
current applied is extremely low. pemi 
If one leaves the electrodes on one 
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sphere with the patient under sodium 
pentothal anesthesia and increases the amount 
of current above the convulsive rheobase, 
there is initially a focal firing from the under- 
lying motor strip to cause the muscles of 
the contralateral side of the body to con- 
tract, This may, if the current be continued, 
spread in a focal, almost Jacksonian manner, 
to bring the opposite hemisphere into the 
field of electrical excitation, and thus is set 
up a condition in which the neuromuscular 
overflow phenomena are observed first in 
one side of the body and then in the other. 
A rocking motion from side to side is present 
if this be induced in a tonic manner, and at 
no time is the compressive force upon the 
vertebrae more than one-half what it would 
be if the 2 sides fired synchronously. The 
term focal spread has been applied to this 
form of treatment. It is, in our experience, 
of value in elderly, debilitated patients in 
whom there is osteoporosis and in whom 
orthopedic complications are possible, if not 
probable, were conventional methods used 
in treatment. 

6. Combinations of therapeutic techniques 
seem inevitable when multiple variations are 
technically possible. We have previously ob- 
served that study of our own data revealed a 
day-to-day, and in retrospect, often pointless 
variation. Some standardized variations, 
however, have theoretical basis and seem to 
exert clinical benefit. 

Generally the electrodes are placed on the 
Scalp in the supra-aural position which is, 
in effect, a bitemporal position. They may 
be placed frontally or with multiple electrodes 
at various sites. The physiologic effect upon 
the patient is modified by each variation in 
electrode placement. Thus, bifrontal place- 
Ment of the electrodes results in gross motor 
movements or a so-called “rough” treatment 
ru a postshock confusion state not seen in 
bitemporal electrode placement which is 

Smooth” and from which the patient 
awakens clear and oriented. 

We were interested in Friedman’s obser- 
E iron the use of multiple electrodes 
en e found effective in certain clinical 
n 55 ed as a means of applying an electri- 
dice us of a given force to the central 
eff US system without having maximal 

€ct upon a relatively small amount of brain 


tissue. Because of this observation we began 
to utilize multiple electrodes, first placing 
2 electrodes over each cerebral hemisphere, 
either frontally or supra-aurally. This, as we 
conceived of the technique, should permit us 
to achieve essentially the same neurophysio- 
logic effect over a relatively wide zone of 
brain tissue with approximately one-half the 
total amount of current required when we 
concentrated the current in single electrodes 
bilaterally. Somewhat upon the principle 
that, “if a little will do a little, a heap will do 
a heap,” we further spread our electrodes to 
a total of 4 on each side, perhaps permitting 
us to straddle the issue clinically since we 
were by this time using both frontal, supra- 
aural, and post-aural electrode placements 
bilaterally. This has permitted a very smooth 
induction of the treatment with minimal 
electrical current and the resulting procedure 
is simple. We have not experienced any 
complications with this technique while thera- 
peutic efficacy has increased. We do not feel 
at this time that the data at hand are conclu- 
sive on this point, but, in our experience, the 
therapeutic effectiveness of this technique 
exceeds that of any other. It places a maxi- 
mal area of the central nervous system into 
the field stimulated electrically without sud- 
denly throwing relatively large amounts 
of current into a limited area. It must be 
borne in mind that the initial effect of the 
stimulation of nerve tissue by an electric 
current is that of transmission of the current 
and if it be high and continued the secondary 
effect is the generation of heat. Whatever 
possibilities there may be of neuronal damage 
by reason of the application of electrical 
currents to the scalp, they should be mini- 
mized by the use of multiple electrode place- 
ments. This is particularly true when this 
current is of a magnitude only sufficient to 
produce the desired neurophysiologic effect 
without secondarily inducing gross motor 
strip overplay with resultant neuromuscular, 
cardiorespiratory, and vascular burdens 
which result in complications to therapy 
nullifying whatever benefit might have been 
conceived of initially. 


SUMMARY 


We have attempted to present in a some- 
what chronologic form the growth and de- 
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velopment of what we have termed a modern 
form of the application of electroshock 
therapy. It is well established that electro- 
shock therapy benefits some psychiatric syn- 
dromes. We believe that by applying tech- 
niques now available this therapy may be 
applied safely with minimal complications, 
at the same time retaining benefits observed 
in its original form of application as well 
as, perhaps, additional ones. We have ap- 
proached our objective—retention of thera- 
peutic efficacy with the diminution of compli- 
cations—by a series of stages or steps which, 
in retrospect, indicate that we elected to 
follow certain courses of action instead of 
others. We fully agree with Kalinowsky that 
electroshock therapy is made complicated 
by use of additional masking or modifying 
agents. We recognize that our use of sodium 
pentothal anesthesia is such a masking and 
complicating agent but justify its use because 
of the ability of the type of electrical equip- 
ment used to overcome the effect of the 
pentothal anesthesia if it happens that the 
Operator uses more of this substance than 
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is necessary. The very form of equipment 
we use is that which would be used were we 
treating a patient for respiratory cessation 
as a result of pentothal poisoning. 

The utilization of electroshock therapy 
today implies concepts of objectives, neuto- 
physiologic states, and avoidance of compli- 
cations which formerly could be accepted as 
reasonable hazards. Pus, once regarded as 
laudable by surgeons, would now constitute 
malpractice. Similarly, "complications" of 
electroshock, as utilized originally, no longer 
find adequate defense in modern treatment. 
Judiciously applied to selected cases for par- 
ticular purposes, electroshock has reached 
a state of therapeutic acceptance. Its ap- 
plication as a panacea for all psychiatric 
syndromes in a “routine” manner is injudi- 
cious and may be hazardous. Modern electro- 
shock therapy implies the utilization of both 
technical skills and clinical acumen in making 
the treatment less hazardous than the disease, 
Electroshock is a valuable tool; it can be à 
dangerous weapon. à 
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INTRODUCTION 


At the termination of that phase in our 
international relationships known as World 
War II, quoting Admiral Gallery(1), ^We 
dumped the job of keeping peace on earth 
into the lap of the United Nations and tossed 
our Armed Forces in the ash can." At such 
times we tend to dump our military psy- 
chiatric operational know-how as well. In 
1946 it was generally realized that we had 
ignored the blueprint preserved for us from 
World War I experience, and that the re- 
learning of the principles of combat psychi- 
atry had been lamentably expensive. Warn- 
ings against future neglect were sounded, 
and, indeed, were fully justified for when the 
Korean Conflict began it was apparent that 
these principles had never reached, or had 
been ignored by, medical officers of all eche- 
lons in the Far East, some in key positions, 
regular and reserve alike. The blow-by-blow 
account of the 1950-51 battle for recognition 
of these principles has been described by 
UM Glass, the author's predecessor(2, 
Today, the warnings of 1946 are as ap- 
Propriate as then, and could not be better 
stated than by Braceland(4) : 

When the final history of World War II is written, 
and like all history is entombed in large volumes, to 
the student who reads it carefully, it will reveal the 
same lessons learned so painfully and at such great 
Cost in all wars, 

Alan Gregg (5), doubting that psychiatrists 
Would retain much from their war experi- 
ence, said: 

Hike No mistake about it, the pressing and imme- 
$ tend to crowd out the ultimately valuable. 
This paper will more than have served its 
Purpose of putting the same old military psy- 


. at the rroth annual meeting of The 
5 ican Psychiatric Association, St. Louis, Mo, 
i 3-7, 1054. 
e eitant in Psychiatry, Far East Command, 
55 Tmy Forces, Far East, October 1951 to May 
8 
Ouchbneultant in Psychiatry, Far East Command, 
1950 to October 1951. 


chiatric concepts, their measurable results, 
and “The Warning” into the current litera- 
ture if its readers will exhume and reread 
pertinent papers of World War II, not 
neglecting Volumes 103 and 104 of this 
Journal. 

General Chambers * and I, in the paper 
significantly titled “Restatement of Combat 
Psychiatry" (8), discussed American cultural 
background, psychiatric screening, man- 
power, iatrogenicity, motivation, primary 
gain, the nature of war neurosis, and therapy. 
Further discussion of these and of the period 
described by Colonel Glass will be avoided. 


PSYCHIATRIC ORGANIZATION 

The psychiatric organization is in echelon, 
has been described before(2, 3, 8), and 
closely follows the 1949 proposal(9). The 
division is crucial. The psychiatrist must 
visit regimental and battalion surgeons and 
commanders frequently in their local habitat 
for purposes of training and dissemination 
of psychiatric principles, which are forgotten 
even on the battle field unless often reiterated. 

The battalion surgeon can prevent more 
psychiatric casualties than the psychiatrist | 
can cure. 

A psychiatric treatment center, in which 
was vested the only authority to evacuate 
nonpsychotic patients from Korea, was 
opened April 1, 1952 in the Seoul area. Its 
effectiveness eventuated in the deletion of 
psychiatric services from the convalescent 
hospitals in Japan, which were most effective 
units in their own right. Let the record show 
that the psychiatric problems inherent in the 
psychological conversion from the role of 
patient to that of duty soldier in medical, 
surgical, and psychiatric patients necessitated 
the convalescent hospital.“ We understand 


4 Chief, Neuropsychiatry Consultants Division, 
and Chief of Professional Services, Office of The 
Surgeon General, Department of the Army. 

5 This statement is concurred in by Colonel 
Oral B. Bolibaugh, who was Theater Chief and 
Orthopedic Consultant during the entire Korean 
conflict. 
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velopment of what we have termed a modern 
form of the application of electroshock 
therapy. It is well established that electro- 
shock therapy benefits some psychiatric syn- 
dromes. We believe that by applying tech- 
niques now available this therapy may be 
applied safely with minimal complications, 
at the same time retaining benefits observed 
in its original form of application as well 
as, perhaps, additional ones. We have ap- 
proached our objective—retention of thera- 
peutic efficacy with the diminution of compli- 
cations—by a series of stages or steps which, 
in retrospect, indicate that we elected to 
follow certain courses of action instead of 
others, We fully agree with Kalinowsky that 
electroshock therapy is made complicated 
by use of additional masking or modifying 
agents. We recognize that our use of sodium 
pentothal anesthesia is such a masking and 
complicating agent but justify its use because 
of the ability of the type of electrical equip- 
ment used to overcome the effect of the 
pentothal anesthesia if it happens that the 
operator uses more of this substance than 
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is necessary. The very form of equipment 
we use is that which would be used were we 
treating a patient for respiratory cessation 
as a result of pentothal poisoning. 

The utilization of electroshock therapy 
today implies concepts of objectives, neuro- 
physiologic states, and avoidance of compli- 
cations which formerly could be accepted as 
reasonable hazards. Pus, once regarded as 
laudable by surgeons, would now constitute 
malpractice. Similarly, “complications” of 
electroshock, as utilized originally, no longer 
find adequate defense in modern treatment, 
Judiciously applied to selected cases for par- 
ticular purposes, electroshock has reached 
a state of therapeutic acceptance. Its ap- 
plication as a panacea for all psychiatric 
syndromes in a “routine” manner is injudi- 
cious and may be hazardous. Modern electro- 
shock therapy implies the utilization of both 
technical skills and clinical acumen in making 
the treatment less hazardous than the disease, 
Electroshock is a valuable tool; it can bea 
dangerous weapon. 
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INTRODUCTION 


At the termination of that phase in our 
international relationships known as World 
War II, quoting Admiral Gallery(1), “We 
dumped the job of keeping peace on earth 
into the lap of the United Nations and tossed 
our Armed Forces in the ash can.” At such 
times we tend to dump our military psy- 
chiatric operational know-how as well. In 
1946 it was generally realized that we had 
ignored the blueprint preserved for us from 
World War I experience, and that the re- 
learning of the principles of combat psychi- 
atry had been lamentably expensive. Warn- 
ings against future neglect were sounded, 
and, indeed, were fully justified for when the 
Korean Conflict began it was apparent that 
these principles had never reached, or had 
been ignored by, medical officers of all eche- 
lons in the Far East, some in key positions, 
regular and reserve alike. The blow-by-blow 
account of the 1950-51 battle for recognition 
of these principles has been described by 
ae Glass? the author's predecessor (2, 
Today, the warnings of 1946 are as ap- 
Propriate as then, and could not be better 
stated than by Braceland(4) : 

When the final history of World War II is written, 
and like all history is entombed in large volumes, to 
the student who reads it carefully, it will reveal the 
same lessons learned so painfully and at such great 
Cost in all wars. 

Alan Gregg (5), doubting that psychiatrists 
would retain much from their war experi- 
ence, said: 

Make no mistake about it, the pressing and imme- 
5 tend to crowd out the ultimately valuable. 
This paper will more than have served its 
Purpose of putting the same old military psy- 
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chiatric concepts, their measurable results, 
and “The Warning” into the current litera- 
ture if its readers will exhume and reread 
pertinent papers of World War II, not 
neglecting Volumes 103 and 104 of this 
Journal. 

General Chambers! and I, in the paper 
significantly titled “Restatement of Combat 
Psychiatry" (8), discussed American cultural 
background, psychiatric screening, man- 
power, iatrogenicity, motivation, primary 
gain, the nature of war neurosis, and therapy. 
Further discussion of these and of the period 
described by Colonel Glass will be avoided. 


PSYCHIATRIC ORGANIZATION 


The psychiatric organization is in echelon, 
has been described before(2, 3, 8), and 
closely follows the 1949 proposal(9). The 
division is crucial The psychiatrist must 
visit regimental and battalion surgeons and 
commanders frequently in their local habitat 
for purposes of training and dissemination 
of psychiatric principles, which are forgotten 
even on the battle field unless often reiterated. 

The battalion surgeon can prevent more 
psychiatric casualties than the psychiatrist 
can cure. 

A. psychiatric treatment center, in which 
was vested the only authority to evacuate 
nonpsychotic patients from Korea, was 
opened April 1, 1952 in the Seoul area. Its 
effectiveness eventuated in the deletion of 
psychiatric services from the convalescent 
hospitals in Japan, which were most effective 
units in their own right. Let the record show 
that the psychiatric problems inherent in the 
psychological conversion from the role of 
patient to that of duty soldier in medical, 
surgical, and psychiatric patients necessitated 
the convalescent hospital) We understand 
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5 This statement is concurred in by Colonel 
Oral B. Bolibaugh, who was Theater Chief and 
Orthopedic Consultant during the entire Korean 
conflict. 
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there were fine hospitals backing us up in 
the states, but endeavored not to throw too 
much burden on them. 


TRAINING AND COMMUNICATION 


Rotation resulted in a fivefold replacement 
of experienced division psychiatrists with 
consequent recurring training deficit. Usu- 
ally time allowed an initial period of training. 
At the very least, our psychiatrists gained 
knowledge of what was expected of them, 
a sheaf of regulations and directives, and a 
period of working under Far East concepts 
and policies. The training assignment af- 
forded time for personal orientation, making 
friends, becoming an integral part of the psy- 
chiatric service and learning the paradoxical 
fact that one’s basic loyalty belongs, not to 
that service, but to one’s immediate com- 
mander. Intelligent individual assignment to 
specific positions was possible. 

Administrative techniques previously pub- 
lished(12) were emphasized in order to 
standardize our paper work throughout the 
theater, obviating some communication diffi- 
culties particularly with line officers whose 
past experience had been under varied 
ground rules, 

The author spent most of his time making 
continuous theater-wide rounds of psychi- 
atric and other installations. This was train- 
ing, communication, support, and grass-roots 
reconnaissance. A communications difficulty 
which could be entitled “The Generals’ 
Disease” is that it is difficult for superior 
officers to get people to tell them anything 
that might meet an unpleasant reception. 
Frequent informal visits facilitate the divulg- 
ing of important information merely on 
the basis that it is true and helpful. Factual 
information and willingness of the operating 
individual to discuss the probable effects of 
policy changes are invaluable in devising 
constructive policy and avoiding armchair 
decisions. 

Expert civilian consultants to the Surgeon 
General visited the theater every 3 or 4 
months. Their 30-day schedule was full; 
their travel, extensive; and their contribu- 
tion, great. Japan-wide professional psy- 
chiatric conferences were held, and Japanese 
as well as Navy and Air Force psychiatrists, 


contributed to these and to the monthly 
Korea conference. t 

In any echelon system, members of each 
tend to distrust, and even to dislike, those 
immediately above and below. At times of 
friction, often the kindest thought squan- 
dered on the other is that he must be un- 
lettered, if not illegitimate. The firm friend- 
ships and exchange of ideas fostered by 
frequent meetings and cutting across echelon 
boundaries make such sentiments untenable, 
and promote mutual understanding and co- 
operation. Of almost equal value is the 
knowledge that others have met and solved 
the identical difficult problems. The pro- 
fessional conference, including the informal 
social evening, is believed to be of the utmost 
importance to the smoothness of the psy- 
chiatric operation. 


MILIEU FACTORS 


The mutability of the relationship between 
external and internal milieu factors is of 
crucial importance, but poorly understood 
and little credited. The instantaneous and 
extensive change of purpose and direction 
of behavior, following alteration in this rela- 
tionship, is of extreme operational import- 
ance. Man seeks stability. He continually 
underestimates, in effect denies, his powerful, 
untapped potentialities for performance un- 
der stress which far exceed his current self- 
assessment. The attitudes of the physician 
as perceived by the patient constitute a milieu 
factor of first magnitude. Stabilization of 
critical milieu factors by firm definition of 
reality, treatment, and informed attitudes, 
avoiding the delusion that evacuation is in 
trinsically therapeutic, has resulted in good 
performance of duty by thousands of soldiers 
with chronic, nondisabling disease. 

“Evacuation forward” proved a thera- 
peutic milieu alteration. Referring corps 
troops forward to the nearest division psy 
chiatrist and obdurate patients from hospitals 
in Southern Korea north to the treatme? 
center resulted in marked reduction in thé 
number of such patients. ba 
We have come a long way since 1944 W i 
General Trudeau studied the utilization 2 
personnel in North Africa. His study(10 
could have been prompted by a message vx 
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the War Department to that theater, reading, 
in part, : 
Thorough investigation of . . . returned shipments 


[of patients]! ... reveals that 50% of men returned 
are better qualified than now being inducted. . . . 


He pointed out that better and prompt medi- 
cal evaluation and assignment were the crux 
of the situation. It was moot whether segre- 
gation of neurotics in hospitals helped or 
hindered recovery, and it was believed that 
most neurotics would recover if they knew 
they were not going back to the United 
States, might move to a more undesirable 
location, and, in either case, were going to 
get plenty of hard work. 

Prompt evaluation, proper therapy, and 
fitting assignment keynote command and 
psychiatric philosophy and operation in this 
theater. The spheres of responsibility of 
line and medical officer have been spelled out 
in Command Directive(13). The concepts 
of outpatient treatment, convalescent hos- 
pitals, and unequivocal communication with 
command regarding suitable administrative 
handling of the pathological personality and 
the shirking soldier have transformed army 
hospitals from a refuge-from-duty to a place- 
to-get-well. 1 


STATISTICS 


The data resulting in these statistics were 
reported exclusively from psychiatric facili- 
ties during the period of hostilities. Space 
limitations require the omission of several 
tables that round out the statistical picture, 
of which only highlights can be shown. The 
psychiatric incidence rate (total admission to 
medical treatment facilities) for Korea has 
shown a progressive decline from a peak of 
250/1000/annum in August 1950, to 177 in 
September 1950; 70 for 1951; 22 for 1952; 
and 21 for the first 6 months of 1953. 

The mature psychiatric operation 
on the first half of 1953 constitutes the most 
meaningful presentation. The flow of psy- 
chiatric patients and their disposition to duty 
or evacuation to the U.S. are events that 
could be and have been counted. From ex- 
perience in presenting similar figures, it may 
be predicted that some will read into them 
more than is intended, or intrinsically 
present. Standard responses to high return- 
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to-duty figures are: “Yes, but they don't do 
good duty anyway,” and “Yes, but you can't 
say they were cured," and “Yes, but further 
duty will only fix their neurosis so that they 
can never be cured," and so on. These re- 
sponses seem not to be particularly germane, 
and call to mind that during World War II 
the War Department at one time removed 
from the Medical Service the prerogative to 
discharge the psychoneurotic, because of ex- 
cessive manpower loss. 

Effectiveness of inpatients returned to 
duty was studied by an independent psy- 
chiatric team from Washington(15) and 
their findings corroborated World War II 
studies(14). Non-coms rated 41% of re- 
turned-to-duty inpatients as average or better 
in performance, and 9% as inferior. This 
is good performance considering that on the 
basis of the 11 per thousand inpatient group 
studied, 19% were destined to become re- 
peaters, and 9% had been recommended for 
administrative discharge because of character 
and behavior disorder. 

These figures do not purport to show who 
was and who was not "cured" or for that 
matter, that none ended up in jail. In my 
opinion regarding the “fixing of a neurosis,” 
the burden of proof lies with him who con- 
tends that the successful performance of 
duty, rather than evacuation with its con- 
commitant guilt(8), carries fixing properties. 

The accompanying figures show how the 
psychiatric patient flow is progressively built 
up. All figures presented are based on what 
happened throughout the Far East during 
the time 1,000 psychiatric inpatients were 
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admitted to psychiatric facilities of the com- 
bat divisions in Korea. 

In Fig. 1 the scale represents absolute 
numbers of patients. It is used as a point 
of reference in the other 3. The 3 psychiatric 
echelons are indicated—the combat division 
psychiatric service, the army-hospitals-in- 
Korea echelon, and the army-hospitals-in- 
Japan echelon. 

The legend on the right indicates ultimate 
disposition, The figures in the box at the 
left indicate the magnitude of the operation 
—when an assumed 1,000 division inpatients 
are cared for, the total NP load (outpatient 
plus inpatient) throughout the theater is 
approximately 11,000. 

The division psychiatric echelon is shown 
in Fig. 2. 

By the time an assumed 1,000 division 
inpatients have been accumulated, another 
2,100 outpatients have been continued on 
duty. Of the thousand inpatients (including 
188 repeaters), 634 are returned to duty 
within the division, 350 are evacuated to the 
next echelon, and 16 undergo other disposi- 
tion—mostly AWOL. The outpatient—in- 
patient ratio is seen to be 2.1 :1.* 

In Fig. 3, the army-hospitals-in-Korea 
echelon is added. The 350 division evacuees 
are joined by 956 patients of local origin and 
3,004 outpatients. All outpatients continue 
on duty. Of the total 1,306 inpatients, in- 
cluding 270 repeaters, 1,095 return to duty 
in Korea and 210 are evacuated to Japan. 
The outpatient-inpatient ratio of 2.3:1 is 
shown. 


6 The 2,374 figure is total number of inpatients 
returned to duty as we shall see in slide No. 4. 
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In Fig. 4 the army-hospitals-in-Japan 
echelon is added. The 210 Korea evacuees 
are joined by 827 patients of local origin and 
3,111 outpatients. All outpatients continue 
on duty. Of the total 1,037 inpatients, in- 
cluding 177 repeaters, 645 return to duty 
in Japan or Korea (some were on orders to 
Korea when hospitalized), and 347, including 
33 nonpsychotic, are evacuated to Army 
hospitals in the U.S. The outpatient in- 
patient ratio is 3:1. j 

Regarding ultimate disposition of all (in- 
patient and outpatient) NP cases, shown by 
the upright columns on the right, 347 ate 
evacuated to the U.S. and 10,589 return to 
duty—a ratio of 1 evacuated to 31 (or 30.5) 
returned to duty. With reference to hospi- 
talized patients only, 347 are evacuated and 
2,374 return to duty—a ratio of one evacu- 
ated to 7 (or 6.8) returned to duty. 

A numerical summary is shown in the 
box on the left. The total NP case load is 
10,998. Of this 10,998, 8,215 ate outpatients 
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who continue on duty; 2,374 are inpatients 
who return to duty ; 347 are inpatients evacu- 
ated to the U.S. (of whom 314 ate psy- 
chotic) ; and 62 are disposed of otherwise, 
mainly, AWOL. 

Not included in the table are the 213 
epileptics jdentified and treated in the last 
2 years, of whom 182 did successful duty(8). 
Nor does the table reflect that 3 times as 
many treated psychotics are returned to 
duty as nonpsychotics are evacuated, 

Fig. 5 is a graphic portrayal of the reversal 
of the nonpsychotic—psychotic evacuation 
ratio which occurred with the organization 
and refinement of the psychiatric operation 
in Korea with the Mediterranean, first half, 
1944, for comparison. Nonpsychotic evacu- 
ees are above the base line; the psychotic 
below. It is important to realize that the 
incidence of psychosis is very stable year 
after year—for the Far East, about 2.5 per 
1,000 per annum, Note the sudden drop 
from 19.4 nonpsychotic evacuees to I psy- 
chotic to 3.6 to 1 at the end of 1950—8 truly 
remarkable measurement of the effect of the 
initial psychiatric organization of the theater. 
The ratio for the final 6 months of the war 
is one nonpsychotic to 9.3 psychotics. The 
Mediterranean 1.7 to 1 ratio I3 months after 
the landing in North Africa reflects the re- 
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establishment of the forgotten combat psy- 
chiatry, and the Far East ratios are a genetic 
extension. 


CoMMENT 


1. Despite their being apparently inevit- 
ably ignored initially, the principles of mili- 
tary psychiatry can be put effectively into 
practice within 120 days. 

2. The Mediterranean Theater of World 
War II was a proving ground for military 
psychiatry, and the psychiatric statistics from 
the Korean conflict indicate that the tech- 
niques of the past are sound. 

3. Techniques of the assignment of psy- 
chiatrists, communication between medical 
echelons and with command, and the pre- 
ventive psychiatric functions of the battalion 


kaleidoscope 
pattern and 

the elements, is important in avoiding cross- 
sectional definitive decisions and in aiding 
the patient to construct a 
of external milieu reality. This realization 
is essential also to the application of intel- 
lectually learned combat psychiatric prin- 
ciples because both dynamics and results are 
so foreign to much of our formal training 
and experience. 

. Our experience justifies the concepts of 
outpatient therapy, convalescent hospital, NP 
treatment center, forward evacuation, and 
the delineation of areas of command and 
medical responsibility. 


SuMMARY 


A statistical analysis of psychiatry in the 
Korean conflict has been presented n 
ur- 


pose: to emi hasize and reiterate “The 
Warning” that loss of awareness of military 


the exp i fr pi 
ing of their validity, will preserve this knowl- 
edge of concepts and techniques, for which, 


so far, there is no substitute. 
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A CLINICAL SURVEY OF BRITISH METHODS FOR THE 
TREATMENT OF SPASTICS* 


At the invitation of the British Council for 
the Welfare of Spastics, an opportunity was 
afforded to attend and observe certain clinics 
in England devoted to the care of handi- 
capped children, especially those we have 
come to know in this country as cerebral 
palsy patients. 
The individual impressions gained during 
the 6 weeks of conferences, demonstrations, 
and lecture work, that it became my privi- 
lege to enjoy, constituted a survey and stim- 
ulus by comparison of clinics and methods of 
treatment, one with another, and each with 
similar units in our own country. 
The term “spastic” to the British is syn- 
onymous with cerebral palsy as we have 
come to know it in this country, and yet it 
is even more vague and inclusive than we 
would permit at this time. 
I found there are many things that one 
must learn and come to understand when 
working at the doctor-patient level, which 
the casual visitor or tourist fails to encoun- 
ter. One might expect customs and manners 
to be different in Britain, but the same words 
of our English language have special mean- 
ing and these are often quite different from 
our own. 
To be an M. D." in this country is more 
or less to be identified with professional ac- 
tivity as a Doctor of Medicine, and thereby 
accorded its various aspects of dignity. In 
England “M. D.” means “mentally defi- 
cient”! (Whether justified or not, I soon 
found I was dropping this postscript from 
my signature). 
To be a “Mr.” here in this country is cef- 
D not to be included in the medical pro- 
fession. To call a surgeon in England a 
doctor" is almost an insult, or at least it 
manifests gross lack of courtesy. He is a 
Mr.” (just plain medical (nonsurgical) 
Sod (in medicine) are to be called “doc- 
ors ) In the eyes of the high and mighty 
Wielders of the aseptic scalpel, the Drs., 


1 Presented before the Philadelphia Neurological 
Society, December 3, 1954. 
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like the M. D.'s“ enjoy an inferior state in 
society—that is, just “slightly so"! 

At one time the physician was too proud 
to cut the flesh or soil his hands with blood. 
He called upon the barber to do his bidding 
as his tools were always sharp. These “bar- 
ber surgeons" were given the recognition of 
“Mr.” (a sort of distinction above the Tom, 
Dick, and Harry familiarity, and beneath the 
“Sir” level of the gentry). The “worm” now 
has “turned,” and the dignity of “Mr.” and 
“Sir,” alas!, precedes that of Doctor of 
Medicine, “M. D.” or Dr., alone. 

In the hospital clinics, a “spastic” is any- 
one who suffers from paralysis, athetosis, 
dystonia, cerebellar ataxia, or rigidity, 

M. D." or otherwise) with or without a 
"stretch reflex” and all the pyramidal symp- 
toms, that we in this country so carefully 
establish to distinguish the true spastic type 
from the rest of the cerebral palsy group. 

“Hopeless” problems of almost every type 
are conveniently referred to as M. Des“ and 
the mental defectives are at present referred 
; along with the true 
” types and idiots. We too 


have much of this same sort of confusion 


Quite recently a few clinicians such as 
Dr. J. B. Stewart (Swinden), Mr. Innes 
(Birmingham) y (Edinburgh), 
and Mr. Keith Lucas (Bristol), have begun 


to "screen" patient material, against such 


and especially nst the inclusion of severe 
pom es of spastics" along with the 


true intrinsic mental problems. A move 
toward screening the institutional backlog of 
so-called “Mentally Deficients,” (Stewart) is 
now in progress jn one area neat Bristol, and 
the dignity of “M.D” may yet be elevated 
to the level of acquired “O.D.” (“organic 
disease”) of the brain. 

In order to visit widely separated clinics 
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and outlying institutions, I learned to drive 
on the left hand side of the narrow roads 
throughout Scotland, England, and Wales, 
use my fork with the left hand, etc., until I 
became almost left handed and left minded. 

The signs on the road say Halt“ instead 
of “Stop”; the curves are called “Bends” and 
"Zeds"; and there is apparently no speed 
limit, except within definite village or town 
limits, which suggest an approved 30 miles 
per hour. An elevator is called a “lift” and 
"rather!" is not a matter of choice, but a 
confirmatory exclamation ! 

Into this interesting background came the 
opportunity to observe, examine, and evalu- 
ate, British methods of diagnosis and treat- 
ment for the cerebral palsied patient, and at 
the same time partake of their warm hospi- 
tality and interesting conferences and dis- 
cussions, 

The Children’s Hospital in Ormand Street 
(London), offers a well-staffed and active 
clinic for treatment and rehabilitation along 
symptomatic lines, Braces, physical therapy, 
and training come under pediatric supervi- 
sion with orthopedic aid. The patients I saw 
might be considered the “cream of the crop,” 
in that they were, or on their way to ambu- 
lation, appeared educable, and were brought 
to the clinic for observation, adjustment, ex- 
ercise, and routine entertainment, which re- 
motely suggested planned performance of 
training skills. Here the program was 
much as we find it today in such pediatric 
centers whose objective in palliative (to the 
age limit allowed for pediatric dominance), 
but without long-term evaluation of poten- 
tials, which each case would require to face 
adolescent and adult levels of adjustment. 

Eyes, hearing, speech, and behavior along 
with the recognized techniques for standing 
and walking were chief considerations, leay- 
ing specialized educational and training skills 
and aptitudes to some future set-up or 
organization, 

In the Princess Louise (Kensington) Hos- 
pital for Children, under Dr, Ursala Shel- 
ley’s direction, a wider and more progressive 
therapy program was evident, Although pe- 
diatric in nature, the treatments were more 
individualized, the diagnostic classifications 
more clearly established, and the “personal 
interest atmosphere” from clinician to thera- 
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pist, clearly apparent. Patient response and 
therapy motivation consequently emerged to 
a greater level of efficiency. Newer methods 
of therapy with long-term planning were evi- 
dent, and the staff and clinic personnel mani- 
fested a refreshing specialized interest in the 
field of cerebral palsy. 

In the clinical group, under the direction 
of Dr. C. D. Agassiz, the results of treat- 
ment and rehabilitation were rather remark- 
able, due to the program of Mrs. Collis who 
has taken the theme of “achievement” (mo- 
tivation), rather than corrective aids, as a 
basis of training defective motor movement. 
Here we could learn much from what may 
be aroused through purposeful self-effort in 
the handicapped child. 

The physical and exercise therapy is built 
around potential achievement with careful 
consideration in each game, (play activity), 
assignment or procedure required to empha- 
size better use of the defective part, or to 
encourage purposeful and satisfactory com- 
pensation from other remaining facilities 
needed to fulfill the objective selected. Al- 
though these patients, like those in other clin- 
ics, had been separated from the more severe 
types, nevertheless, the end results were out- 
standing for the types involved and sharply 
pointed up the need for purpose, achieve- 
ment (recognized reward), and individual- 
ized application of the numerous methods of 
therapy available today. We should do well 
to make this same type of departure from 
stereotyped routines, or channelized methods 
of correctional care, so prevalent in our own 
clinics throughout this country. p 

Certain types of “reflex therapy and MEE 
of the tonic neck reflex or its uc 
for training defective motor types 15 à eb h 
lar and widely discussed, so-called wi 
method," now appearing in London. 5 
success of this method of treatment for E 
tics, athetoids, ataxics, and retarded hi f 
(unclassified and undifferentiated) is cme d 
due to the hard work and sincere efforts i 
Mrs. Bobath herself, who does the pe 
therapy with great strength and und 
tion, while her husband, Dr. eer 7 
plains, works out, or suggests the 1 7 5 
ological” reasons for the methods use 8 
the results obtained. They work asa 0 E 

: ; an 
she carrying out the various unique 
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fective methods of procedure (hard work), 
while he lectures and advises from the side 
lines. This is not a British custom or the 
usual London male prerogative, and as one 
might suspect both the method and the pro- 
cedure came to London from the Continent. 

I was impressed with the benefits obtained 
by the “Bobath method," as far as neck, 
shoulders, arm movements, and controls 
were concerned, in the various difficult cases 
of spastic quadriplegia and the dystonic athe- 
toids. On the other hand the neglect of walk- 
ing patterns and lower extremity response 
in the patients I saw was almost pathetic. 
The incongruity of over-all response Was ex- 
plained on the basis of an intentional “inhibi- 
tion” of those qualities that did not show 
progress, and the poor end results were “be- 
cause they did not want the movements, need 
them, or consider them too important.” 

To point up this rather remarkable phi- 
losophy of “heads I win, tails you lose,” it 
may be said that the clinic is a private enter- 
prise in the fashionable part of Mayfair and 
two or more years of frequent visits are re- 
quired to expect a favorable result. 

Two children (retarded in sitting and 
walking) I noted were simply overweight 
hydrodynamic problems; each could easily 
have been corrected in a matter of weeks by 
spinal drainage and fluid balance, or the nor- 
mal processes of time and growth would 
probably bring about satisfactory ambulation 
with or without treatment. Pneumoencepha- 
lographic studies, detection, or correction of 
subdural hygroma or hematoma and diag- 
nostic hospital study were not recommended. 
All cases, when given the “Bobath routine,” 

confirm” the “great value of the method,” 
pe of course, also gravely question its va- 

dity. It may be said that sincere effort and 
Self-persuaded belief, accounts for the strong 
oe held, based as they are on partial 
owledge, of the tonic neck and po: 
Teflex responses, 

LÍ great need, in my opinion, is that this 
Clinic requires careful diagnostic screening 
i classification of the cerebral palsied pa- 
"ws material under treatment, standariza- 
rin of procedure, and less partiality as to 
i ose selected with sufficient funds for pro- 
onged consideration. 

At Guy’s Hospital (near London Bridge) 
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the interest in the “spastic group” is more 
casual and conservative. The patient ma- 
terial is divided between orthopedic and pe- 
diatric consideration, with the usual ap- 
proved corrective and palliative measures 
applied in routine fashion, q.., and p. r. n., 
but not correlated with physical therapy or 
planned future rehabilitation of vocational 
potentials. 

The National Hospital at Queen's Square, 
has taken new interest in the entire problem 
of the “spastic” or cerebral palsy, from the 
neurosurgical standpoint! Mr. W. McKis- 
sock (Chief of Neurosurgery) presented the 
postoperative results in 35 cases of hemi- 
spherectomy, selected from the more severely 
afflicted types with focal Jacksonian seizures 
or hemilateral dystonic and spastic condi- 
tions, associated with gross brain lesions (es- 
tablished by pneumoencephalography and 
exploratory craniotomy). 

Tt was refreshing to see pneumoencepha- 
lography instead of electroencephalography 
being used as à diagnostic criterion with posi- 
tive visual evidence of brain defects as a basis 
for surgical correction or intervention. 

Seventeen cases reported were attack free ; 
6 had return of convulsions after removal of 
the focal pathology (approximately 1696), 
and this residuum poses à rather nice ques- 
tion as to how the co ical pathology (now 
safely resting in a jar, along with the rest 
of the hemisphere, in the Pathological Labo- 
ratory of Dr. Carmichael) could be respon- 
sible for the recurrent seizures in the hemi- 
spherectomized patient! 

With the full removal of a hemisphere, 
there is, of course, the loss of skilled move- 
ments and perception (gnostic sense) to the 

ite side of the body, but instead of a 


isted, there is a more relaxed coordinated 


and quite normal appearing walking “gait,” 
with associated movements of the upper ex- 


tremity. The exchange of a spastic immo- 
bile and crippled part for a more normal and 
relaxed condition is at first sight almost 
inconceivable. 

It is obvious, in my opinion, that without 
the interference of the pathologically in- 
volved hemisphere basic patterns of move- 
ment (primitive amphibian type) emerge 
from lower centers and even crossed rep- 
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tilian, associated responses from the thala- 
mus and midbrain appear unimpaired. The 
homologus amphibian types of movement 
(from the reticular pons and medulla), are 
sufficient to give a smooth and coordinated 
appearance to ambulation and a less obvious 
deformity to the involved hand and arm. 
The remarkable impression is obtained that 
there is actually less paralysis with half of 
the cerebral brain mass taken away, than 

' when it was formerly present with the gross 
pathology. 

Let no one be deceived! Sensory and mo- 
tor paralysis with hemianopsia is not to be 
lightly exchanged for better posture and ap- 
pearance! Higher level loss of intelligent 
voluntary function is not to be confused with 
lower basic coordinated patterns of semi-re- 
flex movements of ambulation. 

The control of the convulsive seizure, in 
4 out of 5 instances, is quite noteworthy, 
particularly in view of the severe and gross 
brain involvement present in each instance. 
The fact that approximately 1 out of 6 pa- 
tients persisted with convulsive seizures 
postoperatively indicates that the pathology 
per se was not responsible for the seizure (as 
the entire hemisphere where it was localized 
had been removed). This sharply points up 
the possibility that the seizure per se is not 
of cortical origin. I recall pointing out before 
the ninety-eighth Annual Meeting of The 
American Psychiatric Association (Boston, 
1942)? that the convulsive movements in 
‘man are apparently "flexion-extension" re- 
petitive patterns of "amphibian swimming 
type," released írom the primitive evolu- 
tionary levels around the reticular pons and 
medulla. Such patterns of movement were 
present in the amphibian types of life 
200,000,000 years before the human cerebral 
cortex developed. 

Aside from the clinical aspects of hemi- 
spherectomy, the neurophysiological implica- 
tions are extremely important. It is now well 
known that primate flexion extension pat- 
terns of movement, can be obtained at sub- 
thalamic levels by appropriate stereotactic 
stimulation in the decorticate cat ( Peacock). 
"These responses I have found are influenced 
by posture and the “tonic neck. reflex." 


2 The Other Side of a Fit. Am. J. Psychiat., 99: 
196, Sept., 1942. 
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When slow motion picture film analysis 
(belly down in water) were made of the frog 
and salamander (also rat and guinea pig) 
under convulsant drug therapy when com- 
pared with those of the human being during 
electric shock, seizures, both exhibit free am- 
phibian swimming patterns (Fay).? 

The fact that the major “convulsive sei- 
zure" in the human when placed face down 
in the water (properly protected as to eyes, 
nose, and mouth) almost exactly simulates 
the free swimming movements of the frog 
(during the period of unconscious, clonic 
portion of the major convulsive seizure) 
strongly suggests that the entire repetitive 
movement patterns of the major seizure it- 
self lie far below the cortex, and the mecha- 
nism is one of cortical release of control and 
inhibition rather than “stimulation” or “hy- 
peractivity” of the cerebral hemisphere con- 
taining mammal movements. 

In hemispherectomy with the removal of 
both factors (the offending lesion and the 
remaining cortex), one is faced with the 
problem of accounting for approximately 
16% of postoperative convlusive episodes. 
This figure is comparable to the favorable 
results obtained by Alexander (1911); in 
his local “arachnoid fenestration” operation 
(opening the arachnoid), and the results of 
Frazier (1926-1929) in the removal of iso- 
lated scar and local gross deformities in 80 
called sensory and/or motor “Jacksonian 

The residual and recurrent convulsive epi- 
sodes in the Penfield series, as well as my 
own and those presently reported by Mc- 
Kissock (noted above), lead to the tentative 
conclusion that neurosurgical intervention 
may be of value in selected cases, b 
remains a “residual group" (of approx 
mately 16%), with recurrent convulsion 15 
zures of one type or another, whether simp! j 
“focal fenestration” is adopted, “removal Hi 
scar,” “wide excision of brain, OF ae 
hemispherectomy, becomes the method © 
surgical choice. de- 

It would seem, therefore, that gro55 ‘ie 
structible and mutilating operations fe 15 
brain, such as hemispherectomy, wee zs 
botomy, and subtotal extirpation proce pe of 
will probably sooner or later pass QR. 

B fined techniques 
popularity, and the more re E 


ut there 
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(long ago advocated by Spiller and Frazier) 
such as pedunculotomy (Russell. Meyer), 
stereotactic thalamotomy (Wycis and Spie- 
gel), and well-directed and correctly planned 
topectomy (Poole) will find their proper in- 
dications, as clinical analysis and screening 
of patient material indicate wider and more 
detailed consideration of the central nervous 
system function. 

. The Jackson-Spiller concept that a dis- 
eased, injured, or absent brain cell cannot 
“hyperfunctionate” is simply being restated 
in another way by obtaining a better balance 
of remaining tissue function, when the defi- 
cient influence (lack of inhibition, not hyper- 
excitability) of abnormal higher levels or 
areas have been removed. That is to say that 
a simplified coordinated pattern of a lower 
basic level of motor function representing a 
former primitive evolutionary state of com- 
patability (250,000,000 years ago) may take 
over and function in semiautomatic fashion, 
if no longer under the control of, or interfer- 
ence by, partial abnormal control of higher, 
more recent, and extremely complicated pat- 
tern developed in the mammal (120,000,000 
years) and finally in man (past 1,000,000 
years). 

The “Cerebral Palsy Center” in Birming- 
ham is known as “Carlson House,” named 
after Dr, Earl Carlson, one of the pioneers 
of the cerebral palsy movement in this coun- 
try, who attracted attention 30 years ago to 
the potential rehabilitation and educability of 
many formerly abandoned types of athetoids 
and spastics. : 

Birmingham reminds one somewhat of 
Wilmington (Del.), and there is considera- 
ble individual and community interest in the 

spastic” problem. The therapy and correc- 
tional measures are under the direction of 
an outstanding orthopedic. surgeon, Mr. 
Innes. Assisting him in a “team” are repre- 
Sentatives from the pediatric, physical medi- 
cine; therapy, special educational, and radio- 
logical fields. Here there is am excellent 
SR program, individualized and properly 

: uma for both mentally retarded and 
1 0 who have primarily athetoid or dys- 

nic disturbances, with little, if any, intel- 
lectual impairment. 

i More than too children are cared for by 
"patient and outpatient activities, 


around the Center as an educational and 
therapy unit. It is comparable to the Wide- 
ner School in Philadelphia, with perhaps 
wider and more personalized direct medical 
supervision and attention to even a smaller 
group of patient problems and census. 

The physical therapy programs for the 
spastic in Britain have been chiefly developed 
in the past to years along the lines of Dr. 
Phelps’ (Baltimore), methods. With the 
more recent use of neuromuscular and reflex 
therapy (acquired from the Philadelphia 
General Hospital, Division of Physical Medi- 
cine, the Edinburgh Westerly School, and 
from the recent Danish program), the ac- 
tivity and diversity of treatment facility is 
rapidly expanding. 

Here, in Birmingham, we find good clini- 
cal results, good diagnostic team cooperation, 
and the importance of properly directed scho- 
lastic undertakings. There is an undoubted 
advantage in having a team of medical- 
professional and educational leaders, in con- 
stant and intimate relationship to any educa- 
tional training and rehabilitation units, that 
attempt to deal with the special problems 
concerned with "spastics" or those we know 
as cerebral palsy types. 

Tn Bristol, a very old and thriving seaport 
town (with a relatively new university and 
faculty tradition of scarcely 100 years), there 
is a modern note of organization and team- 
work, diagnostic facility, and the most sur- 
prising of all situations, a young neurosut- 
geon who has found it possible to give time 
and consideration to the problems of cerebral 
palsy in conjunction with the excellent team 
of orthopedic, pediatric, neurological, and 
interested consultants in physical medicine! 
The interest in the screening and physical 
medicine side of the problem has spread to 
the communities, and not far away Dr. J. B. 
Stewart has begun a systematic screening of 
the institutional so-called “mentally deficient” 

, as well. Community services and clas- 
sifications are taking place under medical 
supervision, so that one is impressed by the 
possibilities of coordinated and properly di- 
rected efforts now being achieved by the 
community and educational organizations, on 
the one side, and the diagnostic, medical, and 
corrective units, on the other. In spite of 
much dissatisfaction at poth the public and 
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medical level regarding the present socialized 
form of control, some unit factors are work- 
ing to the benefit of all concerned. 

Much of future value and interest will 
come from this recent and highly activated 
Bristol study. The results are being obtained 
along with the adaptation of neuromuscular 
therapy measures, including "patterns of 
movement,” “unlocking reflexes,” and along 
with the over-all organic neurological and 
neurosurgical screening facility, should be, 
T am convinced filled with worthwhile con- 
tributions which will be forthcoming from 
this group in the relatively near future. 

Edinburgh is not only fascinating from its 
picturesque standpoint, its refreshing atmos- 
phere of geniality, and its firm Scottish tra- 
ditions, but I am sure one recognizes almost 
imperceptibly, the medical atmosphere and 
traditions so familiar to Philadelphia where 
the first School of Medicine in America 
(The University of Pennsylvania) arose. Its 
great initial faculty were primarily Edin- 
burgh trained, and have always been justi- 
fiably proud of the fact. 

Here Mr. Pollock, a comparatively young 
and outstanding leader among the orthopedic 
surgeons, has developed not only an excel- 
lent therapy unit, but his surgical corrections 
are sufficiently individualized, functional, 
and almost plastic in their detailed restora- 
tional results that one could only wish our 
neurologists and pediatricians could have 
this same sort of cooperative solution to the 
many mechanical and defective postural and 
motor handicaps in our own chronic cere- 
bral palsied group. 

Mr. Pollock has brought back to Edin- 
burgh, after visits to this country and 
abroad, the finest and most modern surgical 
techniques, adding these to his own with 
sufficiently wise application so that the end 
results (which, of course, are the true meas- 
ure of the value of any procedure under- 
taken) are surgically and correctively most 
remarkable. He has also introduced and car- 
ried on the use of “patterns of movement,” 
“neuromuscular reflex” training with re- 
sultant modification of muscle tone, and pos- 
ture, as an aid to his surgical and orthopedic 
correctional results. 

Less bracing, fewer canes, and crutches, 
more individualized activity, and a smooth 


coordination of walking, or use of upper 
extremity rehabilitation is the result of not 
just a “cutting or stretching of tendons,” but 
of a planned reconstruction of muscle func- 
tion (by transplantation or bone correction) 
so that normal and reflex pattern movements 
can be developed, to the advantage of the 
newly corrected part. This may be con- 
sidered as the best practical application of 
the Colli-Grizoni (Milan) thesis of proper 
posture first, in order to eventually get 
proper proprioceptive and postural muscle 
responses. 

Stiff, “peg leg,” or braced, stilted gaits are 
not frequent in Mr. Pollock’s clinic. Active 
persistent physical therapy, reinforced by 
motivation (purposeful movement) along 
with the use of neuromuscular patterns, are 
features which our clinics may well study 
and emulate. 

In summary, after a period of close and 
careful study of the British problems con- 
cerned with the so-called “spastic” group, it 
became obvious that we, in this country, are 
far ahead as to diagnosis, methods of treat- 
ment, and clinical facilities. Our problem 
seems to be that these advantages are some- 
what offset because our advanced clinics are 
widely scattered, and not as available in con- 
centrated form or organized team activity as 
they should be. . 

The British have moved more rapidly to- 
ward the use of our best methods and proce- 
dures, combined with their methodical ability 
for organization and determination to pro- 
duce and establish an end product, that Jus- 
tifies the time, effort, and expense put vid 
such a rehabilitation program. We ER 
spent much time, money, and words, " à 
correlation and definite objective would hav 
brought us more clinical advance " 

It may safely be said that the British a d 
facing, even more profoundly than We p 
need for diagnostic screening and H d 
classification of the so-called cerebral pals . 
or spastic types, along with the need fot at 
vidualized therapy, and special educa 15 s 
adaptation to the problem. TI hese 1 x 
features are now just becoming realize 
this country as well. b 

The bio values of the 75 years ue 
habilitation experiences, h the 


whicl 119 T 
have enjoyed, are being introduced into 
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long-term planning for cerebral palsy pa- 
tients along with the recent scientific ad- 
vances from other countries. 

The British Council for the Welfare of 
Spastics are sponsoring a new unit (Ponds), 
which will deal with the adolescent group 
and early adult problems of the spastics, that 
face these patients after the early corrective 
years have been accomplished. This, as 
Crothers (Boston) pointed out years ago, 
is the crux of the whole problem, as too often 
after great efforts toward correction of physi- 
cal defects during early childhood, patients 
are almost entirely neglected as to the emo- 
tional and economic needs which arise 
later on. 

The fact that more of the severely involved 
types are rather casually and unjustifiably 
defined as “mentally deficient” by the Brit- 
ish, because of insufficient psychological, 
medical, and organic neurological screening, 
is freely admitted and the rather rapid rise 
of groups concerned with physical medicine 
and therapies (now established on a more 
permanent scientific basis) is one of the most 
surprising advances that has occurred in any 
country within the past few years. 

The tendency to organize around the 
physical medical therapy unit, rather than a 
“specialty” aspect, points the way to the pos- 
sible advantages which highly trained and 
enlightened consultants in the field of physi- 


the cerebral palsy diagnostic screening team. 
Therapy, rehabilitation, and vocational train- 


and parent alike. It is natural to expect this 
central therapy theme along with the educa- 
tional, occupational, and vocational fields to 
form the core of any long-term practical 
planning. 

The greatest retarding factor in cerebral 
palsy treatment, in the presence of the recent 
and vast amount of knowledge that we have 
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from many specialty angles, is the tendency 
to try to fit the cerebral palsy patient into a 
narrow category (orthopedics, pediatrics, 
neurological, or special educational formula). 

It is obvious that no one group or specialty 
can encompass the problem, but that it re- 
quires the full help of all disciplines work- 
ing as a team, satellited around a common 
purpose, which is admittedly eventual re- 
habilitation of the patient to the highest func- 
tioning level with a satisfactory and stable 
economic value, if possible. 

The opportunity today for the young 
neurosurgeon and the organic neurologist, 
as well as child guidance psychiatrist, to 
enter the cerebral palsy field (which extends 
from pediatrics to geriatrics) dealing as it 
does with the many problems of paralysis, 
now lies open for those who seriously wish 
to aid in the careful diagnostic screening of 
this chronic and long neglected group. 

‘Almost 1 out of 3 true cerebral palsy pa- 
tients are now salvageable by various mod- 
ern methods. Orthopedic and neurosurgical 
corrective measures alone are not sufficient, 
nor are they frequent items in the over-all 
aspects of the problem. Correctional therapy 
plays a vital part in the patient rehabilitation 
program but these, like braces and crutches, 
must be coordinated with proper physical 
therapy and purposeful self-training, to gain 
a maximum result. 

There exists at the present moment not 
only a great demand for properly trained 
organic neurologists and neurosurgeons 
(who have not as yet developed arterio- 
sclerosis of the categories) to aid in diag- 
nosis and classification, but there will be 
more demand than medical fulfillment for 
many other medical, professional, and tech- 
nical aids for the “spastic” and cerebral 
palsy types, in order to assure full rehabilita- 
tion of the salvageable portion of this patient 
material within the near future. 


MEDICAL SCHOOL ELECTIVES ON FAMILY ATTITUDES, 
SEXUAL BEHAVIOR, AND MARRIAGE COUNSELING? 


KENNETH E. APPEL, M. D., EMILY HARTSHORNE MUDD, Pn. D., AND 
PHILIP O. ROCHE, M.D.* 
PHILADELPHIA, PA. 


In 1944 the Cyclopedia of Medicine con- 
tained the following statement(1) : 


“All physicians see many cases when symptoms do 
not subside as they should under the usual methods 
of treatment, when convalescents do not convalesce, 
when recovery from accidents or surgical procedures 
is unusually protracted for no obvious reason. 
Symptoms also seem to arise for no obvious cause. 
Physicians are aware that somehow or other 
emotional factors must be entering into the condi- 
tion. Conflicts and tensions accompanying marriage 
and family life are common sources of emotional 
"This statement epitomizes the collective ex- 
perience and convictions of physicians and 
counselors in their association with the 
Marriage Council of Philadelphia(2) and 
other such services, and is a beginning rele- 
vant expression of a need currently sensed 
by teachers and students alike in the wider 
field of medical education. Dean John 
Mitchell(3) writes: 


A number of medical schools have devised ways and 
means of stimulating in the student a broader 
understanding of the needs of the whole patient 
and of maintaining his interest in the patient as a 
person... Most young men and women enter 
medicine because of their desire to help people by 
maintaining or restoring health. It is scarcely logical 
to believe that an increased understanding of and 
interest in, people will diminish the medical students" 
appetite for the scientific knowledge by which they 
may enhance their ability to give aid. That the 
Hale il of dar understanding and interest 

ould be postponed until they enter practice seems 
equally illogical, P z 


This paper reports 3 years’ experience in 
dealing with this need through the initiation 
of 2 new fourth year electives in the medical 
curriculum under the department of psy- 
chiatry. It describes (1) how we went about 


1 Read at the rroth annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
7, 1954. 

2 Expenses involved in the establishment of these 
electives were furnished by a generous grant from 
Grant Foundation, New York City. 

From the School of Medicine, University of 
Pennsylvania. 
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it, (2) what the electives attempted, (3) 
student expectations concerning this effort, 
(4) reactions to the electives, and (5) what 
has been tentatively concluded. 
Responsibility for 2 new electives, offered 
through the department of psychiatry and 
open to seniors, was assigned in the fall of 
1952 to the director of the division of family 
study of the department of psychiatry. To 
clarify the relation of this course to the 
medical curriculum as a whole, it should be 
explained that the division of family study 
was developed in the department of psy- 
chiatry in 1952 and through this affiliation 
the Marriage Council of Philadelphia, a 
nonprofit community service of 20 years 
standing, became the operational unit of the 
division with its Director, Emily H. Mudd, 
Ph.D., becoming assistant professor of 
family study in psychiatry in the School of 
Medicine, University of Pennsylvania. These 
electives were organized under an interde- 
partmental faculty advisory committee, 
chaired by the head of the department of 
psychiatry, and consisting of 12 members 
including the dean of the School of Medicine. 
One of these electives is a 6 weeks’ placement 
at Marriage Council, division of family study, 
where the student learns at first hand the 
actual functioning of a counseling service 
and perhaps handles a selected case or two 
under close supervision. The other 9 
with which this paper deals is a 14- to bc 
lecture course entitled Family Attitudes an 
Sexual Behavior. Both electives were pe 
related with the general teaching curriculum! 
offered by the department of p En 
were designed to supplement this. 
These prete attempted to bring to the 
medical student a body of information ae 
family life and sexual behavior with d a 
ticular focus on the pertinence of su id 
medical practice. To this end we prese 
material showing the scope and bue 
courtship, marriage, and family sex Run 
havior, including current folklore, custom?“ 


— a ai 
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and laws; we demonstrated the correlation 
of sexual tensions and morbidity as met in 


daily medical practice. Emphasis was given 


to the relationship between early psycho- 
sexual development and the later continued 
patterns which determine the capacity for 
love, for adequate response sexually, and for 
constructive conjugal living. Cultural con- 
ditioning, particularly the influence of re- 
ligion, was indicated as a determinant in 
family life patterns. For the most part case 
illustrations were used, presenting a variety 
of tensional situations expressed on all levels 
of complaint, conscious, unconscious, and 
physical. Treatment considerations were 
focussed on the interpersonal relations be- 
tween husband and wife. Doctor-patient re- 
lations and transference phenomena were dis- 
cussed, as well as the physician’s need for 
self-understanding in interviewing and in 
helping patients. Emphasis was laid on the 
limitations of advice and direction in the 
treatment process. 

Thirteen lectures were given by members 
of the medical faculty and by others: an 
anthropologist, a sociologist and a social 
worker, Three additional sessions, devoted 
to the influence of religion on sex, marriage, 
and divorce, were given by ministers or 
representatives of the Catholic, Jewish, and 
Protestant faiths.* 

‘The objective didactic material carried 
with it to the student an explicit stimulus for 
self-observation. The goal was to alert the 
student to sense his own emotional participa- 
tion in the problems of his patients, to afford 
him confidence in such a role, and to bring 
him a rationale in medical management, It 
was early recognized that, in greater degree 
than in a course dealing with more concrete 
subjects, the effectiveness of the course would 
depend on the sensitivity of communication 
established between the teacher and student. 
go ect a probable maximum registra- 
; n of 20, the course we planned as an in- 
ormal seminar. However, when 90 of the 
ed class of 129 registered the first year, 
— HUES were scheduled in an audi- 


w Copies of course outlines, 1952-54, the suggested 
SED list, and the questionnaire evaluation are 
Falable on written request at the Division of 
versity ii Department of Psychiatry, UE 

0i i = 
delphia 4, Pa 3828 Locust Street, a: 


torium, and the material shaped to lecture 
form followed by a short question period. 
Since the group became smaller by the third 
year a conference room was used—this 
achieved greater cohesiveness and a more 
informal and intimate teaching atmosphere. 
A disk recording and transcription was made 
of each lecture for possible future use. The 
topical outline used the third year is seen in 
Appendix T. 

In many respects student expectations an- 
ticipated the thinking of the faculty. A 
majority of senior students stated that they 
hoped to obtain from this course “more 
knowledge about sex and marital problems 
my future patients will have and methods 
of handling them.” A number expressed 
their expectations more specifically and 
with varying degrees of sophistication, for 
example: 

I hoped to find out how a patient with a marriage 
problem presents himself or herself to the practicing 
physician. 

I hoped ... to become more familiar with the 
preconceptions and emotional building blocks that 
prepare two people—or fail to prepare them—for 
living in contact with one another’s personalities, 

I come from a definitely sheltered background; 
from a family with a strict moral code to which I 
in some measure adhere, as I do to the faith which 
fostered it, My surprise at statistics of the Kinsey 
reports led me to believe I needed a better under- 
standing of the sexual codes and practices of others 
in order to deal effectively with my patients. 


Student attendance the first year ranged 
from 40 to 9o with an average of about 50. 
An evaluative questionnaire, not requiring 
the students’ signatures, was circulated near 
the end of the course to the 90 students 
originally registered. The variety of 
questions offered opportunity for the free 
expression of negative as well as positive re- 
actions. The answers afforded understanding 
of student attitudes about the course, which 
helped the teachers in planning and present- 
ing material. 

5 The authors are indebted to Donald L. Taylor, 
Ph. D., Associate in Family Study, Department of 
Psychiatry, University of Pennsylvania, 1952-53, 
for assistance in the formulation of the questionnaire 
and to Howard E. Mitchell, Ph. D., Associate in 
Research, Division of Family Study, Department of 
Psychiatry, School of Medicine, University of 
Pennsylvania, for analysis of the questionnaires and 
for suggestions concerning the use of the results 
in this paper. 
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Over half (51) of the 9o students re- 
sponded (Table 1). Sixty-five per cent of 
those answering felt such a course should 
be offered yearly to senior medical students, 
33% indicated that the course met with 
expectations, 27% regarded the material as 
practical and informative, 25% as influential 
in their thinking, 16% found the material 
gave answers to many questions, and 12% 
found the course opened up new areas of 
reading. 

Table 2 indicates critical responses. 
Thirty-one percent of those answering re- 
garded the course as insufficiently integrated 
clinically ; 24% that it was too theoretical ; 
19% believed it presented nothing new ; the 
few remaining checked such comments as that 
the material was not pertinent to the 
problems, lacked coordination, was repeti- 
tious, a waste of time, and that they did not 
like some of the lecturers. Almost all the 
students complained about the late hour 
and its inevitable interference with dinner 
schedules, 1996 stating the course competed 
with other demands on their time. 

An arresting quotation from G. B. Shaw 
prefaced the comment of the 1953 Alpha 
Omega Alpha annual course critique con- 
cerning this elective. It stated: 

“When two people are under the influence of the 
most violent, most insane, most delusive, and most 
transient of passions, they are required to swear 
that they will remain in that excited, abnormal, and 
exhausting condition until death do them part.” This 
course [adds the critique] has a definite place in 
the medical curriculum, and should be continued. 
It had one major fault; most of the lectures were 
elementary and obviously belaboured points which 
we already knew. We would like a course with a 
more practical clinical orientation—one which would 


include specific problems and how they should be 
met by the physician. 


TABLE 1 
Positive Reactions to Course Evaluation 1952-54 


1952-53 1953-54 


per cent per cent 
Items d AS 
Course met my expectations; I 
got most of what I expected. 75 Not asked“ 
Course should be offered yearly.. 65 60 
Offered practical information... 27 5o 
Influenced thinking....... 23 


Answered many questions. AH 25 
Stimulated further reading...... 12 I5 


* This question was not repeated because it was felt that 


the discursive material requested gave more ic in- 


formation. 


Dean John Mitchell felt the course should 
be continued although no change in time was 
possible. Revisions were incorporated and in 
the fall of 1953, 78 out of 128 seniors, or 
60% of the class, registered. Attendance 
ranged from approximately 65-30, a notice- 
able drop taking place in January and 
February. 

In the second year a panel schedule was 
initiated consisting of the course chairman, 
the lecturer, and 2 students at each session. 
This was discontinued as students did not 
easily volunteer and it was felt unwise to 
delegate class participants. Two open sessions 
were included: the first, a student-organized 
panel discussion on Concepts of Morality, 
for which 3 class members were invited to 
present points of view, one man known for 
his conservative and religious orientation, 
one for his personal liberalism, and one 
middle-of-the-road popular married student 
with a keen sense of humor. It was a re- 
warding hour. The second, by student sug- 
gestion, was used to show 2 educational films 
dealing with sex education and marital ad- 
justment There was active discussion at 
the end of almost all sessions. 

The same evaluative questionnaire as used 
in 1953, with minor revisions, was circulated 
before the final 3 lectures in 1954. Forty 
students, 50%, replied. Approximately the 


Human Growth" (E. C. Brown Trust e 
220 West Alder Street, Portland 4, Or 
Who's Boss" (McGraw-Hill Co., Inc., 330 6 
42nd Street, New York 36, N. Y) Excellent ne 
films on marriage and family relationships ae me 
duced yearly and can be obtained through McGra 
Hill Co. or Coronet Films, Inc. A documentary 
film on marriage counseling also appears on 19 0 
national networks in the series The Searls a 
film will be available, for use in Pennsy et 
through the Division of Family Study, Depart 
of Psychiatry, University of Pennsylvania, 3 
Locust Street, Philadelphia 4, Pa. 


TABLE 2 
Critical Reactions to Course Evaluation boc 
12 cent en 
of class, (N 40) 
Items N51) € a 
Not sufficiently clinical. TEL 25 
Too theoretical 24 15 
Presented nothing new.. . 8 20 
Was repetitious... 15 
Lacked coordination. B i4 3 


Not pertinent 13 
Did not like lecturers... . 10 
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same estimates of attendance were made by 
the students both years; 6870 and 667 
stated they attended one-half the lectures or 
more. Our second performance of 1953 
yielded less negative reaction as to the course 
offering “nothing new” and “not pertinent.” 
At the same time “repetitiousness” (resulting 
from a variety of lecturers) was mentioned 
more frequently than in 1952. Many students 
indicated their desire to visit and attend case 
conferences at the Marriage Council. 

Interesting and informative answers were 
spelled out by students concerning the useful 
potentials of this course for their future 
medical practice. 


By a free discussion of sex, I became more willing 
to discuss it frankly and honestly myself. I learned 
what services are available for counseling . . and 
how to approach problems that I might meet myself 
as a practitioner. I got to know some of the 
literature available on sex and marriage. 

In addition to the practical value to be gained 
I also felt that definite cultural value was afforded 
by attending the lectures. 


Several students pointed out that the lectures 
stimulated thinking and informal discussion 
(outside the classroom) which brought out 
new ideas: 


... chiefly that no two couples can have their 
problems solved in one way but each problem is 
individual. 

Better understanding of need for anyone giving 
marriage counseling not to give advice. 


Other students reflected that a wider purpose 
had been served. 


The lectures presented a sampling of experienced 
opinion on a subject of considerable importance in 
medical practice which is ignored by the formal 
schedule and attended to only occasionally by the 
teaching faculty as a whole. 

Whether such a course should be compulsory is 
doubtful, but I feel that it has helped me better 
Prepare myself to face and handle these social 
Problems that will come up in practice. 


And finally one senior adds spontaneously : 


This has definitely been one of the more enjoyable 
courses in med school—and practical too. I feel 
that without such a course as this our medi 
education would not be complete. 


Registration the third year? was 5o 


i ES third series was given the fall of 1954 
F. lowing the presentation of this paper, May 1954. 
105 students have signed for 6 weeks’ Orientation 
o Marriage Counseling the spring of 1955. 


students, an average of 30 attending. That 
there were fewer lecturers reduced duplica- 
tion and no formal evaluation was asked of 
the students. However, a few written state- 
ments and verbal comments again com- 
mended those discussions in which there was 
“emphasis on practical case material and 
methods available toward seeking solution of 
the problems presented.” 

Although there is not space to dwell upon 
the second elective, Orientation to Marriage 
Counseling, which consists of 6 weeks of 
supervised work at the Marriage Council 
center, we might mention that 7 seniors 
signed for this course in each of the first 2 
years.’ Ten of these 14 seniors continued, at 
the conclusion of their 6 weeks’ elective, to 
carry the case they had begun by volun- 
teering to see their clients at weekly evening 
clinics until reasonable conclusion of the 
counseling, in some instances as long as 8 
additional weeks. Enlightening statements 
were made by these men at the end of their 
6 weeks concerning both their understanding 
of what marriage counseling involves and 
their appreciation of the relation of their 
supervised experience to their medical work. 
We quote from one: 


The art of marriage counseling requires a different 
approach from that of the science of medicine, but 
it is an integral part of the art of medicine. Al- 
though much of medicine requires the objectivity of 
science, the importance of interpersonal relation- 
ships in the treatment of patients can not be mini- 
mized. Every patient has some problems (large 
and small), which may at some time be brought to 
the attention of the physician, isolated or in associa- 
tion with a medical problem. It is of great impor- 
tance to both the patient and the doctor that the 
physician be equipped to handle such a situation. 
Here the approach of the counselor, as an attentive, 
understanding and empathetic confidant, is an 
essential part of the physician's equipment. 

The effective physician is a product of his 
heredity and environment, the whole gamut of 
interpersonal relationships he has experienced and 
to which he has responded throughout his life time, 
as well as the technical training in medicine 
The practice of marriage counseling does much to 
reorient the physician in this lifelong experience 
and to integrate the scientific training into the 
evolution of the good physician. 
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CONCLUSIONS 


On the basis of a 3-year experiment, we 
believe that there is a body of scientific data 
on family attitudes and sexual behavior 
sufficiently developed for communication to 
medical students as part of the regular medi- 
cal curriculum and in supervised marriage 
counseling, Student response indicates inter- 
est and receptivity, which become correlated 
not only with the theory and practice of 
medicine, but also with the personal needs 
of the students, These electives make a contri- 
bution to the medical student’s vocabulary, to 
his concepts of the personality in social inter- 
actions, and to his grasp of many sympto- 
matic configurations expressive of the ten- 
sions of our times, particularly in the area of 
marriage. We plan in 1955 to focus the 
material more intensively on the senior medi- 
cal student who is about to emerge in his 
professional role, and, at appropriate oppor- 
tunities, to emphasize what he can do to be 
helpful to his patient, The experiment so far 
Supports the suggestion that the medical 
curriculum may in time properly devise 
means for supervised participation of a ma- 
jority of senior students in the study and 
counseling of marital problems as they relate 
to the practice of medicine, 
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APPENDIX 
FAMILY ATTITUDES AND SEXUAL BEHAVIOR 


ELECTIVES FOR SENIORS, SCHOOL OF MEDICINE, 
UNIVERSITY OF PENNSYLVANIA 


Offered by Division of Family Study, Department 
of Psychiatry, Thursday, 5:15-6:15 P.M. 
Alumni Hall, Maloney Clinic 
Emily H. Mudd, Chairman 

1954 

Sept. 16—I. Problems in Medical Practice Con- 
cerned with Sex and Marriage. Kenneth E. Appel, 
M. D., Professor & Chairman, Dept. of Psychiatry. 

Sept. 23—II. The Feelings and Bias of the Doctor. 
M. Royden Astley, M. D., Assistant Professor in 
Psychiatry. 

Sept. 30—III. Life Experiences in Relation to 
Marriage. Philip Q. Roche, M. D., Assistant Pro- 
fessor of Psychiatry. 4 

Oct. 7—IV. Religion, Sex and Marriage, Catholic 
Point of View. S. H. Clemens, Ph. D., Associate 
Professor of Sociology, The Catholic University of 
America, Washington, D. C. 

Oct. 14—V. Religion, Sex and Marriage, Protes- 
tant and Jewish Points of View. Edwin E. Aubrey, 
B. D., Ph. D., Professor of Religious Thought, U. of 
P. Rabbi David H. Wice, D. D., Rodeph Shalom 
S ogue, Philadelphia. x 

Oer A VI. Premarital Adjustments. I: Medical 
Examination, Sex Education, Single and Joint 
Interviews. William L. Peltz, M.D., Assistant 
Professor of Psychiatry. 1 onl 

Oct. 28—VII. The Meaning of Love. Philip Q. 
Roche, M. D. 

Nov. 4—VIII. Student Panel. 

Noy. 11—IX. Premarital Adjustments. II: Sexual 
Phobias, Unexpected Pregnancy, Acute E 
Emily H. Mudd, Ph. D., Assistant Professor o! 
Family Study in Psychiatry. 

Nov. 18—X. Marital Adjustment. I: Sexual Ad- 
justment as Seen by the Obstetrician and Gynecol- 
ogist. Paul O. Klingensmith, M.D., Associate 
Professor of Obstetrics and Genecology. * 

Nov. 22 (Instead of Nov. 25—Thanksgiving)— 
XI. Marital Adjustment. II: Problems in 1 
Including Impotence and Frigidity. William L. 
Peltz, M. D. 

De. 2—XIL Separation and Divorce. Emily H. 
Mudd, Ph. D. £ 

Dec. 9—XIII. Fidelity and Infidelity. H. Royden 
Astley, M. D. * 

Des. 16—XIV. Summary and Critical Evaluation. 
Kenneth E. Appel, M. D. 
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DIFFERENTIATION BETWEEN ANXIETY AND DEPRESSION BY THE 
PHOTICALLY ACTIVATED ELECTROENCEPHALOGRAM * ? 


CHARLES SHAGASS, M.D.,3 MONTREAL, CANADA 


It has long been known that changes in 
emotional state may modify the EEG pattern, 
e.g., by blocking the occipital alpha rhythm, 
and this undoubtedly led to hopes that char- 
acteristic EEG patterns would be demon- 
strable for specific emotional states. Such 
hopes have so far not been fulfilled by 
standard methods of EEG study. Indeed, the 
resting EEG's of patients with presumably 
similar emotional disorders, e.g., chronic 
anxiety states, may be markedly different. 

As a logical next step in investigation of 
this problem, several workers have suggested 
the study of individual differences in EEG 
reactions to various types of stimulation. 
Among available modalities, intermittent 
photic stimulation has proved particularly 
interesting(6). Photic stimulation has the 
advantages of being relatively easy to ma- 
nipulate for experimental purposes, while at 
the same time producing characteristic EEG 
responses which are amenable to measure- 
ment. Certain flicker rates will elicit, in the 
EEG, rhythmic activity at the flicker fre- 
quency; this is called “photic driving.” 
Furthermore, stimulation may in itself in- 
duce emotional reactions and Walter and 
Walter(8) have made observations which 
suggest that change in mood may be reflected 
by an alteration of susceptibility of the brain 
pattern to influence by the light stimulus. 
Recently, Ulett and his co-workers(7) 
carried out a quantitative study of photic 
stimulation, employing automatic frequency 
analysis, They demonstrated significant cor- 
relations between clinically assessed anxiety 
Proneness and the extent to which the EEG 
Tesponse to photic stimulation contained 
activity at harmonics of the stimulating 
requency. 

The present investigation is a preliminary 
= 
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one, designed to test the validity of the 
hypothesis that different emotional states are 
characterized by quantitative differences in 
the photically activated EEG. It was con- 
sidered that, if relatively gross effects of 
photic stimulation could differentiate be- 
tween clinically distinguishable conditions like 
anxiety and depression, this would justify 
detailed intensive study by this experimental 
approach, 


METHODS 


EEG's were taken with a Grass Model 
III- C instrument. Bentonite paste leads were 
used. The light source was a strobotron- 
type flash tube (GE FT 110) activated by a 
1,000 volt charge in a 1 microfarad con- 
denser. The light was placed 4 to 5 inches 
from the eyes and the subject kept the eyes 
closed during stimulation. In the test there 
were 2 sequences of stimulation with each 
flash rate, each sequence lasting 10 to 15 sec. 
Frequencies of stimulation were 10 and 15 
flashes per sec. Additional sequences at 6, 
8, and 18 per sec. were included for the non- 
patient control group. 

The subjects were 134 psychiatric patients 
and 29 nonpatient controls. In the patient 
group there were 63 men and 71 women, 
ranging in age from 17 to 72 (median age, 
36.3 years). The control group was drawn 
from hospital medical and secretarial staff; 
it included 13 men and 16 women, ranging 
in age from 18 to 45 (median age, 26.2 
years). Patients were selected from a group 
of about 400 consecutive admissions which 
had formed the experimental population for 
a study of photomyoclonic responses(5). 
"The criteria for selection of patients were as 
follows: (1) EEG not grossly abnormal ; 
(2) absence of photomyoclonic response; 
(3) no history of seizures, alcoholism, or 
excessive drug intake; (4) no history of 
previous ECT or insulin coma therapy; (5) 
adequate case history evidence to permit 2 
psychiatrists to agree on a definite clinical 
classification. Classification of cases was 
made without knowledge of physiological 
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results. Because of small numbers in other 
categories, the sample of 134 patients de- 
scribed here was restricted to the following 
5 groups: (1) 31 anxiety states, including 
anxiety hysteria (median age, 35.6 years) ; 
(2) 30 psychoneurotics presenting a mixture 
of anxiety and depression—this group will 
be referred to as “neurotic depressions” 
(median age, 35.8 years); (3) 38 depres- 
sions, including manic-depressive, involu- 
tional, and reactive depressions with retarda- 
tion (median age, 54.2 years); (4) 29 
paranoid schizophrenias (median age, 27.5 
years); (5) 6 simple schizophrenias (median 
age, 25.0 years). Sex distributions of the 
patient groups are included in Table 1. 

The method used for quantifying the photic 
driving responses is illustrated in Fig. 1, 
which also shows 3 different quantitative 
patterns of response. The top record in Fig. 
1 shows good driving at 10 and poor driving 
at 15 f.p.s.; the middle record shows high 
voltage driving at both frequencies; while 
the bottom record shows better driving at 
15 than at 10 f.p.s. The arrows designate the 
consecutive 2-sec. strips which contain the 
maximum voltage driving response. These 
samples, containing maximum voltage, were 
measured by an additive ruler which gives 
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precise results(4). The amplitudes of only 
those waves at the stimulating frequency 
were measured. Samples were taken only 
from the right parieto-occipital tracings for 
the second stimulation sequence at each fre- 
quency. The total amplitude for 2 sec. was 
converted to microvolts and divided by the 
number of flashes in the sample period to 
yield a mean amplitude. The numbers under 
the samples represent the mean amplitudes 
at 15 and 10 f.p.s. In addition to the ampli- 
tudes, the ratio between them was determined. 


RESULTS 


The amplitude of the driving effect was 
generally greater in female than in male 
subjects. Figure 2 shows that this was true 
for controls as well as for patients. The 
difference held not only for 10 and 15 fps, 
but also for 6, 8, and 18 f.p.s. in the controls. 
Separate treatment of the results for each 
sex was necessary because of this sex 
difference. 

Table 1 shows for each group the mean 
driving amplitude at 10 and 15 f.p.s. and the 
ratio between them. The statistical signifi- 
cance of differences between groups was de- 
termined by applying the chi square test or 
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samples of maximal driving response selected for measurement. Numerical values in microvolts per 
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PATIENTS. 


CONTROLS 


— FEMALES 


e MALES 


MEDIAN AMPLITUDE den 


STIMULUS. FREQUENCY PER SECOND 
Fic, 2—Median photic driving response ampli- 
tudes at different frequencies. Response is greater 
in females, but response curves are similar for both 
sexes. * 


the critical ratio, The mean ratio of 15 to 
10 f.p.s. for each group was based on indi- 
vidual ratios and for this reason there are 
discrepancies between the calculated mean 
ratios for the group and what might be 
expected from comparison of the group 
means shown in Table 1 for 15 and 10 fps. 

At 10 f.p.s. the female neurotic depressions 
had a significantly greater response than any 
other female group except the paranoid 
schizophrenics. At 15 f.p.s., the outstanding 
finding was the high voltage response of the 
female anxiety group, which was significantly 
greater than that of any other female group 
except the paranoid schizophrenics. 

‘The most interesting results were obtained 
with the 15:10 ratio in the female group. 
There appeared to be a gradient running 
from a maximum ratio in the anxiety group 
to a minimum one in the depressive group 
with the controls and neurotic depressions 
in between. This gradient was highly sig- 
nificant statistically. A similar relationship 
was present among the male subjects, but 
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Fic. 3.—Percentage distributions of response 
ratios for female anxiety state, control, and de- 
pression groups. 


was not statistically significant, a result prob- 
ably influenced by the fact that there were 
only 8 male patients with anxiety states. 
The mean ratios in paranoid schizophrenics 
were almost identical with those of control 
subjects of the same sex. The small, all-male 
group of simple schizophrenias had the lowest 
mean ratio of all, significantly lower than that 
of the male paranoid schizophrenics. 

Figure 3 compares the percentage distribu- 
tions of 15:10 ratios in the female anxiety, 
control, and depression groups. The division 
points were chosen to divide the entire group 
into 3 equal parts. Note that over 60% of 
the anxiety cases fell into the upper range, 
that a similar proportion of control subjects 
fell into the middle range, and that nearly 
3 quarters of the depressions fell into the 
lower range. These data clearly show that, 
for female subjects at least the relative 
driving response at 15 f.p.s. as compared with 
10 f.p.s. provided a significant differentiation 
between anxiety i 
that the non 
mediate between anxiety and depression re- 
inforces this conclusion. 

It should be mentioned that response ratios 
for the left parieto-occipital area were de- 
termined for the anxiety and depression 
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Females 

No. 10 15 Ratio 
15:10 cases f. p. s. f. ps. 15:10 
0.86 23 26.3 27.0 1.03 
0.75 16 25.1 19.0 083 
0.61 16 30.0 16.7 0.68 
0.70 22 264 17.7 0.54 
0.76 10 344 242 0.85 
0.41 — — — — 
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groups. These yielded the same group differ- 
ences as the data from the right side, indi- 
cating that the results were the same for 
both hemispheres. 

Since Ostow(3) found that quality of 
photic driving was related to background 
frequency and to age, statistical analysis was 
carried out to determine the influence of 
these factors on present results. 

The influence of occipital alpha frequency 
was explored in 2 ways. First, the mean 
alpha frequencies of the various groups were 
compared, These comparisons yielded no 
significant differences. Next, the correlations 
between alpha frequency and driving re- 
sponse were determined, These correlations 
were not significant for the 10 and 15 f.p.s. 
amplitudes individually. However, there was 
a slight, but statistically significant (r—o.23) 
correlation between the 15:10 ratio and alpha 
frequency for the entire patient group. Since 
this correlation indicates that a high ratio 
tends to coincide with faster alpha rates, and 
since the alpha rate of anxiety group was no 
faster than that of other groups, the relation- 
ship between emotional state and response 
ratio could hardly be attributed to alpha 
frequency. 

The product-moment correlations between 
age and the various response indices were 
determined. The only significant coefficient 
was one of —0.32 between response ratio 
and age for the entire female patient group. 
Since the depression group was considerably 
older than any other, and since the response 
ratio differentiated anxiety states from de- 
pressions, this age correlation might have 
been determined solely by the diagnostic dif- 
ferentiation. Furthermore, the fact that the 
correlations between age and response ratio 
within the individual patient and control 
groups were negligible suggests that the in- 
fluence of age was unimportant, although it 
cannot be completely ruled out. However, 
if there were an age factor, it would raise 
the interesting question of age-related brain 
mechanisms governing emotional responses. 
Such mechanisms may determine the pre- 
ponderance of depressive reactions in the 
older age groups as compared with more fre- 
quent anxiety reactions in the younger ones. 

The results of the male groups were similar 
to those of the females, but did not attain 
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statistical significance. This was probably 
due in part to smaller numbers. However, 
a more important factor may have been the 
reaction of male patients to hospitalization, 
This usually means removal from a stressful 
environment, particularly for men with 
anxiety states who have been attempting to 
carry on their usual lives prior to breakdown. 
With admission there may be considerable 
relief from anxiety This speculation implies 
that the driving response ratio may be labile. 
Evidence that this is probably so comes from 
observation of fluctuations during single tests 
and from serial studies of the same subject 
at different times. * 

Figure 4 shows the results of serial tests 
on one control subject. 


The subject was a research physician being: psycho- 
analyzed, and particularly well able to describe 
his emotional state. He had a high response ratio 
of 1.07 in the first test (which is included in the 
control statistics). Upon inquiry it was found that 
he was feeling particularly anxious that day, fol- 
lowing a stressful interview with an important 
superior, in which he had felt his security 
threatened. Arrangements were made for him to 
have repeat tests when his emotional state ur 
different. On November 16 he reported that y 
felt well relaxed after a pleasant weck-end. 5 : 
response to 15 f.p.s. was then 6.9 microvolts, al g 
half that in the previous test. On Decemba ai 
the subject returned to work after sue n 
attack of German measles. He felt depressed. 
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Fic. 4.—Photic driving at 10 and 15 1 
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test on that day showed further decrease of the 
response to 15 f.p.s. On December 16, the subject 
described himself as euphoric; he had become en- 
gaged to be married the previous evening. How- 
ever, during preparations for the test, there were 
some technical delays which he thought might 
make him late for an appointment and he became 
very annoyed. The response at 18 Íp.s. was 10.9 
microvolts on this occasion, still not up to his own 
fevel when anxious. More surprising, however, 
was the response to 10 íp.s. which was twice as 
great as that in any other test. In the final test, the 
subject had returned from a vacation and felt re- 
laxed; his response to IO £ps. was again at base- 
line level, while the response to I5 f.p.s. was similar 
to his previous relaxed level. 


These results of longitudinal study in an 
individual indicate that the quantitative re- 
sponse to photic stimulation will fluctuate 
in relation to mood and emotional state. The 
evidence supports Walter and Walter’s(8) 
conclusions along these lines, although they 
worked with a different parameter of re- 
sponse, namely harmonic activity. It is not 
unreasonable to suppose that the significant 
results with female patients obtained in the 
present study were a probable outcome of 
relatively little fluctuation in the emotional 
state one would expect from the diagnosis, 
eg, anxiety in patients diagnosed anxiety 
state. In this connection, it should be men- 
tioned that tests were performed shortly 


after admission to hospital. 


DISCUSSION 


Present results support the hypothesis that 
different emotional states are characterized 
by quantitative differences in the photically 
activated EEG. The preliminary nature of 
the present study must be emphasized. EEG 
data subjected to quantification comprised 
only the most elementary aspects of response. 
Only 2 flicker frequencies were studied and 
the entire question of harmonic responses 
Was left out of consideration. On the clinical 
side, the data were of case-history type; there 
Was no examination of the patient at time 
of testing, a procedure which is obviously 
indicated by the results of longitudinal study 
of one subject. Nevertheless, with all of 
these methodological shortcomings, signifi- 
cant correlations were demonstrated. The 
Tesults seem to justify further detailed in- 
vestigations with more refined methods. 

The greater amplitudes of photic driving 
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among females are paralleled by a signifi- 
cantly higher incidence of photomyoclonic 
responses in women(5). This may be related 
to hormonal factors, since Lin, Greenblatt, 
and Solomon(2) have shown that epilepti- 
form EEG responses to photic activation may 
vary. with. the menstrual cycle. It may be 
that careful longitudinal studies of women 
will reveal some relation of cerebral excit- 
ability, as expressed in photic driving, to 
the menstrual cycle and associated mood 
changes 

The results for paranoid schizophrenics 
were similar to those of control subjects. 
Elucidation of the significance of this finding 
will require clinical study of the patients' 
emotional state at times of testing. However, 
the difference between paranoid and simple 
schizophrenia falls in the direction expected 
from the clinical pictures. Paranoid schizo- 
phrenics are more often anxious; simple 
schizophrenics are sometimes’ difficult to 
distinguish from depressions. 

The relative significance of anxiety and 
in determining the 15:10 Te- 
sponse ratio is a matter of conjecture and 
study. However, the fact 
that the group of patients with a mixture of 
and depression were more like the 
depressions than the anxiety states suggests 


has been possible to 
determined sedation threshold value, which 
correlates well with clinically assessed degree 
of anxiety(4). The threshold is highest in 
the most anxious pa ients. Somewhat sur- 
prisingly, the sedation threshold has so far 
been found to be low in psychotic depressives, 
even those who appear tense and agitated. 
This finding suggests that t 
mechanisms may mediate the manifestations 
of tension in anxiety and depression. Present 
results with photic driving similarly suggest 
that the states of anxiety and depression in- 
volve differences in cerebral excitability. 
The clinical applicability of present results 
is questionable. Since a normal subject may 
yield responses jn the anxiety or depressive 
range, depending on transitory feeling states, 
the photic EEG ‘would seem of limited value 
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in psychiatric differential diagnosis. How- 
ever, future research along these lines may 
yield findings more specific for pathological 
emotional states and therefore of greater 
diagnostic utility. More important perhaps 
are the possibilities which such correlations 
would provide for applying to psychiatric 
problems results obtained by neurophsio- 
logical experiments on animals. For ex- 
ample, there has been considerable basic 
research on mechanisms of photic activation 
(1), which, once clinical correlations were 
established, could be brought to bear on the 
question of brain mechanisms in emotional 
states, 


SUMMARY 


I. To determine whether the EEG re- 
sponse to intermittent photic stimulation was 
quantitatively different in different emotional 
states, 134 psychiatric patients and 29 control 
subjects were studied. The amount of photic 
driving at flash rates of 10 and 15 per sec. 
was measured and the 15: 10 response ratio 
determined. 

2. There were significant differences in 
driving response between the sexes, females 
showing a greater response at all frequencies. 

3. Response ratios were significantly 
higher in anxiety states than in depressions, 
with control subjects and paranoid schizo- 
phrenics intermediate. 

4. Serial studies in a control subject 
showed that the driving response was labile 
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and fluctuated in relation to feeling state. The 
direction of these fluctuations was as ex- 
pected from the group differences demon- 
strated between anxiety and depression, 

5. Results supported the hypothesis that 
the photically activated EEG is quantitatively 
different in different emotional states and that 
further research along present lines is 
indicated. 
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PLAY AND NEUROSES OF CHILDREN 
F. SCHNEERSOHN, M. D., 1 TeL Aviv, ISRAEL 


HOME NEUROSIS AND SCHOOL NEUROSIS 


In treating neurotic children we frequently 


meet with a phenomenon which has, me- 
thodically speaking, a certain analogy with 
the specific phenomenon of blood transfusion. 
For a long time it was not understood why 
blood transfusions in like cases occasionally 
produced unlike results. Only in recent 
years was it learned that the blood of humans 
is not uniform and that there exist distinct 
blood groups. A blood transfusion conse- 
quently can be successful only when the 
group to which the transfused blood belongs 
is the same as that of the patient’s blood. 
A similar phenomenon presents itself in the 
treatment of neuroses. The treatment of 
similar neuroses in a series of cases, we 
found, gave dissimilar results. Our investi- 
gations led us to the conclusion that a specific 
neurosis may exhibit varying characteristics 
depending on the subject, that its character- 
istics are determined by the social environ- 
ment in which the neurosis occurs. We 
recognize 5 different forms of child neuroses 
which we shall later describe at length. 
These are Home Neurosis, Loneliness Neu- 
rosis, School Neurosis, Street Neurosis, and 
Stranger Neurosis (in relation to the com- 
pany of adults). For the sake of convenience 
we shall designate these 5 forms by the 
letters A, O, B, C, and D, respectively. 

A similar differentiation can be observed 
also in the neuroses of adults. Some hysteri- 
cal and neurasthenic persons, for example, 
are in their home circle intolerable but keep 
themselves under control the moment they 
leave it and come in contact with strangers. 
At home they are unconstrained or una- 
shamed and therefore give full rein to their 
nervous irritability. In addition to lack of 
constraint in the family circle, special factors 
may aggravate the nervous tension such as 
painful conflict, exasperating conditions, etc. 
In the company of strangers such persons 
endeavor, from either shame or fear, to con- 
ceal their failing. Apart from active self- 
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control in the company of strangers, some 
factors may operate that tend to concentrate 
and discipline the nervous system, such as 
curiosity and interest in strangers, social 
ambition, interchange of views, etc. It is 
well known that many hysterical women who 
suffer severe attacks when at home are able 
to keep themselves entirely under control 
when in the company of strangers. Such 
repressed excitability, moreover, operates 
sometimes as barely repressed passion which 
makes the subject appear "interesting" and 
“original.” The following is a typical case: 

A middle-aged businessman suffered when at 
home from an "inner compulsion neurosis"—a dis- 
tressing lack of self-confidence which beset his 
every step. When dressing, he experienced an inner 
compulsion to check and recheck again and again 
to see that each article of his clothing was properly 
buttoned. At his office, however, and in general 
outside his home, he was able to control his impulses 
and behave normally. When his sister married, he 
was at first able to control himself in the presence 
of his newly acquired brother-in-law, but as the 
brother-in-law became more integrated into the 
family, the neurosis re-asserted itself. 


The foregoing may be summarized thus: 
The relationship between the neurosis and 
group-life is such that the neurosis asserts 
itself in the family circle and is subdued in 
the company of strangers. Such a neurosis 
is a “Home-Neurosis” (Neurosis HAM). 
There are, however, neurasthenics whose 
relationship between their neurosis and their 
group-life is just the contrary. Such persons 
feel at ease and settled when at home, but 
in the company of strangers are easily put 
off balance, are jumpy, excitable, and easily 
alarmed. The family life of such persons is 


they cannot participate fully remains for 
them an impregnable fortress that destroys 


control. Such a neurosis is “Outside the 
Home Neurosis” (Neurosis 505 

In the third form (Night Neurosis” or 
“Loneliness Neurosis”) the patient is calm 
and self-controlled so long as he is in the 
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company of others—irrespective of whether 
they are members of his own family or 
strangers—and in the daytime, even if alone, 
so long as the sounds of the street reach him 
and contact with the world is possible should 
he desire it (potential social life). At night, 
however, if alone, he falls prey to fears. 
Gloomy thoughts, palpitation, pains, etc., rob 
him of his sleep. For such persons marriage 
is essential not only on sexual grounds but 
to dispel their loneliness. This type of neu- 
rosis is designated “Loneliness Neurosis” 
(Neurosis *O"). 

Every neurosis can thus be classified ac- 
cording to the form of group life in which it 
appears, The fundamental characteristic of 
neuroses is that, as distinct from psychoses, 
they are influenced by the subjects social 
life. 

This fact is seen in an even more marked 
form in child neuroses where the relationship 
between group life and psychic health is 
clear. For many years while head of a mental 
hygienic clinic I was able to observe system- 
atically that teachers of children referred 
to the clinic frequently complained of a 
child's "nervous indiscipline,” while the 
child's parents testified that at home the child 
behaved normally. At other times the con- 
trary was the case. In view of such contra- 
diction between the statements of the parents 
and those of the teachers one wonders if 
one of the parties is either exaggerating or 
has overlooked material facts, but on closer 
investigation, one finds a material difference 
between the child's behavior at school and 
his behavior at home, depending upon the 
extent to which the child succeeds or fails 
in finding a place for himsel£ in the group life 
of the home or the school. Here we can 
clearly distinguish 2 different forms of child 
neurosis : home neurosis and school neurosis. 
Similarly one can observe in children the 
other above-mentioned forms of neurosis— 

those related to the street, adult company, 
loneliness, etc. 

The following brief description of cases 
will serve as examples: Many children and 
adults, who suffer from stuttering and similar 
speech defects, reveal their defect only in 
conversation with others, but not when 
talking to themselves, while others stutter 
when in company of Strangers but never in 
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the family circle (neurosis “B” or “D”), 
Still others stutter both in the presence of 
strangers and in the family circle, or only 
in the family circle (*Neurosis" ^A"). 
However, most stutterers are able to control 
their speech only when soliloquising. — 
Ihe irritating effects of a specific social 
environment can be so great as to influence 
the child’s behavior when he is in another 
social group, for example the negative in- 
fluence of the home can affect the child in 
such a manner that he becomes neurotic in 
school as well. In the first group, however, 
not only the neurosis but its causative factors 
manifest themselves clearly, and the nervous- 
ness is most marked, for it is there in direct 
connection with the factors which provoke it. 
How does group life affect psychic health? 
From the cases described below it will be 
seen that the connecting link between group 
life and neurosis is the play factor. Play is 
by its very nature collectivistic and is the 
most natural and dominating expression of 
group life in children. From his second of 
third year, when he becomes capable of 
speech, the child usually plays with other 
children. Even when a child plays alone 
a playmate is present in his imagination. 
toy, any cherished object or mere phantasy 
takes the place of the absent playmate. om 
in early infancy, before the development * 
speech, do children play alone. Prior to this 
their social feeling is undeveloped. If the 
child does not find his appropriate place in 
the group, his natural play instinct remains 
unsatisfied. Lack of play leads to boredom, 
to a feeling of emptiness, which is compen 
sated by a neurosis. The disturbance of oe 
relations exerts a direct influence on psy! 10 
health, as the natural play life of the chi 
is disturbed. y 
Irrespective of the value placed on p. 5 
in the development of juvenile a 
is an incontrovertible biological fact that p d 
not only in humans but also in higher dis 
mals, is a fundamental instinct, and any s 
turbance of this basic instinct 1s 1 ? 
have a serious effect on the balance WC 
child's psycho-physical life. From the " 1 
chological point of view, play is univers d 
the sense that it embraces all facts of 1 0 ; 
life: not only the sensory and motor ne E 
system, not only the intellect and er 
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imagination, but also the most profound emo- 
tions of the child. It is easy to understand 
how the lack of such a far-reaching and 
absorbing activity is bound to bring about 
a serious disturbance of development. 

This fact is seen more clearly when the 
"deficiency method" is used. Play is to the 
nervous system what vitamins are to the 
organism. It is interesting to recall that the 
importance of vitamins was recognized 
through the study of such deficiency diseases 
as scurvy. In a similar manner the vital 
importance of play may be recognized 
through observation of neurotic and similar 
disturbances arising through its lack. The 
expression “psychic vitamin” is no mere 
metaphor, but a formulation of the basic 
biological law that every life, physical or 
psychic, has need not only of “useful” work 
but of stimulating play as well. Play is for the 
child a most natural and spontaneous activity 
which both inculcates in him an enterprising 
spirit and joy of life and develops high 
psychic tension (tonus). While at play the 
child forgets all sorrow and pain and even 
conquers them. Without play there is no 
psychic tension; the child becomes depressed 
and indolent; he does not know what to do 
with himself. Antisocial or morbid tend- 
encies which he could normally subdue ap- 
pear, unrestrained. Driven by an inner urge 
the child now “exploits” such antisocial in- 
clinations in order to fill the intolerable 
vacuity of the unused time. He becomes 
irritable, resorts to onanism, or finds release 
in acts of refractory wantonness. It is not 
that a given tendency is “transformed” into 
another one. Rather the life-urge which has 
become "void" exploits one or another in- 
Stinct according to the child’s disposition, 
Upbringing, and situation. Bach child has 
his individual need for play, varying with his 
age and character—his individual “play 
quotient.” Games played by s-year-olds, for 
example, are of no interest to children of 9. 
The gentle games favored by little girls are 
boring to the fighting temperaments of 
boisterous boys.? ; 

The following are some typical cases: 

L, 91 years, a pupil of the third 


eli grade in an 
lementary school, I. Q. 102, came 


to the clinic, 


Cie, my article, “Sociability of Abnormal 
eo and Social and Child Psychology,” this 
rnal Vol. 89, p. 1307, 1933. 
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bringing a report from his teacher that during 
lessons the child was listless, absent-minded, and 
acted altogether as if he were not present, plucked 
leaves from his exercise books, tore off their 
covers, frequently got up and disturbed the class. 
During recess he did not take part in the games 
but remained apart, disinterested. Generally, when 
all the other children ran out to the recreation hall 
he remained in the class room with his younger 
brother. According to the child's father, the boy's 
behavior at home was normal, except that he 
sometimes wetted his bed. 

When the child entered the consulting room, he 
appeared listless and depressed. He answered 
questions slowly and in a low voice, but willingly 
and clearly. He did not want to play with the boys, 
he said, because they were “ruffians” and free with 
their fists. “I am afraid to join in their games 
for fear they will hit me. I see that I am weak for 
they hit me. If I were stronger they would be 


forced the child to flee from the "ruffians As 
remained alone in the 


classroom, and the resultant solitude destroyed his 
that the 


between the 
boy and his school was established, his parents had 
His listlessness Was re- 
His weakened will- 
inadequate to control his bladder, and 

i . The play de- 
ficiency was compensated by undisciplined irritating 


rosis only if as a result thereof the child’s 


natural playlife is destroyed. | 

Tf our diagnosis of school neurosis was 
correct, we argued, an appropriate change 
in the play facilities at the school should 
bring about a favorable change. 
We, therefore, had the child brought to us for 
further interview. “How would it be,” we asked, 
“Gf the teacher were to be present during the break 
to see that nobody hit you?” The child considered 
a moment and replied, “Then I would not be afraid 
to play.” We thereupon called in the teacher and, 
in the child's presence, explained the situation to 
her. She readily accepted our suggestion. 

A week later, L. came again to the clinic, bearing 
a note from the school with surprising news. On 
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the days following the child’s visit to the clinic, 
the teacher, as agreed between us, remained during 
the break in the recreation room and saw that L. 
was not molested. The child therefore felt secure, 
soon taking his proper place in the play group. The 
games captivated him more every day that he took 
part in them. On the third day he had already 
joined the strongest boys in the roughest fighting 
games. Parallel with the boy’s increasing participa- 
tion in the games, his behavior in class underwent 
a radical change. He now did his lessons properly, 
did not interrupt, and was active and attentive 
during lessons. His appearance also changed: his 
posture became freer; he carried his head erect. 
Bedwetting occurred only on rare occasions ; they 
represented characteristic reactions to each sub- 
sequent play disturbance. These occasional urina- 
tions usually occurred on the Sabbath, when the 
school was closed and when there was no one at 
home with whom he could play; and on one 
occasion when he received a box on the ear from 
a schoolmate and for that reason did not play on 
that day. 


This sensitivity to play disturbances, which 
is liable to cause a temporary return of the 
former symptoms, we designate as “Residual 
Play-Sensitiveness.” This happens in other 
cases too, some time after a cure. A wrist 
that has been sprained and restored to its 
proper position must be protected for some 
time to prevent a further sprain. Similar 
protection must be given to a neurotic child 
who, by suitable psychotherapy is redirected 
to normal play life; during the first months 
he must be treated with great care until the 
new play situation is stabilized, since any 
play disturbance is liable to bring back the 
former neurotic symptoms, 


Below is a highly interesting case of home 
neurosis (Neurosis “A”), the treatment of 
which frequently took a dramatic course. 


M., 9 years old, a fifth-grade pupil in a private 
elementary school, had an I. Q. of 117. The 
father had called for his daughter at her school 
and on the way home had asked her to stop for a 
moment into the flat of an acquaintance of his. 
Immediately on entering my flat, the child realized 
that she was taken to a physician. She began to 
Scream so hysterically that the neighbors in alarm, 
rushed in. Tumult reigned. The child had to be 
taken away. This scene had later on a special sig- 
nificance. 

The parents later described the child's behavior 
at home in the following terms. M. was an unruly, 
wild, and aggressive child. She hit other children 
and even her mother; and yet in an almost sadistic 
way she loved her mother. She liked her mother 
to kiss her, but if her mother was disinclined, she 
would strike her, scream, and curse. Her mother 
used the rod on the child with such force that weals 
were raised on her back. Despite the fact that she 
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chastised her daughter so severely the mother often 
kissed the child and spoilt her. 

Already in her first year M. was a difficult infant, 
She cried at night and was soothed by being taken 
to her mother's bed. (Thus already at that early 
stage her parents gave in to her.) In her seventh 
year she commenced to attend school She pro- 
gressed successfully each year to the next higher 
grade. At home she became more aggressive from 
day to day. 

The school report was in surprising contrast to 
the evidence of the child's behavior at home. The 
teachers and the headmistress were all agreed that 
M. was obedient and well-behaved: "She never 
quarrels with her schoolmates and is courteous in 
her relations with them.. . . In class she is quiet 
and well mannered.” 


We have here an extreme case of Home 
Neurosis (Neurosis "A"), not only because 
M.'s hysterically aggressive symptoms ap- 
peared only at home, but because it was the 
home factors that induced the symptoms, 
The child’s neurotic disposition, noticeable 
in her first year, was aggravated by the vac- 
cillating conduct of her mother. M. was 
actually highly gifted (I. O. 117) and was 
energetic. In conformity with her tempera- 
ment she had a high play-quotient. She did 
her homework so rapidly that she E 
good deal of spare time. In default of nor 
play to absorb her energies there took p E 
the hysterically dramatic scenes between her 
and her mother. a 

Between mother and daughter there de 
veloped that aggressive, tender be 
relationship which is common in h 
mental persons who are attached to 0 
another and live together. We have LA 
this relationship the a avo 

ex." In his play, Dance o. me Ae 
Sinaje described such a relationship 
between a married couple who og i 
bitterly but nevertheless could not us 
themselves to separate. This phe 
was experienced by Strindberg in 75 be 
life, as is revealed in the playwrights 
ography. J 

TAT as romantic adoration for pt 
loved, while she is as yet unfamiliar—D¢ 
he has won her—is frequently ber 
after marriage into a severe hei un 
struggle between the pair who à oh 
familiar with one another. When 2 temp id 
mental persons live close together 2 Pep 
states of mind develop in them. It e 
that a person becomes attached to a m 


1 


of his family, while at the same time j 
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latter, because of the very closeness of their 
relationship, begins to bore him—just as a 
daily repeated occurrence tends to become 
monotonous and a source of ennui. The 
more emotional the man, the greater his need 
for play—the higher his play quotient that 
arouses in him interest in the new, the un- 
known, the strange. When a quarrelling 
couple separate, they sometimes begin to long 
for one another. And if they subsequently 
come together again, in the first days of their 
reconciliation they appear to each other in 
a new light; the partner who had formerly 
bored, suddenly appears novel and interest- 
ing. The joy of meeting again one’s mate 
after a long separation is frequently a renew- 
ing, stimulating play-element in married life 
that had become tedious. A similar result 
often follows a tragic happening such as 
illness or accident or a joyous event such as 
the birth of a longed-for child. Periodical 
separation of married couples, by introducing 
stimulating play-elements into a monotonous 
existence that is becoming dangerous, can 
thus be of vital importance for the psychic 
hygiene of married life. 

The Strindberg complex can thus be de- 
fined in the following terms: play deficiency 
or ennui which is evinced in persons who are 
constantly in each other’s company is com- 
pensated involuntarily by aggressive hate- 
love conflicts that disappear in the presence of 
stimulating play elements. 


GROUP DIFFUSION AND GROUP CHANGE 


If a child neurosis is connected with a 
specific social group and is conquerable in 
another group, the question arises whether 
it is possible to bring about the diffusion of 
the 2 groups. 

Adults, too, make in their private lives 
attempts at group diffusion. Timid or re- 
Served individuals, who feel at ease only in 
their homes, enter strange company pref- 
erably when accompanied by a relative or 
Close acquaintance or when such a person 
is known by them to have been invited. They 
Seek something that will make the strange 
environment like home. On the other hand, 
à family man, for whom homelife has become 
ones, usually experiences delight on 
the arrival of a stranger, a guest, in their 
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In children the decisive social groups are 
normally the “home group" and the “school 
group." In the case of M.'s home neurosis, 
which we described in the foregoing pages, 
we endeavored systematically to mitigate the 
irritating environment by means of the ap- 
propriate school elements. From this ex- 
periment highly interesting results emerged : 


Over a year after the previously described visit, 
M's parents came again to seek advice. The child's 
behavior had not altered. Her aggressiveness at 
home was still intolerable while at school she was 
diligent, well behaved, and obedient. She could 
not be persuaded to come to the clinic of her own 
free will. It was clear that since her visit the 
previous year I had become associated in her mind 
with the family and consequently was one to be 
feared. In order to make contact with the child, 
I took steps to disassociate myself from the family 
group and substitute an association with the school 
group. This was accomplished in the following 
manner. 

On March 23, accompanied by my assistant Mrs. 
S., I visited the school which was attended by M. 
The headmistress took us into M.'s class in gym- 
nastics. The instructress who was very popular 
with the girls, treated us with marked attention. 
This raised our prestige with the girls, who watched 
us closely. M. apparently recognized me, for, as I 
afterwards learned, she appeared to avoid looking 
at me, except for ‘occasional furtive side glances. 
The exercises were executed by her composedly 
and precisely. Between the exercises, however, she 
held her finger in her mouth, apparently owing to 
the embarassment caused by my presence. Sub- 
sequently I was present when the class had other 
lessons. 

Her father informed me that on her return home 
on that day, Mes behavior was better. When he 
asked her whether the school inspector had visited 
her class, M. answered half-jokingly, “Today the 
professor suddenly came to the class with a lady. 
The effect of my first visit to the school was thus 
that the child rearranged me, so to speak, in the 
school group. Her hysterical fear of me gave way 
to a calmer, but still mistrustful, relationship. My 
visit to the school also exerted a positive influence 
on her home life. For the physician represented at 
first by her father, and now by the school, had be- 
come a connecting link between the tuo social 
groups and exerted on the one the disciplining in- 
fluence of the other. 

The visit to the school represented the first stage 
in the process of the change of association. Next, 
the gymnastics instructress, acting on my sug- 
gestion, informed the class that my assistant, Mrs. 
S., was collecting material on children's games, and 
would like during the break to study the games 
played by the girls. The girls accepted the sug- 
gestion with alacrity and a date was fixed for the 
visit. 

On April 23 the girls played during the break 
for the benefit of Mrs. S. who made copious notes. 
During the first 2 games in which M. took the 
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lead she blushed, held her head down, and coughed 
slightly, and whenever she was free moved away. 
Her embarassment was provoked, it seemed, by the 
presence of Mrs. S. who had accompanied me on 
the first visit. However, in contrast to the conditions 
at home the child was at ease in the play group, 
of which she frequently acted as leader and in which 
she could satisfy undisturbed her desire for play. 
In the games the “shifting” process—associating 
my representative with the life of the school—was 
continued. 

The children were extremely pleased that their 
games were being observed and reported upon by 
Mrs. S. In their enthusiasm, which was shared by 
M. they invited S. to come again; but as little 
time at the school was available, it was agreed that 
Mrs. S. should come one afternoon to the home 
of one of the girls where the others would assemble. 
Mrs, S. arranged it that the girls met at M.'s home, 
thus bringing the school environment, as it were, 
into the home environment. At the same time 
Mrs. S., who in M/s consciousness was my repre- 
sentative, made contact with M.'s home life. 

On April 26 Mrs. S. met the entire school group 
at M/s house. M.’s mother wished them to use 
one of the largest rooms in the house. M. however 
insisted that they go up to an isolated room at the 
top of the house. As soon as they had entered the 
room, M. closed the door and every now and then 
ran to see that it remained closed. Once again it 
was Tonia who was the leader. Occasionally M. 
of her own accord took over the leadership. In 
the middle of the fourth game the following 
happened. As part of her role Tonia had to leave 
the room for a few minutes. M.’s mother seized 
the opportunity to give Tonia a plate of sweets for 
the children. When Tonia re-entered the room the 
surprised children burst into a loud hurrah. M. 
however was confounded and covered her face with 
her hands. Her attempt to separate the school 
group from the home environment keeping the girls 
in a closed room had failed. Her mother's hos- 
pitability was at the same time a penetration of the 
school group by the home group. The characteristic 
manner in which M. covered her face with her 
hands showed how greatly she was ill at ease at 
home. During the subsequent games she stopped 
looking to see whether the door was closed, and it 
frequently remained open. 

The following morning M. arose, her mother 
reported, as if reborn, being cool and tranquil as 
she had never been before. Usually before leaving 
home she made scenes; this time nothing of the 
Sort occurred. On her return from school at noon 
her conduct was disciplined; she behaved quietly 
and avoided the usual conflicts at table. The effect 
of the experience of the previous day which had 
carried the disciplinary influence of the school en- 
vironment into the home was clearly discernible. 

At a later date the gymnastics instructress, on 
my suggestion proposed that the class should go to 
my clinic to have aptitude tests. She pointed out 
how interesting and useful such tests were. One 
afternoon soon afterward (May 3) M. and Tonia 
appeared at the clinic, Thus was completed a proc- 
ess which commenced with the hysterical fear re- 


action during the first visit a year previously which 
lasted up to this voluntary visit. The process was 
that of “change of direction” or “transfer,” in which 
the association of the previous year with the Home 
Group was gradually transferred to the School 
Group. The foregoing may be summarized thus; 
The irritating home (or school) atmosphere may 
be beneficially influenced by the method described. 

From our account several conclusions can 
be drawn. (1) The clinic can serve as à 
connecting link or diffusing agent. (2) The 
periodic holding of group games in the 
home can exert a favorable influence. (3) 
Into the irritating environment there must 
be systematically introduced stimulating play 
elements new attractions - calculated to fill, 
in a creative manner, the pathological play 
deficiencies arising from the particular en 
vironment. In severe cases such as Mjs 
where the Strindberg complex is deeply 
rooted, one has to resort to more drastic 
measures, ic, the child must be removed 
for some time from the painful environment, 
We have already shown how a similar sep- 
aration may influence the Strindberg 


complex. 


SUMMARY 


The neuroses, mainly child neuroses, at 
caused by a deficiency of the normal group 
play, in order to fill the unbearable empti 
ness" of the ennui. The pae ta 3 
not a genuine organic disease, but a pSyC 
genic S “acted one.” In short the ee 
is a primitive compulsion play, which dii 
places the missing free group play. i 
treatment of the child neurosis consists 0 

ages: o, 

3 s We must make clear to the child 15 
the language of his age) and to the e m 
the dynamic connection between the syl 10 
toms and the empirically established pin! 
deficiency, in order to eliminate the B" 
hibitory and misleading disease conscious! 

liberation moment). n 
f 5 Next we 8 organize system 
ally the life of the child pup 
individual play urge, in order o d 
the MiB ley deficiency (“scheduling 
the day" moment). 

3. Having effected the cu 
to supervise the child for 
means of periodic checkups, 1 
vent possible relapse which mig 
“residual play sensitiveness 
moment). F 
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Progress in psychiatry is handicapped by a 
deplorable lack of personnel and facilities for 
mental health programs, research, treatment, 
training, and education. Improvement of 
the situation requires funds and planning. 
The American Psychiatric Association and 
other organizations interested in mental 
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Total 
Number of institutions. 964 
All patients on books during year. e. 1,236,788 

Patients on books at beginning of year.. 814, 
1 In hospital ........ .. 707,025 
/ Tn family care 4,636 
1 Other extramural care 103,229 
Í Admissions during year... 409,158. 
i Ist admissions ..... 255,789 
Readmissions .... 84,278 
Separations in year. 348,811 
Deaths 53,410 

* Thirty-three are veteran's hospitals. 
TABLE 2 
Tue Exrent or SocraL ILLNESS IN THE UNITED 
SrATES(2) 

Problem drinters sme 3,700,000 
Severe chronic alcoholics. 900,000. 
Narcotic addicts s- 50,000 
Serious crimes . 1,880,000 
Children in Juvenile Court. 350,000 
ivorces per year.. 460,000 
Accidents ... 350,000 
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health have obligations to educate the public 
and stimulate interest and activity in their 
respective areas. \ 

Part of our nation’s indifference can be 
attributed to lack of knowledge. The psy- 
chiatrist needs ready access to up-to-date 
facts and figures to present to the public so 
that it may more vividly appreciate the situa- 
tion and develop constructive plans. To these 
ends the accompanying tables are made 
available. 


TABLE 1 
Movement oF MENTAL HOSPITAL PorULATION, 1950(1) 


V 
Tu 
hospitals quels ^ hospitals Hospitals deficient 
322 35% 228 153 226 
745,408 109,632 78,911 138,526 164,251 
585386 60,54 15322 6603 149.0 
501,154 54322 13906 6,603 | 131,040 
3,065 I ARG 1 05 1,071 
78,667 6,219 1,416 tar 16,927 
152,286 49,001 62,136 131,93 13722 
114,054 44,293 108,116 12,326 
38,232 gi m 23,807 12 — 
135,483 49,120 57% 93,335 10, 
‘eal 2582 2,491 2065 2,961 
TABLE 3 
Cost or MENTAL ILLNESS 
The annual cost of mental illness to 
State Governments (2) 8 
Maintenancdde ve cate $365,000,000 
Capital costs ; 150,000,000 
Other mental health services... 45,000,000 
$560,000,000 


Lost income tax. 


$598,000,000 
53 
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TABLE 4 


Costs or MENTAL ILLNESSES COMPARED WITH 
OTHER FEDERAL EXPENDITURES (2, 4) 


National defense . . $33,000,000,000 
Education (Federal) 3.000, 000, 000 
Social security .......... 1,300,000,000 
Care of psychiatric veterans . 548,000,000 
Care in State mental institutions. 560,000,000 
TABLE 5 
Tue TREADMILL OF EXPENDITURES FOR CUSTODIAL 
Care * 

Government expenditures in 1952 for 

care of mental patients. $1,158,000,000 


Necessary expenditures to bring hos- 
pitals up to standard now: 
For construction .... 
For annual operatio: 
Estimated needs if no more com- 
munity services are available: 
Custodial care patients accumulating 
in mental hospitals at yearly rate 
J —— 
If the mental hospitals were brought 
up to date now, by 1964 they would 
require at present rates: 
New bed construction 
Maintenance: 
At present inadequate 
F 
At APA standard 
(if there are no more com- 
munity services) 
* Estimate computed by one author (A. E. S.). 


3,960,000,000 
1,100,000,000 


16,000 


2,160,000,000 


1,350,000,000 
4,050,000,000 


TABLE 6 


CoMPARATIVE EXPENDITURES FOR RESEARCH 


+++ $1,200,000,000 * 


i 625,000,000(4) 
Medical 15:51. -- 180,000,000(4) 
Federal Agriculture 105,000,000(4) 
Mental Health 6,000,000(8) 


* Estimate only. 


TABLE 7 


NATIONAL CONSUMER EXPENDITURES COMPARED 
witH Menta, Hearta Researca (4) 


Recreation n eese $11,000,000,000 
Alcohol ... ..  8,000,000,000 
Tobacco ....... 4,000,000,000 
Foreign travel ... 1,373 000,000 
Motion pictures .. 882,000,000 
Electric washers . 720,000,000 
Jewelry . 489,000,000 
Radios 434,000,000 


Mental healt research 6,000,000 
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TABLE 8 


Tue NEED FOR PERSONNEL IN MENTAL 
Hospirats (3, 9) 


Now 
employed Required 
Physicians 5,000 15,000 
Graduate nurses . 12,000 59,000 
Psychologists .. .. 1,500 15,000 
Psychiatric social workers... 1,500 15,000 
Auxiliary nursing personnel.. 92,700 115,000 
Technical personnel ........ 5,500 8,000 
TABLE 9 
Tue Youncstown RECEIVING HOSPITAL 
EXPERIENCE(10) 
Ype ee 
Bols so · ˙ 80 2414 
Admissions .. "n 
Discharged 85% o 
Average days hospitalization 6 
per patient Ei 
Cost per bed per year $ 11 
Cost to treat a patient. $11 
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PSYCHOTHERAPEUTIC USE OF ACTH IN PSYCHOSOMATIC 
DISEASE ^? 5 
(A Case oF ULCERATIVE Courris) 


CAPT. GORDON SAVER, U.S.A.F. (MI. C.), ROBERT R. MORRIS, M. D., AND 
JOSEPH E. GIANSIRACUSA, M. D., San Francisco, CALIF. 


During recent years, increasing attention 
has been focussed upon the expanding use 
of ACTH and cortisone. It has become ap- 
parent that these are rather dynamic sub- 
stances operating within the framework of 
an equally exciting concept, the general adap- 
tation syndrome(11). A wide variety of re- 
ports have been written on the direct and 
indirect psychiatric effects of such therapy 
(4, 9, 15). Marked inconsistency of these 
effects is repeatedly noted. There does not 
appear to be any correlation between the 
severity or duration of mental symptoms 
and the total or average daily dose of these 
hormones, nor between the rapidity or extent 
of therapeutic response to ACTH and corti- 
sone and the occurrence of psychiatric 
complications(3). Such therapy must ap- 
parently then be individualized with each 
patient(6), rationale of treatment becoming 
of more importance than the minutiae of a 
classical "therapeutic dosage" approach. We 
feel this is of prime importance in the treat- 
ment of psychosomatic disease, wherein the 
patient and his symptom-expression must be 
dealt with as a Gestalt. 

Studies of psychosomatic disorders in psy- 
choses have given the impression that psy- 
chosomatic and psychotic disorders are not 
only frequently incompatible, but that each 
is to a great extent mutually effective in 
excluding the other(1, 14). Similarly, abrupt 
ablation or change of organ symptomatology 
by ACTH in severe or long-standing disease 
has been emphasized as a threat to the 
psychosomatic and neurotic equilibrium by 
Brody (2), and Glaser(5), Rome and Brace- 


2 Read at the rroth annual meeting of The 
ees Psychiatric Association, St. Louis, Mo., 
ay 3-7, 1954. : 
$ From The Langley Porter Clinic, California 
tate Department of Mental Hygiene, and the De- 
ERS of Psychiatry and Medicine of the 
niversity of California School of Medicine. 
Presently: 7505th U.S.A.F. Hospital, A. P. O. 
232, New York City. 


land (10). Macklin, Simon, and Crook (8) 
have felt that a similar mechanism is involved 
in the psychotic reactions they have observed 
in alcoholics treated with Antabuse. Thus, 
if ACTH is to be really useful in therapy, 
the patient’s psychological adjustment should 
be concomitantly considered and treated. We 
have seen the very method of AC TH usage 
(as a drug which can modify the patient’s 
tolerance to stressful situations) become a 
keystone to the psychotherapeutic effort in a 
case of chronic ulcerative colitis. It is this 
methodology we should like to describe as a 
heretofore unreported concept for the 
realistic management of certain cases of psy- 
chosomatic disease. 


CASE REPORT 


Jean, a 30-year-old college graduate, housewife, 
and mother of 2 children, was transferred to a 
closed ward of The Langley Porter Clinic from the 
medical service of the University of California 
Hospital where she had been receiving ACTH for 
treatment of an exacerbation of chronic idiopathic 
ulcerative colitis. Severe colitis symptoms 
evidently been precipitated by the birth of a son 
5 months prior to her hospitalization and had 
rapidly become worse. She had gradually become 
euphoric, hyperactive, and anxious, and finally 
overtly psychotic and out of contact upon transfer 
to the clinic. 

The patient was the youngest child of an upper- 
middle-class family, having lived the first 10 years 
of her life in the middle-west. Her only sibling, a 
brother, 2 years her senior, is an erratic artist. 

The patient's mother is an egocentric, over- 
possessive, demanding, hysterical woman who has 
always been in competition with her children, for- 
ever thwarting their attempts at independence. 


man who hates to face reality and has frequently 
changed occupation. He is a perennial optimist, 
a likeable individual, warmly affectionate toward 
his children and usually gives in to mother’s whims. 

The patient's husband is an attractive, intelligent, 
y! man who is employed as an executive in his 
father's advertising firm. The husband had at one 
time been very close to his mother. He has gradu- 
ally manifested a split of allegiance between his 
mother and the patient which has been a constant 
source of irritation and discord between all three. 


55 


56 PSYCHOTHERAPEUTIC USE OF ACTH IN PSYCHOSOMATIC DISEASE 


Jean was born 2 months prematurely. She was 
reared on a strict routine, being fed and picked up 
at specified intervals. She felt that she had always 
been a passive, conforming, child, who was some- 
what unwanted and unloved. She felt very strongly 
that her mother preferred her brother. Although 
memories about toilet training are somewhat hazy, 
she remembers that great premium was always 
placed on the adequacy and material consistency of 
her bowel movements as a child. A good bowel 
movement was always a way of pleasing mother, 
especially when mother was usually so hard to 
please, A long series of housekeepers were involved 
in her rearing, mother seeming always to be busy 
or involved in other activities. 

Jean did well academically in both high school 
and college, although she made few friends. She 
met her husband during her senior year at college. 
He had just returned from military service to finish 
his collegiate work—"he was handsome, wealthy, 
and I thought my family would thoroughly approve 
of his superior social status." She felt that in many 
ways her mother was envious of this marriage, 
which occurred immediately following graduation. 
Jean had had no sexual intercourse prior to mar- 
riage. Initially, she stated that their sexual rela- 
tions had been mutually satisfying. However, dur- 
ing the course of therapy, it became apparent that 
this was not so. 

A few months after her marriage, Jean had a 
tubal pregnancy. Following surgery, she returned 
to her mother’s home to recuperate and while there 
began to develop diarrhea. This was the onset of 
her ulcerative colitis. Such symptoms were to mark 
other hostile-dependency relationships in the future 
(including the therapeutic relationship). Since 
onset, she has had episodic attacks of severe diar- 
rhea associated occasionally with blood, mucus, and 
cramping pain. She had several exacerbations that 
required repeated hospitalization. Between hospi- 
talizations she saw a psychiatrist for 6 months who 
did not collaborate with her internist and whom 
she considered too authoritative and directive. One 
year after onset and hospitalization, she went into 
remission. 

A year later she became pregnant intentionally. 
She had only one attack of colitis during her 
pregnancy, giving birth to a normal female child 
at term. For 10 months postpartum she was com- 
pletely free of symptoms, following which she 
again became pregnant. This time, however, all 
through her pregnancy she suffered a great deal 
with the colitis symptoms, having up to 30 stools a 
day with severe cramps. Therapeutic abortion was 
considered at one time during this pregnancy. She 
finally delivered a male infant after which the 
colitis became progressively more severe, subse- 
quently resulting in the most recent hospital ad- 
mission. Her internist started her on ACTH. Im- 
provement was dramatic and she was completely 
asymptomatic within 48 hours. Initially, she be- 
came a little depressed. This gradually gave way 
to frank schizophrenic psychosis until finally 2 
months after she had started on the ACTH, she 
became sufficiently agitated to warrant psychiatric 
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hospitalization. There was no history of a previous 
psychotic episode. 

Two weeks after discontinuance of ACTH with 
no apparent clearing of psychotic symptomatology, 
the patient was started on electroshock and received 
13 treatments during the course of the next month, 

Jean remained out of contact but completely free 
of her ulcerative colitis symptoms without hormone 
therapy until after her seventh electroshock treat- 
ment, at which time she suddenly snapped back into 
contact, asked where she was, and what had hap- 
pened. On that day she had her first loose bowel 
movement and from that time on, her colitis symp- 
toms became rapidly and progressively more severe, 
ACTH soon had to be cautiously resumed for a 
short while. It was discontinued on hospital dis- 
charge. 

Since her discharge from the psychiatric ward 
after 4 months of treatment, the patient has been 
seen for about a year and a half (approximately 130 
hours). 

The initial approach to outpatient therapy was 
one in which the psychiatrist (G.S.) and internist 
(J.E.G.) decided to deal in a collaborative fashion 
with the patient and her illness. This was to 
entail a weekly visit to the internist's office as w 
as 2 visits per week in the psychiatric outpatient 
department. The internist and psychiatrist ini- 
tially met for discussion of the case at least once 
per week. This gradually gave way to frequent 
telephone conversations and as the patient pro- 
gressed, becoming less of an acute problem, her 
physicians have been able to meet for collaboration 
as seldom as once per month. E 

Our unusual and previously unreported experi- 
ence with ACTH therapy in the treatment of ul- 
cerative colitis was something of an outgrowth 
the original collaborative effort. 

The patient's past experience with treatment and 
medication for her disease (that is, for her or- 
ganic gastro-intestinal disease) had been one in 
which the methodology of treatment by physicians 
had borne with it the implicit fantasy that specife 
medication, dietary regime, or psychotherapy woul 
magically cure the disease, in spite of the fact 
such an approach was by no means explicit to de 
patient from the doctor. "Understanding this back 
ground of the patients treatment experiences 89 
well as her initial experience with ACTH therapy 
Which culminated in a psychotic episode, it WA 
decided to present future ACTH maintenance i 
her as nothing. more than it actually was: name 5 
supportive treatment during a period of stress 
During the first few months of therapy, at repeal b 
opportune periods in the hours that Were s y 
the patient with both the internist and the psy! of 
therapist, realistic although superficial eene fe 
the general adaptation syndrome and the W x 
question of stress as it related to the disease W 90 
presented to her. Jean was told, “ACTH is M 
going to cure your uus We 
frequently increase your tolerance 
ations, This is going to be a long, and frequently 
painful, experience. When you feel that ae 
in need of a crutch to tide you over the most st! 


| 
| 
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ful episodes, ACTH will be available. It will be 
for you to decide when you want to take it and 
we hope, when you want to stop it” We have felt 
that this approach to ACTH therapy bears with 
it several psychotherapeutic implications for dealing 
with chronic long-term psychosomatic illnesses; the 
most important of which was that for the first time 
a therapist had, in essence, told the patient. “You 
are a responsible individual. We have confidence 
in you. We are not asking you to cooperate but 
rather to collaborate with us in the treatment of 
your illness. You are going to be the third therapist 
in this team.” The patient at a later date corrobo- 
rated having experienced such a feeling. 

As in most cases of ulcerative colitis, the resist- 
ance movements of the patient during therapy seem 
to try the therapist to an extreme, and this case is 
certainly no exception. During the first months of 
therapy, Jean largely dealt with the doctor-patient 
relationship. She told of 3 prior experiences with 
physicians who she felt had been seductive, did not 
respect confidences, were not. honest with her, and 
dealt largely with her family rather than with the 
patient, Her initial resistance movement was “I’m 
leery of you. It happened before and I don’t want 
it to affect my husband and myself again. I might 
get emotionally involved with you if I had much 
treatment.” Her feeling of possible dependency upon 
the therapist and even love were accepted and 
further explored. A statement by the therapist that 
this was a mutual enterprise with independence as 
a goal for her rather than dependence, was at a 
later date interpreted by Jean as possible rejection. 
Her ambivalence about dependence and independ- 
ence have, of course, been recurrent themes through- 
out therapy. 
it During one session she very succinctly said, 

Sometimes I think that colitis is a perfect thing 
to blame. Yet I'm very reluctant to admit that 
maybe my colitis has been an adjustment when I 
can’t face things. I may be taking it out on myself, 
by kicking myself in the pants when I can’t face 
reality or disappointments.” 

Soon after, the patient returned from a one week 
fishing trip with her husband, during which time 
she had followed him up and down the stream with 
a trout rod, rebelling at each step. She i 
home having 20 to 30 bowel movements a day. This 
was the first time that ACTH was presented to 
her as a crutch, However, Jean feared going back 
on it immediately, remembering the psychotic 
episode which followed her recent experience with 
the drug. She was treated largely with paregoric 
which helped to decrease the amount of abdomi 
pain but did very little to decrease the frequency 
of the stools: i 

She spoke at length of the wealthy in-laws who 
wanted complete capitulation for their every whii 
in return for financial help given the young couple. 

Resistance movements that developed and were 
dealt with during the second month of treatment 
were suggestions that her husband needed treatment 
More than she did; he was a rigid, compulsive, 

‘note-taking-activist” who insisted on doing every- 


it for several weeks. 


thing right now. She also thoroughly tore into 
psychiatry and psychiatrists. 

One week prior to the therapist's summer va- 
cation, the patient felt for the first time that she 
wanted ACTH, since she wouldn't be able to come 
in and blow off steam during his absence. Bowel 
movements during the week prior to his vacation 
had increased from approximately 15 a day to 25. 
Immediately before his departure, her bowel move- 
ments with ACTH had been decreased to 5 per day. 
Upon his return two weeks later, the patient looked 
dull, flat, and apathetic. Her eyes seemed glazed. 
Her features had a Cushingoid rotundity, as well as 
a suggestion of facial hirsutism. Patient said, 
“Sometimes I think it would be better to just with- 
draw within myself, I thought once if I had a 
sense of physical well-being, I could handle re- 
sponsibilities better, but I’m worse now than when 
I had my colitis.” It was pointed out that perhaps 
she needed the colitis symptoms as a safety valve. 
She was slightly confused but not confused enough 
to want to continue the ACTH. It was stopped 
at that time with an additional hour per week being 
temporarily offered during this trying period. She 
availed herself of the extra hour for one week only. 

During the sixth month of therapy, Jean de- 
veloped subjective symptoms of pregnancy. She 
was nauseated in the morning and her breasts felt 
swollen, An A-Z test was equivocal. During the 
next few hours she explored what pregnancy might 
mean to her. As soon as she saw it as a way of 
discontinuing therapy, the symptoms disappear 
Here was another resistance movement, this time 
a rather bizarre one—pseudocyesis. 

She started asserting herself with her husband. 
She refused to accept notes that he left her in the 
morning, which he had been accustomed to doing 
for many years. The notes usually had prescribed 
chores which she was not to forget to do that day. 
She became guilty about her aggressive feelings and 
her colitis symptoms subsequently increased to the 
point where she needed ACTH again. She received 
The bowel movements were 
cut down to one a day. (She has incidentally been 
administering ACTH to herself by injection for 
the past year, and is proud of this skill. The sado- 
masochistic elements of auto-injection are certainly 
suspect—but never have been explored by the pa- 
tient.) Soon after, Jean amazingly said that she 
felt she'd better be having more than one bowel 
movement a day and that she was going to stop 
the ACTH, which she subsequently did. She started 


looking for houses in a different city, away from 


her neighboring in-laws, but soon realized. that 
geography was not going to settle the difficulties in 
their relationship. 

During the seventh month she somehow equated 
being strong and forthright and capable of in- 
dependent decisions with being like her mother 
who was strong and forthright, but who was also 
verbally aggressive, hostile, and rejecting. When 
she realized this was being like mother, she said 
J think I'm going to vomit. When I think of my 
mother, I really feel nauseated. God, I hate her.” 
It is interesting to note that this expression was 


Z ¶— 


58 PSYCHOTHERAPEUTIC USE OF ACTH IN PSYCHOSOMATIC DISEASE 


in an oral-gastric frame of reference rather than 
anal. Where before realization of similarities 
between the patient and her mother had been 
attended by dashes to the toilet during therapy 
hours, here apparently she has moved up the gastro- 
intestinal tract; almost as if to say, one has to 
regress a bit before one can go forward. 

She has gradually become more able to express 
verbally her rage, anger, and true feelings toward 
husband, mother, and mother-in-law. Expressing 
such thoughts during the hours of therapy has made 
it easier for her to deal perhaps in a more modified 
fashion, but still firmly, with these persons, This 
has been a source of great satisfaction to her. As 
her ability to verbalize resentment and aggressive 
feelings has increased, there has been almost simul- 
taneously a decrease in the colitis symptomatology. 

Early in therapy the patient spoke of loathing 
her children and of the strong association in her 
mind between her son’s birth and the onset of her 
colitis in its most severe form. Her early feelings 
of the children’s being always underfoot were de- 
veloped into a realization that she had not fenced 
in the yard so that she could have them in the house 
constantly disturbing her. Having them under- 
foot prevented her from having enough uninter- 
rupted time to assume the responsibility of many 
household chores. So, in this way, her use of the 
children was similar to the use of her colitis 
symptoms, as a method not only of expressing rage, 
but also of avoiding responsible action. 

During the ninth month of treatment, the patient’s 
husband had to go on a business trip once more. 
Shortly before his departure, both he and the pa- 
tient unexpectedly visited the therapist. She previ- 
ously had been quite reluctant about the husband’s 
being seen, evidently fearing competition with him 
in psychotherapy and his possible influence on the 
therapist. In her presence the husband questioned 
his wife's ability to decide upon her own ACTH 
dosage. He also wondered about a new therapist 
when the present one left the clinic. Both patient 
and husband were assured that arrangements could 
be made for continuation. The ensuing events came 
rapidly. 

"Three days later she was admitted to the hospital 
for possible perforation of her ulcerative colitis. 
She was running a temperature of 104? with severe 
cramping abdominal pains and bloody diarrhea, 
now at the rate of about 30 bowel movements a 
day. She felt that confidence in herself had been 
crushed by the therapist's dealing with her husband 
as a more responsible individual. She discussed 
feelings of rejection in connection with a new 
therapist. Jean was seen the following day; she 
was bubbling with vitality. . . said that all the 
pain had disappeared; her bowel movements had 
markedly decreased. The cramping pain, the white 
blood count, the sedimentation rate, and the temper- 
ature had all diminished. This was quite notable 
inasmuch as she did not receive ACTH until the 
third day of her 4-day hospitalization, and her 
symptoms seemed serious enough to warrant con- 
sidering surgical intervention and possible ileostomy. 

This sequence of events points up the necessity 
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of immediately dealing with resistance or negative 
transference movements in psychosomatic disease, 
It was felt that the hospitalization in part might 
have been a way of keeping the husband home, as 
well as avoiding greater dependency upon the 
therapist. In a dream one month after the hospitali- 
zation she saw herself in a hospital bed. A doctor 
came in, told her she had a disease with a long 
name and was going to die. Whereupon the patient 
fell into the doctor’s arms and kissed him. Jean's 
reaction to the dream was, “Gee, it’s a helluva thing 
to not be able to kiss him until after I'd been told I 
was going to die. Why do I have to hide behind an 
illness? That's just it. I've always been such a good 
girl, and what would my husband and his folks think 
of him for having a wife who played around?" This 
was as if it were better for the patient to be con- 
sidered dirty by reason of her disease than by 
reason of her moral character. 7 

Jean's husband subsequently went on the month's 
trip during which time she did better than ever 
before. She approached household chores in a fe. 
laxed fashion and actually did more than she fel 
she might have done in her former compulsively 
anxious manner. 

Six months ago, while her internist was away 
on vacation, she wanted to discontinue ACTH 
but felt need for additional support. She n 
offered a third hour per week. She felt she coul 
not afford to pass up this offer. It was part of her 
"trusting to luck philosophy"—and she feared ia 
offer might not be repeated. It developed that she 
could not financially afford the hour, and it 1 
pired that she had a budget for psychotherapy, © 10 
no budget at all at home. The question of the tl ds 
hour gave the patient her first contact with 10 
social service department—and an opportunity 
deal with the fee problem. The result was Wi 
creation for the first time of a family budget by d 
patient and her husband; before they had Ig 
the realities of living within their income and t 105 
perpetuated their hostile dependency upon her ! 
laws. 

Offering the third hour had other consequens 
During the 2 weeks of 3 sessions a week, she Me 
ized much psychotic material, became preoc 19 5 
with fears of shock treatments and 1 
psychiatric ward. Finally at the end of the a 
week, she decided to return to the ba e 
schedule, saying that she had thought oe 10 honn 
3 times as mentally ill to warrant @ thi 


‘ our 
(Here we can see that not offering the cd 10 
would have meant rejecting her—end E: 191 


depreciated her sense 8 5 d 
uite impossible to satisfy her. 
3 The follwing 45 hours, to date, have ied 
dealt with her gradually increasing uns eres 
triumphs in the social and interpersonal SP 
wherein she has been 5 to express 
real desires about gs. H 
atin tke phas month of outpatient 1 
Jean went back on ACTH while the ihe off 
on vacation. She had, prior to that time, ^ ince 
ACTH for 2 months—the longest DUE Jooked 
therapy started. She was proud of this am 
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forward to the day she would no longer need the 
“crutch” of either ACTH or psychotherapy. It 
was our feeling that the therapist’s absence coupled 
with her mother’s return from the middle-west for 
the first time in almost 2 years had much to do 
with the request to go back on ACTH. She is 
presently on one to two 25-mgm. tablets of oral 
cortisone daily. 

The recent statement by Jean about her mother 
evidences the progress she has made. She said 
that she was amazed, "My mother is so different 
or else what I thought as a kid was a rejecting, 
hostile and aggressive woman must have been a 
distortion, I guess, because mother now seems to 
be a sort of vacillating, indecisive, and inconsistent 
person, But then she's changed. Time has passed 
and I guess I've changed too. I find that mother 
leans on me now and this is certainly a thrilling 
change in our relationship." She also said, "Colitis 
is the symbol of my life. 1 didn't like anything I 
had—and had to get rid of it all." 

In this first year and a half of collaborative psy- 
chotherapy, gradually decreasing doses of E 
and cortisone (as assessed by decreased changes 
in facial contour and diminished steroiduria) have 
obtained the same therapeutic effect (i.e. bowel 
control). One becomes aware of the significance of 
this change on seeing Jean's increasing insight and 
secondarily her progressively diminished need for 
organ expression and the ACTH “crutch.” This 
latter need has usually been clearly precipitated 
or increased by psychic trauma or stress which the 
patient and therapist either have dealt with in- 
effectually or have been unable to resolve completely. 

Her progress is further manifested by both a 
weight increase and an absence of bloody stools 
for 12 months. Barium enema 2I months ago 
(just prior to the psychotic episode) revealed a 
colon of narrow lumen with multiple ulcerations, 
loss of haustrations, and involvement of the terminal 
ileum. Recent films demonstrated that “ulcerations 
and spasm of the left side of the colon are no longer 
present, although a normal mucosal membrane is 
not present. The changes in the right colon are 
less marked. The terminal ileum is unchanged.” 
Sigmoidoscopy now shows, “mucosa dull and some- 
what coarse, but no ulceration, polyposis, or fri- 
ability. Striking improvement. Bowel is now 
normal in appearance,” 

There has also been a marked diminution in her 
almost obsessional symptom preoccupation—as well 
as a greater sense of well being and responsible 
quasi-independence. 

She no longer has quite the totally noncompro- 
mising, idealized evaluation of what marriage, sex, 
and parents should be like. The patient's belief in 
the infallibility of her therapist has been repeatedly 
held up to the light of reality. His acknowledgment 
of mistakes made during therapy not only has been 
invaluable in establishing an honest relationship, 
but has most importantly demonstrated the patient's 
object of ego-identification, the therapist, a8 2 real- 
istic human being with faults that are admissable 
and not inconsistent with self-esteem. 


Spontaneous remission often occurs in ulcer: 
colitis, but we feel that the gradual change of total 
personality and related symptomatology in this case 
can hardly be called spontaneous or even coinci- 
dental. The patient of course still represents a 
prolonged treatment prospect. 


Discussion 


It is only by approaching psychosomatic 
disease with a “total” outlook that the 
internist and psychiatrist can come to under- 
stand the need for symptom investment in 
the psychophysiologic economy—and hence 
to help the healthy core of the organism to 
a happier, less destructive adjustment. 

In dealing with the immature and ambiva- 
lently dependent ulcerative colitis patient, the 
customary therapeutic relationship seems to 
be one of dependency with an implied hope 
of future independence and health. Our ap- 
proach to therapy, we feel, has amplified this 
tentative position—by inviting the patient to 
become a collaborative therapist armed with 
independent judgment and ACTH. In effect, 
much is done to nurture ego reconstruction 
as well as to prevent the very difficult per- 
petuation of dependency which is so prone 
to occur in these cases. 

Our patient has experienced the whole 
gamut of psychiatric concomitants to ACTH 
and cortisone—írom overt psychosis to 
more subtle mood shadings. Such psycho- 
pathology speaks strongly for the need of 
collaborative psychotherapy at the onset of 
hormone treatment. With such support, the 
possibility of recurrence of psychosis with 
ACTH becomes markedly diminished. This 
has been a learning experience for the pa- 
tient, and has probably made her an above- 
average candidate for both her collaboration 
and insightful personal control of the hor- 
mone. She truly became a therapist in her own 


organic symptoms, dependency demands, and 
resistance. 

The dangers of self-medication with these 
potent hormones cannot be minimized. It is, 
of course, one of the chief deterrents to the 
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approach described. Such factors as the pa- 
tient magnifying or even underestimating the 
dosage requirement immediately come to 
mind. Hormone therapy in the hands of the 
patient provides not only an incentive to get 
well, but, in terms of resistance to psycho- 
therapy, it may also provide a convenient 
method of making treatment more difficult. 

Karush and Daniels(7) as well as Sperling 
(12, 13) have documented excellent examples 
of the tremendous obstacles to reconstructive 
therapy and the extremes to which resistance 
movements may go in ulcerative colitis. They 
have also shown that such resistance or 
acting-out can be very helpful in the devel- 
opment of insight if the significance is 
thoroughly understood by the patient. Our 
approach certainly bears with it a heightened 
need for constant awareness of such mani- 
festations. 

In addition, we feel that close collaborative 
therapy between internist and psychiatrist is 
quite efficacious for draining off extremes in 
positive rapport or transference feelings (a 
modicum of which seems therapeutically 
most desirable in such cases). Yet the thera- 
pist often finds himself on what might loosely 
be called "the horns of a transference 
dilemma," wherein the patient's positive 
("toward") feelings activate anxiety-laden 
libidinal impulses, fantasies, and ambivalence, 
on one hand, as compared with, on the other, 
a rapid swing to negative rapport (or trans- 
ference) feelings, which put into motion the 
terribly self-destructive somatic disease 
process. Giving the patient 2 objects for 
ego- identification has in this case minimized 
such extremes, and it has demonstrated to 
the patient that her collaborators were 
similarly persons with many faults. This 
has been anathema to her almost mystical 
ideal of the “all-powerful, all-loving, all- 
healing physician.” 


SUMMARY 


I. A case of chronic ulcerative colitis 
treated by inducing active patient collabo- 
ration in therapy with an internist and psy- 
chiatrist is reported. 

2, Advantages and disadvantages of the 
psychotherapeutic use of ACTH and corti- 
sone are considered. 


(uly 


3. ACTH and cortisone are discussed as 
valuable adjuncts to the psychotherapy of 
ulcerative colitis. 

4. The philosophy of creating a collabo- 
rative therapist out of a chronically ill, 
masochistically-dependent individual by pre- 
senting the patient with personal control of 
ACTH as a “crutch” or tool, rather than an 
unrealistic panacea—we feel bears with it 
an explicit invitation to independent action 
and health. Such an approach may be appli- 
cable to other chronic psychosomatic diseases. 
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DISCUSSIONS 


O. Sacrevo, M. D. (Havana, Cuba) deut d 
the sudden suppression of organic symp 
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a threat for psychic equilibrium, I may mention 2 
interesting cases: 

One, reported to me by Dr. Roberto Sorhegui, 
of Havana, was a female, suffering from status 
asmaticus; when the symptom was removed by 
means of hypnosis she developed in a few hours 
an acute maniacal attack; and when this was re- 
moved through a few E. C. T., asthma appeared 
again. This happened 2 or 3 times until a good psy- 
chotherapeutic relationship was established and both 
conditions disappeared. 

The second case is a patient of mine who pre- 
sented an acute paranoid schizophrenic syndrome 
one week after a total gastrectomy for gastric 
ulcer. I treated him with E.C.T.; the psychosis dis- 
appeared with 17 shocks. The patient underwent 
protracted psychotherapy during 2 years (more than 
220 hours) on account of an anxiety neurosis which 
ensued after the E.C.T. 

I should also like to say something about the 
basic reaction patterns of the patient discussed by 
Dr. Saver, et al, as manifested in the history of 
her illness and in the psychotherapeutic situation. 
It must be stressed that the colitis started after she 
was operated upon for a tubal pregnancy, that is, 
when she failed in her efforts to be a mother and 
to be independent. She began to suffer from 
diarrhea when she returned to her mother’s home. 
During the second pregnancy, in which “she became 
pregnant intentionally,” she suffered only one 
attack of colitis (we do not know if it was related 
to some quarrel with her mother). She bore a 
normal child and was free from symptoms until 
she became pregnant again. During this third 
pregnancy, which we do not believe to be intentional, 
began the most severe phase of her illness. Tt 
seems that the patient felt this pregnancy to be 
something imposed upon her, and she expressed 
her rebellion by means of diarrhea., Another 
interesting point is the possible symbolic meaning 
of pregnancy, Pregnancy and carriage are felt to 
be an affirmation of her independence and a form 
of leaving her mother, her husband, and even her 
therapist. In fact, when she failed in the first 
pregnancy she took refuge in her mother’s home, 
and the diarrhea began; in the second one, which 
was intentional, she was symptom-free; and during 
therapy she presented pseudocyesis as a way of 
discontinuing therapy. 

The last point is that the patient projects her 
mother’s personality ("egocentric, overpossessive, 
demanding”—Jean was reared on a strict routine, 
being fed and picked up at specified intervals, i. e., 
in a compulsive way) on the husband and the 
therapist. It is only through psychotherapy that, 
paralleling the improvement, she is able to see the 
therapist and the mother in a different light and to 
improve her relationship with her husband. 

As to the handling of ACTH, I think that 
the technique used is an intelligent and effective 
one. I congratulate the authors on the flexibility of 
their method. 

Wee Linz, M. D. (New Haven, Conn.).— 
he advent of ACTH and Cortisone as gen 
therapeutic agents produced a marked impact upon 
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psychiatry. The first concerns of psychiatry with 
these hormones involved quite contradictory influ- 
ences: (1) They were new media capable of pro- 
ducing psychosis; and, (2) they were heralded 
as new therapeutic agents for the treatment of 
schizophrenia. Both these impacts have faded into 
the background, for the judicious and well-con- 
trolled use of these hormones only rarely produces 
psychoses or affective changes in very marked 
proportions and as therapeutic agents for schizo- 
phrenia they have thus far served best as a re- 
minder that enthusiastic researchers, who prema- 
turely seek acclaim, can do incalculable harm by 
misdirecting time, money, and attention, 

While these dramatic developments were going 
on, these hormones were finding a very real place 
in the armamentarium of workers jn the psychoso- 
matic field and the paper of Dr. Saver, et al, is an 
excellent illustration of this. Let us be clear: The 
paper does not present anything new in dealing 
with the use of ACTH and Cortisone as adjunctive 
to the psychotherapeutic management of patients 
with psychosomatic ailments. It had been im- 
mediately apparent to many workers that the ability 
to control acute exacerbations of ulcerative colitis, 
rheumatoid arthritis, asthma, etc., greatly increased 
the latitude permitted the psychotherapist. Among 
other influences there was the ability to pursue 
therapy without such serious threat to life if efforts 
to work with deeper emotional problems produced 
an exacerbation. There was less need to remain at 
supportive levels, and I believe that the psycho- 
therapy of ulcerative colitis has made considerable 
strides because of this security. 

The report is à particularly nice illustration of 
how dynamic psychotherapy need not exclude 
adjunctive physical therapies. It is akin to the use 
of thiouracils in the psychotherapeutic management 
of Graves’ disease, or in a sense, even similar to 
demonstrating how judicious use of shock therapies 
can further psychotherapy rather than impede it, 

In passing, I wish to note the authors’ recognition 
that the effectiveness of these hormones is not 
simply a matter of dosage but that here, as in 
virtually all medication of this type, the effectiveness 
is dependent upon a host of factors involving the 
emotions and attitudes of both patient and therapist, 
a topic which Dr. Henry Beecher, the professor of 
anesthesiology at Harvard, is attempting to pursue 


There are many facets of the paper which I find 
stimulate discussion, but I wish to focus on a major 
point which has little to do with ACTH. It is the 


presents a major therapeutic problem, and exacerba- 
tions are apt to occur when there is need to make 
a decision or to assume adult responsibility, both of 
which usually provoke hostility in the patient. The 
authors took a firm stand by refusing to permit the 
patient to fall back passively on the medical regimen 
and by insisting that her problems in coping with 
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living were the significant problems and that she 
must share the task of learning new methods and 
new attitudes. Such measures often take consider- 
able courage in dealing with patients who are 
extremely ill and emotionally infantile. Leaving 
the decision of when to take ACTH and Cortisone 
up to the patient was a maneuver in this effort. In 
this patient it appears to have been a useful one, 
but it can be recommended only with utmost 
caution for overdosage in such a patient could pro- 
duce profound deleterious emotional changes, and 
the use of ACTH in ulcerative colitis can increase 
the chances of intestinal perforation. Furthering 
the patient's share of responsibility can be achieved 
by other techniques. The authors have broached 
a broader therapeutic problem through movement 
toward maturity rather than permitting the trans- 
ference relationship to offer the opportunity for 
continuing dependency. Usually the desperate needs 
of the patient for a benevolent parental figure are 
80 intense that some gratification of the need must 
be permitted. The therapeutic relationship opens 


with the therapist regarded through childish eyes, 
even if the real parental figures have remained 
powerful and potentially dangerous adults, The 
aim of therapy is maturation of the patient, which 
may be defined in this frame of reference as learning 
to see parental figures in proper Perspective and 
Proportion—no more omniscient and omnipotent 
than the patient and beset by their own problems, 
The therapy moves, therefore, from a relationship 
in which the therapist is protective, or at least seen 
as such, into more collaborations with the patient 
and therapist examining the patient's life and inter- 
personal relationships together, the therapist moving 
more and more into the role of "participant ob- 
server," to use Sullivan's terminology. In serious 
psychosomatic problems, the more conventional 
passive role of the therapist is difficult to attain 
during early phases. In this paper, the authors 
have shown how, through the help of ACTH in 
controlling the disease process, a healthier thera- 
peutic relationship could be established very early 
in treatment, 
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PRELIMINARY CLINICAL REPORTS 


USE OF PACATAL: (N-METHYLPIPERIDYL-(3)-METHYLPHENO- 
THIAZINE) IN PSYCHIATRIC PATIENTS 


NATHAN S. KLINE, M.D., ano GUNTHER M. JACOB, M.D. 
Orancesure, N. Y. 


The success of such ataraxic drugs as 
reserpine and chlorpromazine has stimulated 
the search for other agents of this type which 
provide the same benefits and have a mini- 
mum of side effects. During the past year 
there have been reports from Germany 
of a synthetic phenothiazine derivitive, 
N-Methylpiperidyl- ( 3) -methylphenothiazine, 
marketed under the name of  Pacatal, 
which resembled chlorpromazine in many 
ways but purportedly did not have as many 
undesirable side effects. Laborit and Hu- 
guenard ? reported its effectiveness in poten- 
tiating narcosis and in artificial hibernation. 
Horatz * reported on 439 patients on whom 
the drug had been used for potentiating 
anaesthesia. Kleinsorge * reported. good re- 
sults in potentiating barbiturates. On the 
basis of these similarities to chlorpromazine 
We set out to investigate whether it also had 
the same therapeutic effect in disturbed psy- 
chotic patients. 

Oral medication was tested first. Five 
patients were given doses ranging from 50 to 
650 mgs. daily. Patients were started at 
low doses which were increased regularly. 
Medication was continued until toxic side 
effects made it impractical to continue 
further. This occurred within 5 to 12 days. 
ESR increased in 3 of the patients going 
from a range of 3 to 5 up to 15 to 20. Other 
laboratory data showed no systematic change. 
All the patients showed elevation of temper- 
ature usually in the range of 100.5°. The 
Patients also became drowsy and 4 of the 5 
— — 

e Preparation was supplied through the 
y of the Squibb Institute for Medical Re- 
Search, New Brunswick, N. J. 
d Voss and Huguenard. Technique actuelle 
rnateon artificielle, Presse med. 60, Nr. 

i 355, 1952. - 

1 5 orate, K. Die potenzierte Narkose ohne und 
nterkulung (ihre Vorteile, Grenzen und 


Gefahren), 


Wera worse, H. Erfahrungen mit der Schlaf- 
760, bie imerer Erkraukungen, Med. Mschr., t: 


had postural difficulty. They seemed un- 
steady on their feet and one walked with a 
strong list to the left with head and chest 
thrown back. Aside from reduced activity 
because of the drowsiness there appeared to 
be no change in psychiatric behavior. If 
anything, the patient who was on medication 
longest (12 days), receiving a total of 3.2 
grams, was more disturbed after medication 
than before. 

Before abandoning the medication it was 
decided to try an intramuscular form 
and, to this end, 3 of the original patients 
were re-tested and 4 more new patients in- 
cluded in the investigation. After 2 or 3 
days all the patients were running temper- 
atures of 101° to 102° with occasional spiking 
of 102.5°. Patients all appeared drowsy and 
somewhat toxic which served to reduce some 
of their overactivity. A second patient de- 
veloped marked postural difficulty similar 
to the patient on oral medication. On the 
oral medication one patient had also com- 
plained of difficulty in voiding but did not 
require catherization. On the intramuscular 
preparation 3 of the patients developed atonic 
bladders and bowels. In one case there were 
symptoms of an autonomic bladder. Catheter- 
ization was necessary and in 2 cases pro- 
stigmine had to be used up to one week after 
withdrawal of medication before normal urine 
function returned. At the height of the 
toxic reaction borborygmi were almost com- 
pletely absent in these patients. One patient 
with atonic bladder developed an infection 
and had to be treated with antibiotics. None 
of the patients showed any notable change in 
their psychiatric condition although 2 of them 
had previously responded well to chlor- 
promazine. 

In the doses used by us for the periods 
of time indicated, it is our opinion that this 
drug is not a successful ataraxic and, unless 
means of overcoming the side effects are 
provided, the drug is also too toxic for clinical 
administration. 
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CASE REPORTS 


COMPLICATION DURING RESERPINE THERAPY 
C. H. CAHN, M. D., VERDUN, QUEBEC 


This is a brief report on one out of 50 pa- 
tients who have received reserpine 1 therapy 
at the Verdun Protestant Hospital, Montreal. 

The patient is a 67-year-old white female 
of English origin, She was admitted in 1935 
with the diagnosis of involutional paranoid 
state, the chief symptoms being delusions of 
persecution with auditory and olfactory hal- 
lucinations and an attitude of marked hos- 
tility. During the 20 years of her hospi- 
talization her mental condition changed very 

little; physically she was healthy except for 
marked obesity and slight dependent edema 
intermittently since 1944. Average blood 
pressure was 140/90. 

On January 4, 1955, reserpine therapy 
was started using 2.5 mg (I cc) intra- 
muscularly twice a day. This dose was con- 
tinued until January 7, when it was doubled, 
The early side-effect of flushing of the face 
was somewhat more pronounced in this pa- 
tient than usual, but was at first discounted 
as being in keeping with her plethoric ap- 
pearance, On January 8 the patient began 
to feel weak and could not walk to supper ; 
she was perspiring profusely, and her blood 
pressure was 90/60. Other patients on even 
higher doses had shown similar changes, so 
the nursing staff were not particularly 
alarmed. The next morning the patient was 
given her usual dose of reserpine, 5 mg 
intramuscularly, t 

Later that- day physical examination 
showed marked prostration, fast pulse, blood 
pressure 120/65, moderate pitting edema of 


We should like to thank Ciba Co. Ltd. for 
supplying the reserpine ("Serpasil"). 
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the legs and gross edema of the face and 
neck. Reserpine therapy was discontinued, 

On January 10, the patient was given 
Lo gm (10 cc) of calcium gluconate intra- 
venously and the following day the edema 
Seemed to be subsiding. The patient was out 
of bed and was reported to be pleasant and 
cooperative, 

On January 12, however, the edema in- 
creased again, and the next day the patient 
looked very ill, felt quite weak, and stayed 
in bed. She became increasingly dyspneic 
and cyanosed. On January 17 in spite of 
oxygen, nikethamide and penicillin she 
reached a low point in her illness, expressing 
the fear that she was going to die. Much 
mucus accumulated in her throat which had 
to be suctioned. Temperature was 102°, 
blood pressure 90/50, and there was massive 
generalized edema (but no albuminuria). 
Abdominal paracentesis was attempted but 
was unsuccessful, 

The patient was next placed on antihista- 
minic therapy, and she was made more 
comfortable by being allowed to sit up in 
a chair rather than having to lie constantly in 
bed in the orthopneic position. The blood 
pressure rose to 140/80, dyspnea and cya- 
nosis gradually subsided, and the edema 
began to decrease on January 20. Thereafter 
the patient gradually recovered physically but 
mentally reverted to her pretreatment con- 
dition. 

In summary, on the fifth day of reserpine 
therapy this patient developed a severe re- 
action of the angio-neurotic edema type. She 
was dangerously ill for 8 days, but then 
made a physical though not mental recovery. 
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COMMAND-AUTOMATISM AND ECHOPRAXIA TO TELEVISION 
CELESTINE HAY, M. D. Houston, TEx. 


Command-automatism (the automatic 
obeying of suggestions and commands) and 
echopraxia (automatic imitation of behavior 
of others) have been considered typical 
symptoms of schizophrenia, especially of 
the catatonic type, for many years (L, 2, 3, 4). 
Tt has been pointed out that schizophrenic 
delusions tend to keep up with the times. 
The following case illustrates an analogous 
modern adaptation of the old symptoms of 
command-automatism and echopraxia. 


A. B., a 38-year-old white married male, was' 


admitted to the V. A. Hospital, Houston, Texas, 
on March 4, 1955, with an admitting diagnosis of 
schizophrenic reaction, undifferentiated type. This 
was his third hospitalization in 9 years for psychotic 
symptoms. 

The patient was the youngest of 3 children. His 
parents were divorced when he was 15, and he 
remained alone with his mother. He was always a 
steady, dependable, conforming person, who never 
demonstrated any particular talent or originality. 
He completed high school and then became a 
painter by trade. 

His first psychotic episode occurred following 
5 years of active wartime service in the Navy, 
during which his ship was torpedoed 3 times. He 
received electroshock therapy for each of his 2 
Previous episodes, and each time improved enough 
to leave the hospital and maintain a marginal ad- 
justment on the outside, working as a painter in 
the employ of relatives, who were quite protective. 
Several months prior to this admission the patient 
became abnormally quiet and progressively more 
Preoccupied. He showed a dropping out of all 
interests except in his church. He continued work- 
ing until 3 days before admission, when he appeared 
So preoccupied and confused that it was felt unsafe 
to let him stay on the job. 

The patient spent the next 3 days at home. He 
Seemed restless and overactive, and showed a greatly 
e interest in television, watching it for 

ours at a time. He proclaimed himself a “television 


EOS the Veterans Administration Hospital, 
Ouston, Texas, and the Department of Psychi- 


atry and Neurology, Baylor University College of 
edicine, 


expert" On the night before admission he was 
observed to be standing in front of the set, very 
intent on the screen, imitating closely the gestures 
and movements of the performers, and this be- 
havior with variations continued for much of the 
evening. When a hillbilly singer sang a religious 
song the patient stood at attention and sang along 
with him. During a commercial the announcer said, 
"Brush your teeth with toothpaste," while 
the picture showed a man brushing his teeth; the 
patient rushed to the bathroom and brushed his 
teeth. Another announcer commanded his audience 
to use a certain hair tonic while demonstrating its 
use, and the patient thereupon scooped up water 
from a nearby goldfish bowl and applied it to his 
hair. 

At the time of admission the patient appeared 
withdrawn, confused, at times overactive, showing 
delusional ideas. He repeated the examiner's 
questions during the examination, On the ward he 
seemed very much interested in the television set; 
he spent much time close to it, frequently changing 
stations or adjusting the volume. He held himself 
in a rigid posture and moved in a wooden, graceless 
manner. 

He was started on chlorpromazine, and was main- 
tained on doses up to 1,000 milligrams daily for 3 
weeks. The confusion, hyperactive behavior, and 
psychotic thinking rapidly subsided, though the 
patient remained shy, rigid in posture, and with 
flattened affect. 


SUMMARY 


A case of schizophrenia, predominantly 
catatonic type, is described, in which com- 
mand-automatism and echopraxia to tele- 
vision were observed. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL oF PSYCHIATRY : 


Sm: In the May 1955 issue of THE AMERI- 
CAN JOURNAL or Psycutatry, under “News 
and Notes,” the statement was made that men- 
tal health in industry was not represented on 
the program of the 1955 Industrial Health 
‘Conference. This is to call attention to the 
fact that an entire evening meeting, well- 
attended, was devoted to just this area. In 


contrast to the more traditional type of pres- 
entation, the subject was presented by Dr. 
Jean S. Felton in the form of narration and 
dramatic sketch, in which members of the 
Industrial Medical Association and of The 
American Psychiatric Association, including 
myself, participated. 
Marvin A. Kremes, M. D. 
Beverly Hills, Calif. 


MEANING AND VALUES 


i We cast the world into the mold of our Perceptions. The fact that the world I construct 
is so much like the world you construct is evidence of the similarity of our nervous sys- 


—THOMAS JEFFERSON 


OFFICIAL REPORTS 


COMMITTEE ON CERTIFICATION OF MENTAL HOSPITAL 
ADMINISTRATORS 


The Committee on Certification of Mental 
Hospital Administrators of The American 
Psychiatric Association met in Atlantic City, 
New Jersey, on May 6-7, 1955- 

The Rules and Regulations of this Com- 
mittee were revised by Council action on 
May 12, 1955, which revision eliminates 
paragraph (c) of “General Requirements for 
Applicants.” This has the effect of abolishing 
the requirement of Fellowship in The Ameri- 
can Psychiatric Association as a condition for 
certification by this Committee. Council also 
acted to amend paragraph (D) of the same 
section to read, He has received adequate 
training in psychiatry as a specialty of 
medicine.” 


Barker, Prince P., A. B., M. D., V. A. Hosp., 
Tuskegee, Ala. 
Bartemeier, Leo H., M. D., 6420 Reisterstown Road, 
Baltimore 15, Md. 
Beckenstein, Nathan, B. A., M. D., Brooklyn State 
Hosp., 681 Clarkson Avenue, Brooklyn 3, N. V. 
ped, Vera Mather, M.D., Box 5, Howard, 
Blalock, Joseph Rogers, M. D., Southwestern State 
Hosp, Marion, Va. 
Bloomberg, Wilfred, S. B., M. D., V. A. Hosp., 
150 South Huntington Avenue, Boston 30, Mass. 
Bush, Charles Kettron, M. D., 1242 20th Street, 
N. W., Washington 6, D. C. 
Cogan, Samuel, M. D., Belle Mead Sanatorium, 
Belle Mead, N. J. 
Colomb, Henry Octave, M. D., 1421 
Avenue, New Orleans, La. 
Doering, John A, M. D., V. A. Hosp, Tomah, 
isc. 
Eaton, Hamblen C, M. D., State Hosp, Harris- 
burg, Pa. 
Fiedler, Howard Taft, M. D., Retreat State Hosp. 
po Creek, Pa. 
ren Robert Ed., M. D., Springfield State 
G osp., Sykesville, Md. 
na Harry, M.D., Department of Mental 
ealth, 15 Ashburton Place, Boston, Mass. 
ae Thomas Lee, M. D., Atascadero State Hosp., 
e Atascadero, Calif. 
rifin, Daniel P., M. D., 1278 East Main Street, 
ridgeport, Conn. 


Napoleon 


Applicants are again notified that the final 
date for filing applications for Class I certi- 
fication is July 1, 1958. 

The closing date for the receipt of ap- 
plications for the next examination, to be 
held immediately prior to the Mental Hospi- 
tal Institute in October, is August I, 1955. 

At its meeting May 6-7, 1955, the Com- 
mittee examined and certified as qualified 
mental hospital administrators the subjoined 
list of candidates. 

WINFRED OVERHOLSER, M.D., 
Chairman, 

C. N. Bacanz, M.D., 
Secretary. 


DIRECTORY OF CANDIDATES CERTIFIED, MAY 7, 1955 


Henry, Edna Pontoka, M.D., Taft State Hosp., 


Taft, Okla. 
Hletko, Paul, B. S., M. D., 160 N. LaSalle Street, 


Chicago, Ill. 
Hoerster, Samuel Augtst, jr, M.D, P. O. Box 
in, Tex. 
Hoffmann, Martin Hugh, M. D., 1311 David Whit- 


Mich. 
Howell, Ira L., M. P., 1820 High Street, Denver, 
Colo. 


Hyde, Robert Wells, M.D., 74 Fenwood Road, 
Boston, Mass. r 
Janjigian, Edward R., M. D., V. A. Hosp., Wilkes- 


Barre, Pa. 

Johnson, Simon Overton, M. D., Lakin State Hosp., 
Lakin, W. Va. 

Kaufman, M. Ralph, M. D., The Mount Sinai Hosp., 


11 East rooth Street, New York 29, N. Y. 
M. D., State Hosp. 


Laufer, Maurice Walter, M. D., Emma Pendleton 
Bradley Home, Riverside 15, R. I. 
Laxson, Gerald O., M. D., V. A. Hosp., Sheridan, 


Lewis, Clarence H., M. D., C. M., Department of 
Health, Queen's Park, Toronto, Ontario, Canada. 

Lieberman, Daniel, M. D., Mendocino State Hosp., 
Talmage, Calif. 

Lussier, Georges Henri, M. D., Arthur Brisbane 
Child Treatment Center, Farmingdale, N. J. 
Mackay, Robert William Murray, M. D., C. M., 
Nova Scotia Hosp., Dartmouth, Novia Scotia, 

Canada. 
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McCreight, David Wade, B. S., M. D., New Jersey 
State Hosp., Marlboro, N. J. 

Miller, Wilbur R., M. D., Psychopathic Hosp., Iowa 
City, Ia. 

Myers, Jacob Martin, Jr., A. B., M. D., 4401 Market 
Street, Philadelphia 4, Pa. 

Otis, Walter Joseph, M. D., 628 Maison Blanche 
Bldg, New Orleans 16, La. 

Post, Edward Stanfield, B. S., M. D., V. A. Hosp., 
Sheridan, Wyo. 

Prout, Curtis T., A. B., M. D., M. S, 121 West- 
chester Avenue, White Plains, N. V. 

Rackow, Leon L., M. D., V. A. Hosp., Montrose, 
N. V. 

Reider, Norman, M. D., 2235 Post Street, San 
Francisco 18, Calif. 

Rennell, Edwin J., M. D., State Home & Training 
School, Coldwater, Mich. 


Saunders, John Rudolph, M. D., Westbrook Sana- 
torium, Richmond, Va. 

Semrad, Elvin V., M. D., 74 Fenwood Road, Boston, 
Mass, 

Simon, Abraham, B. S., M. D., 4500 College Avenue, 
Alton, Ill. 
Snow, Herman B., M. D., St. Lawrence State 
Hosp., Ogdensburg, N. Y. i 
Thomas, Preston W., M. D., Department of Wel- 
fare, Education Bldg., Harrisburg, Pa. 

Tock, Elizabeth Ward, M. D., Stockton State Hosp., 
Stockton, Calif. 

Winick, William, B. S., M. D., V. A. Hosp., Coates- 
ville, Pa. 

Yohe, Charles Dean, M. D., Yankton State Hosp., 
Yankton, S. D. 


RACISM 


Whilst we maintain the unity of the human species, we at the same time repel the 
depressing assumption of superior and inferior races of men. There are nations more 
susceptible of cultivation, more highly civilized, more ennobled by mental cultivation than 
others—but none in themselves nobler than others. All are in like degree designed for 
freedom ; a freedom which in the ruder conditions of society belongs only to the individual, 
but which in social states enjoying political institutions appertains as a right to the whole 
body of the community. “If we would indicate an idea which throughout the whole course 
of history has ever more and more widely extended its empire . . it is that of establishing 
our common humanity of striving to remove the barriers which prejudice and limited 
views of every kind have erected amongst men, and to treat all mankind without reference 
to religion, nation, or colour, as one fraternity, one great community fitted for the 
attainment of one object, the unrestrained development of the psychical powers. This 


is the ultimate and highest aim of society . 


n% 


—ALEXANDER VON HUMBOLDT, 
Cosmos, 1844 


* The quoted passage is from the author’s brother, Wilhelm von Humboldt. 
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COMMENT 


THE ATLANTIC CITY MEETING 


The 111th annual meeting of The Ameri- 
can Psychiatric Association was held in 
Atlantic City May 9-13, 1955, and, in many 
respects, it was an impressive demonstration 
of the growth and progress of the Associa- 
tion. Tt was the largest gathering in the 
history of the Association, with a total regis- 
tration of 4,085, including 2,046 members of 
various classes—by far the highest number 
that has ever attended one of these meetings. 
Under the wise guidance of the President, 
Dr. Arthur P. Noyes, the combined efforts 
of the membership, the committees, and the 
officers succeeded in making this meeting 
truly representative of the deep interest, 
energetic work, and successful achievements 
of our profession. 

A number of outstanding events that high- 
lighted this meeting can be regarded as par- 
ticularly representative of this trend. Presi- 
dent Noyes delivered a scholarly and in- 
spiring address at the opening session, in 
which he emphasized the ever-widening scope 
of our field, stressing particularly the great 
need for introducing the broader concepts 
of the humanities into the training and de- 
velopment of the psychiatric profession. On 
Tuesday morning, Professor Ralph W 
Gerard delivered a profound and broadly- 
conceived academic lecture on “The Bio- 
logical Roots of Psychiatry,” in which he 
Stressed the recent achievements in research 
in our field and the importance, as well as 
feasibility, of integrating the psychological 
and social sciences with biological research. 
The Honorable Robert B. Meyner, Governor 
of the State of New Jersey, addressed the 
Association at the same session, expressing 
the deep interest and concern felt by the 
public and their elected officers in regard to 
mental illness and their firm determination 
s spare no efforts in dealing with these prob- 
ui and on Wednesday evening, Professor 
M. F. Ashley Montagu in his address on 

an and Human Nature" delivered at the 
annual banquet, further emphasized the im- 
Portance of a broad and scientifically-con- 


ceived approach to the study of human 
problems. Finally, a most encouraging note 
was sounded by the announcement that the 
new home of the Association had actually 
been purchased through the untiring efforts 
of the committee on the building fund and its 
chairman, Dr. William B. Terhune, and the 
work done by the committee on the planning 
for the new home, under the chairmanship 
of Dr. Winfred Overholser. Although a 
great deal remains to be done in this respect 
and more funds will have to be obtained 
before reaching the final goal, the first and 
very important step, which assures the As- 
sociation of a permanent home, has been 
taken. 

The following officers were elected by 
the Association : President-Elect, Dr. Francis 
J. Braceland ; Secretary, Dr. William Mala- 
mud; Treasurer, Dr. Jack R. Ewalt ; 
Auditor, Dr, Titus Harris; Councillors for 
3 years; Dr. Harvey J. Tompkins, Dr. S. 
Bernard Wortis, and Dr. Herbert Gaskill. 
Dr. Arthur P. Noyes takes office as Council- 
lor as immediate past president. The Council 
elected Dr. R. Finley Gayle, Jr. as moderator 
and Drs. Cameron and Tompkins as members 
of the Executive Committee. The Assembly 
elected Dr. Addison M. Duval as speaker, 
to succeed Dr. Crawford Baganz; Dr. 
Mathew Ross as Deputy Speaker; and Dr. 
John R. Saunders as recorder. 

The program arranged for Monday 
evening was highly successful and well at- 
tended. The Atlantic County Mental Hy- 
giene Association meeting was addressed 
by Drs. J. R. Ewalt, Leo H. Bartemeier, and 
Maurice Linden. The television program 
sponsored by Smith, Kline, and French was 
very well received. 

The roundtable conferences were well or- 
ganized and the subjects were discussed most 
adequately both by members of the panels 
and from the floor. All were well attended. 

The important developments that have 
taken place during the year were introduced 
by the report of the medical director, Dr. 
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Daniel Blain. The contributions made by 
him and his staff at the central office can 
be regarded as highly responsible for the 

progress that has been made. The member- 
ship of the Association has shown a most 
encouraging growth—581 new members were 
elected at this meeting, bringing the total 
number to 8,730. In keeping with the grow- 
ing importance of membership in the As- 
sociation, plans are being made to establish 
an appropriate function at the annual meet- 
ings, for recognizing the elevation of mem- 
bers to fellowship and the introduction of 
new members. Toward this end, an amend- 
ment was proposed and read at the meeting 
to schedule the election to membership and 
fellowship to the first or second day of the 
meeting, making it possible to arrange for 
Such an event at the time of the annual 
meeting. This amendment will be published 
in the JOURNAL and submitted to a vote by 
mail ballot. 

The annual banquet was attended by 850 
persons, Thirteen visiting psychiatrists were 
recognized, and the address of the evening 
was given by Professor Montagu. Dr. Appel 
presented Dr. Noyes with the retiring Presi- 
dent's badge, and certificates of commenda- 
tion were presented to outgoing officers, 
councillors, and committee chairmen. The 
Hofheimer award for research was given 
to Dr. Philip F. D. Seitz of Indianapolis, for 
his work on the development of new methods 
in the study of mental diseases. Two other 
projects were cited for honorable mention— 
one by Dr. David Graham of St. Louis, and 
the other by Drs. Clausen and Kohn of the 
NIMH. The mental hospital achievement 
award was presented to the Western State 
Hospital of Oklahoma, Dr, Fred L. Adelman, 
Superintendent; and honorable mentions 
went to Muscatatuck State School of In- 
diana, the Metropolitan State Hospital of 
California, and the Boston State Hospital 
of Massachusetts. The Isaac Ray award was 
given to Professor Henry Weihofen for 
furthering the understanding between psy- 
chiatrists and members of the legal profes- 
sion. He will deliver a series of lectures at 
Temple University in the academic year, 
1955-56. tis 

Among the important actions and recom- 

mendations by Council, approved by the 
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members during the business session, the 
following are of special interest: 

A number of new district branches were 
established : Western Missouri, Eastern Mis- 
souri, Arkansas, Kansas, Westchester 
County, N. Y., Kentucky, and Oklahoma. 
New Affiliate Societies were accepted: the 
Mid-Continent Psychiatric Association, the 
Delaware Psychiatric Society, the Duchess 
County Psychiatric Society, and the Florida 
Society of Neurology and Psychiatry. 

Dr. David A. Boyd was recommended for 
nomination as representative of this Associa- 
tion on the American Board of Psychiatry 
and Neurology; Dr. Lauren Smith was 
named to the Editorial Board of the 
JournaL; Dr. John J. Madden of Chicago 
and Dr. Frank M. Gaines of Louisville, 
Kentucky, were named to fill vacancies on the 
Committee on Membership; and Dr. Richard 
Jenkins of Washington and Dr. James Ty- 
hurst of Montreal to fill vacancies on the 
Hofheimer Board. Chicago was approved 
as the place for the 1956 annual meeting. A 
grant of $5,000 was accepted from the Field 
Foundation for the planning of preparatory 
meetings of the joint Commission on Mental 
Illness and Health. A grant of $30,000 
annually for each of 3 years was accepted 
from the Smith, Kline and French Founda- 
tion, for the establishment of training fellow- 
ships in psychiatry. A grant was also ac- 
cepted from 3 members of the Association for 
$10,000 to further research in biological 
psychiatry. 

On Friday morning, at the final business 
session Dr. Arthur P. Noyes gave the gavel 
of his office to Dr. R. Finley Gayle, Jr., the 
incoming President. 

Great credit is due to the excellent con- 
tributions made by the program committee 
and its chairman, Dr. David A. Young, in 
organizing an excellent program; the com- 
mittee on arrangements under Dr. David J. 
Flicker ; the executive secretary, Austin M. 
Davies; and the program arranged for the 
ladies by the committee under the chairman- 
ship of Dr. Evelyn P. Ivey. They succeeded 
in making this meeting pleasant, well organ- 
ized, and of a high level of scientific stand- 
ards. 


WILLIAM Marawup, M. D., 
Secretary. 
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JUNG'S EMPIRICISM RECONSIDERED 
A TRHUTE IN Honor or C. G. June’s 80TH BIRTHDAY 
E. PARL WELCH, HANS A. ILLING, ann GEORGE R. BACH, Los ANGELES, CALIF. 


Born on July 26, 1875, Jung began as a 
clinical psychiatrist in Zurich in 1900, after 
receiving the M. D. in Basle. He later studied 
under Pierre Janet in Paris and worked with 
Bleuler in Zurich on numerous scientific in- 
vestigations. In 1907 he met Sigmund 
Freud, who was then 51 years old and 19 
years Jung’s senior. Before meeting Freud, 
Jung at the age of 3r had published his 
word-association test indicating his interest 
in research in the unconscious. Between 
1907 and 1913, he was editor of Bleuler’s 
and Freud’s Jahrbuch fuer psychologische 
und psychopathologische Forschungen. After 
6 years of close collaboration, which brought 
them together to the U. S. for lectures at 
Clark University, they parted in 1913 over 
the question of whether religion was, as 
Freud thought, a defensive illusion which 
originated in the oedipal complex, or whether, 
as Jung believed, participation in religious 
experiences was the fulfillment of a primary 
drive inherent in human nature in all 
cultures. A further differentiation on Jung's 
part from Freud was the theory of the un- 
conscious where Jung introduced his princi- 
ple of the collective unconscious, which un- 
derlies the personal. Jung's publication of 
The Psychology of the Unconscious in 1912 
revealed this divergence of his conceptions 
from those of Freud, and led in 1913 to his 
separation from Freud and his psychoanalytic 
school, He has lectured at Fordham, Clark, 
Yale, and Harvard universities and was 
awarded honorary degrees by all of these uni- 
versities. Among other degrees from foreign 
Universities are those from the Hindu Uni- 
versity of Benares, the Mohammedan Uni- 
versity of Allahabad, and the University of 
Calcutta, as well as the University of Oxford, 

A testimony of the independent spirit of 
ie is the remarkable ability he showed to 
cd the position of heir-apparent at the 
2m ively young age of 38, when he had 
um attained the above-mentioned honors. 
qid his independence was shown by his 

ency to go anywhere in order to see for 


himself and to gather original data for his 
researches into the unconscious. 

Of particular interest to the American 
reader are Jung's anthropological “intern- 
ships” with the Pueblo Indians in Arizona 
and New Mexico, with whom he spent some 
time in 1924-25. To illustrate the persistence 
of his research, mention should be made of 
Der Goettliche Schelm, just published this 
year, an analysis of the folklore of the Win- 
nebago Indians in Central Wisconsin and 
Eastern Nebraska, thirty years after his first 
American Indian field trip. In addition, he 
undertook field trips to North Africa (1921), 
to Kenya in 1926, and to India in 1936-1937- 

His inspiring leadership is reflected in 
Jung’s never-tiring willingness to write en- 
couraging and yet critical introductions to 
the works of younger authors not only in 
his own field of psychiatry, but also in re- 
lated fields. It is reflected in his generosity 
towards the authors of this article. The 
senior author (E. Parl Welch) was, on the 
occasion of his study at the Carl G. Jung 
Institute of Analytical Psychology in Zurich, 
deeply impressed with the hospitality that 
Dr. Jung, in spite of his then impaired health, 
personally extended to the many postgradu- 
ate students from the United States and 
Canada who had assembled for a year's 


‘study at the Institute. Jung was also ready 


to consider seriously scientific and clinical 
questions when the other two of us ran into 
a snag about how to integrate his concepts 
and the principles of group psychotherapy. 
We wrote directly to Professor Jung, who, 
without knowing us personally, engaged in 
a very illuminating correspondence with us, 
in which he acknowledged the importance 
of group psychotherapy while also stating 
his reservations. While Jung clearly saw 
how group pressures can prevent full in- 
dividuation, he could not be expected to be 
familiar with the development by American 
psychotherapists of individuation-furthering 
psychotherapeutic groups. 

To turn now from the personal and bio- 
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graphical to the systematic; the concept of 
Jung which stands out as the most useful 
to psychotherapists of various schools as 
well as to an understanding of a philosophy 
of life, is his concept of individuation. In- 
dividuation means, of course, a dynamic 
process of “becoming what one is; i. e., 
the fulfillment of, what Jung calls, “one’s 
seed.” This dynamic process reaches its 
greatest height around the prime of life or 
about 35 and reflects a new stage in psychical 
development. Thus Jung's psychology en- 
compasses the total life-span of the individual 
and looks upon maturation as a never-ending 
process. Individuation is primarily a call to 
inner spiritual (geistig) fulfillment. In view 
of the present-day bafflement over the wide 
spread of psychiatric disorders, it is interest- 
ing to know that Jung believes that a greater 
stress on individuation in the culture, in 


[July 


cults, and in psychotherapy is in order. In 
his “Spirit of Psychology” (published for the 
first time in English in the Papers from the 
Eranos Yearbooks in 1954) he says: 


Confrontation with an archetype or instinct is an 
ethical problem of the first magnitude, the urgency 
of which is felt only by the people who find them- 
selyes faced with the need to assimilate the un- 
conscious and integrate their personalities ... 
Once they are on the way to assimilating the un- 
conscious, they can be certain that they will escape 
no difficulty that is an integral part of their nature. 


According to Jung: 


Psychology culminates of necessity in a develop- 
mental process which is peculiar to the psyche and 
consists in integrating the unconscious contents into 
consciousness. This means that the psychic human 
being becomes a whole, and becoming a whole has 
remarkable effects on ego consciousness . . 


May these words of the octogenarian sound 
as a message of good will to mankind! 


Tr 


NEWS AND NOTES 


NATIONAL  IwsrrUTE oF MENTAL 
HEALTII RESEARCH Grants.—Awards for 
1955, amounting to $282,724 and $266,239, 
have been authorized covering studies in both 
psychiatry and psychology. These include 
grants for the program initiated in 1954 to 
encourage research careers in qualified young 
psychiatrists and scientists in related dis- 
ciplines by enabling them to spend 3-5 years 
in full-time research. These special grants 
go to investigators at Michael Reese Hospi- 
tal, to the Judge Baker Guidance Center, and 
the medical schools at Harvard, Western 
Reserve, and Cincinnati Universities. 

Grants in psychology go to workers at 
Adelphi College, Cornell University, Uni- 
versities of Kansas, North Carolina, and 
Michigan. A grant in zoology is awarded to 
an investigator at Johns Hopkins School of 
Hygiene and Public Health. 


Foro Founpation Gives $15 MILLION 
ror Menta HEALTH RESEARCH.—Aíter 
more than 2 years’ study of problems and 
opportunities in the mental health field by 
the Foundation’s Behavioral Sciences staff, 
in consultation with a number of the nation’s 
top-ranking professional specialists, the Ford 
Foundation has allocated 15 million dollars 
to strengthen and extend research in mental 
health over the next 5 to 10 years. 

Despite the sizeable need for trained per- 
sonnel in the therapeutic aspects of mental 
illness, the Foundation concludes from its 
Studies that it can give greatest service at 
this time by emphasis on research. Other 
Phases of the Foundation’s efforts, including 
provision for the development and training 
of qualified research personnel, will be 
initiated at a later date. 


UN Cowcness on Crime.—The first 
United Nations Congress on the prevention 
of crime and the treatment of offenders will 
be held in Geneva from August 22 to Sep- 
oe 3, 1955. The subject of juvenile de- 
ie will be given especial attention on 

program of the Congress. In conjunction 


therewith the International Review of Crimi- 
nal Policy, publication of the United Na- 
tions, will devote the next two numbers (7 
and 8), to be published as a single combined 
issue, to the question of juvenile delinquency. 


Dr. MANUEL MANRIQUE GUEST OF 
VENEZUELAN PSYCHIATRIC ASSOCIATION.— 
In January of this year, at the invitation of the 
Venezuelan Psychiatric Society, Dr. Manuel 
Manrique, New York City, gave a series of 
lectures before the membership of that so- 
ciety at Caracas, Venezuela. Dr. Manrique 
urged closer cooperation between psychiatric 
societies the world over, and plans for holding 
further inter-American meetings between 
psychiatrists were discussed. 

During February, Dr. Manrique visited 
Cuba at the invitation of the Psychiatric and 
Neurological Association of Cuba, the So- 
ciety of Psychotherapy, and the National 
College of Physicians of Cuba, and delivered 
a lecture to the joint meeting of these as- 
sociations in the Collegio Medico Nacional 
de Habana. 


Dr. E. V. Eyman.—The death of Dr. 
Elmer V. Eyman, formerly in charge of the 
department of mental and nervous diseases 
at the Pennsylvania Hospital, occurred 
February 13, 1955. He had just attained his 
seventieth birthday. He had been associated 
with the Pennsylvania Hospital from 1919 
until his retirement in 1950. He was assistant 
professor of psychiatry at the University of 
Pennsylvania Graduate School of Medicine. 

Dr. Eyman was graduated from the Uni- 
yersity of Wisconsin and received his medical 
degree from Rush Medical College. During 
his long period of service at Pennsylvania 
Hospital he was very active in the training of 
residents in psychiatry, and many of those 
who came under his guidance became heads 
of departments elsewhere. Another of his 
enduring interests was the development at 
Pennsylvania Hospital of the School of 
Nursing for Men. 
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CLARENCE P. OBERNDORF VISITING Psy- 
CHIATRIST—MOUNT SINar HosPITAL, New 
York Ciry.—The annual appointment of a 
visiting psychiatrist for one week at Mount 
Sinai Hospital is a memorial to Dr. Obern- 
dorf who for many years gave devoted 
service to that hospital. 

Dr. Leo H. Bartemeier, medical director 
of the Seton Institute, Baltimore, filled this 
appointment for 1955 during the week, April 
18-25. 


CANADIAN PSYCHIATRIC ÁSSOCIATION.— 
On June 18, at the Royal York Hotel, 
Toronto, this association held a combined 


meeting with the Ontario Neuropsychiatric 
Association, representing the largest number 
of Canadian psychiatrists ever to assemble 
at one time in Canada. The panel of speakers 
represented the United States, England, and 
Canada. Dr. R. O. Jones, Halifax, Nova 
Scotia, spoke on “Psychotherapy : Choice of 
Method”; Dr. Desmond Curran, London, 
England, on “Development in Social Thera- 
pies”; Dr. S. Bernard Wortis, New York 
City, on “Recent Advances in Physical Thera- 
pies.” Speaker at the annual dinner, follow- 
ing the business meeting of the Canadian 
Psychiatric Association, was Dr. William 
Blatz, Department of Psychology, University 
of Toronto. 


HUMAN BETTERMENT 


There are societies and organizations galore whose activities are concerned with human 
betterment in our day, and whose existence bears witness to the urge that is inherent in 
so many of us to do something to help our fellows. There is a large body of good in- 
tention, backed by tradition and culture, and supported by wealth, whether of the indi- 
vidual or of the state, available for social hygiene. The question arises, is all this expend- 
iture of good endeavor directed into the channels which are calculated to produce the 


most fundamental, and the most enduring, 


benefits? I do not think that they are. This 


does not mean that schemes for social hygiene are intrinsically unhelpful, still less does 
it mean that they should not be encouraged. All it means is that, in the view of the 
eugenist—a view which I share with utter conviction—the economic advantages, using 
the term in its widest sense, lie with efforts made towards racial betterment rather than 


with social service in a particular generation. 


—Lorp Horper 


BOOK REVIEWS 


A METHODOLOGICAL, PSYCHIATRIC, AND STATISTICAL 
Srupy or A LARGE SWEDISH RURAL POPULATION. 
By Tage Larsson and Torsten Sjögren, Copen- 
hagen: Munksgaard, 1954. 


This research monograph represents a notable 
contribution in the series of epidemiological studies 
produced in Sweden during the last decade. It com- 
prises a painstaking search for the cases of mental 
illness reported in a representative rural population 
over a period of 45 years. The location of these 
cases was facilitated considerably by a system of 
parish registration, which has been strictly main- 
tained in this rural area by central and local regu- 
lation. At all points of the survey, the authors have 
presented a scholarly discussion of their epidemi- 
ological and statistical techniques which will be very 
useful for other investigators in this field. 

The diagnostic system used in this study differs 
somewhat from the current American usage. For 
example, it is now accepted in this country that 
the latent schizophrenic will be included in the 
grouping of schizophrenic reactions, whereas in 
Scandinavia the diagnosis of schizophrenia is still 
limited to a much more narrowly defined condition 
with an inevitable course to dementia. Also these 
investigators have excluded any estimation of the 
Occurrence of psychoneurosis and, in the European 
tradition, have combined the statistics on mental 
deficiency with the psychiatric illnesses. For each 
clinical entity, there has been a very careful study 
of morbidity and mortality rates based upon the 
arbitrary age at which the case was reported. It is 
noted that little consideration is given to the great 
difficulty involved in determining the actual date of 
onset, as it is implied that this is truly represented 
by the date at which the illness first attracts public 
attention and a segregative measure is brought into 
Play, Our experience has shown that there is a 
wide variation in this action according to the social 
class of the patient, and the family attitude toward 
Psychiatric treatment. 

The general findings in the diagnostic categories 
are very close to what has been described in this 
country with the exception of a somewhat higher 
tate for the manic-depressive psychosis. It is the 
reviewer's conjecture that many of the cases in this 
category would be called schizophrenic in America 
1 later stages of the illness. There is also some 
of erence in the classification of the subgroupings 
ài schizophrenia, as it is indicated that the average 
1 for paranoid schizophrenia is 46 years of age. 
pum appear that what the authors call para- 

| schizophrenia would probably be regarded as 
T involutional state according to our system of 
Classification, 
ie the discussion of mental deficiency, little con- 
of dro has been given to the frequent difficulty 
of an g this state from the deterioration 
i ood schizophrenia, a problem of growing 

Portance in this field. This reviewer has also 


observed that the juvenile stage of adult schizo- 
phrenia occurring in the lower class is commonly 
regarded as mental deficiency, as these patients 
have little opportunity to express their internal pre- 
occupations in some form of productive intellectual 
achievement in this stratum of society. The findings 
regarding mental deficiency clearly indicate the 
meed for further measures of public and institu- 
tional care in the treatment of this difficult problem. 
It was found that the reproductivity rate for the 
mentally deficient was at the same level as the 
general population, but the rate falls somewhat 
lower for the schizophrenic. This fact, which has 
been repeatedly mentioned in genetic studies, super- 
ficially suggests a certain breeding out of mental 
illness over a span of time; however, this predic- 
tion is based upon a crude conception in the face 
of our growing knowledge about the transmission 
of recessive characteristics, In common with many 
reports drawn from diverse sources, these authors 
state that there bas been a reduction in the ad- 
mission rate for schizophrenia in recent years. This 
has been attributed to the modern trends of treat- 
ment, but the explanation is offered merely as a 
speculative formulation with no specific verification. 
In summary, while this type of investigation has 
great importance in providing data for the establish- 
ment of therapeutic public measures in the treatment 
of mental illness, it has not been very productive 
thus far in disclosing the genetic factors operative 
jn the hereditary transmission of mental illness, nor 
has it been useful in the elucidation of the environ- 
mental stresses in the etiology of mental illness. 
In recent years, most American investigators who 
have embarked on this type of research have pro- 
ceeded to more detailed investigation of smaller 
groups in order to explain the findings of the large 
epidemiological studies. 
Berrram H. RORERTS, M. D., 
Vale University. 


Dictionary or Last Wors. Compiled by Edward 
S. Le Comte. (New York: Philosophical Li- 
brary, 1954. Price: $5.00.) 

A collection of ultima verba like this could be 
turned to many curious uses. It might serve as a 
textbook on homiletics or for an essay on the 
psychopathology of dying. It is useful in illustrat- 
ing the binding strength of traditionalism and the 
persistance of stereotypes of thought and expres- 
sion. It gives poignant examples of the dominance 
of physical states over the closing moments of the 
mind. It demonstrates vividly personality differ- 
ences as individuals enter the final scene. It points 
up also the risk and the mischief of reading into 
the last words of the dying unwarranted meanings, 
particularly of prophecy or revelation. 

There have been numerous compilations of last 
words, but this one, the first in America since 1901, 
is the largest (1,064 entries) and contains a full 
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list, with references, of the authorities for the quo- 
tations. In its preparation the compiler states that 
he “ransacked several libraries, turning over thou- 
sands upon thousands of books (and newspapers 
and periodicals), in seven languages.” His search 
was reasonably thorough. 

The quotations are arranged alphabetically under 
the names of the persons concerned—individuals 
who have been considered important enough to be 
listed in standard reference works. The quotations 
give the last recorded words spoken or written— 
not necessarily the very last, but unrecorded utter- 
ances, Persons who may be less well remembered 
are identified by meager notes which often do not 
help much, (The single word “educator” after the 
name of Charles W. Eliot hardly does justice to 
Harvard’s great president.) . 

One general criticism would be that a great many 
of the "last words" stand forth too nakedly. One 
would like to know more about the situation at 
the moment and the attendant circumstances. Too 
often the explanatory notes do not make indubitably 
clear the meaning of the words recorded even when 
this might have been possible. 

The compiler cannot be forgiven for repeating as 
if authentic the legendary last words of the Em- 
peror Julian. "Thou hast conquered, O Galilaean,” 
and for accepting uncritically this attribution by the 
Church fathers Theodoret and Sozomen. The 
patristic facility for invention and interpolation for 
indoctrination and propaganda purposes is well 
known. Only a few months before his death in 
battle (according to one report, at the hands of a 
Christian in the Roman Army) Julian had written 
the elaborate and scholarly treatise “Against the 
Galilaeans,” the spirit of which, as well as the facts 
of his life, were totally out of keeping with the pos- 
sibility that he could so reverse himself by the ut- 
terance the monk Theodoret, for reasons best 
known to himself, put into the mouth of Julian in 
the fifth century (Julian died June 26, 363). Mrs. 
Jameson goes the monk one better. Although not 
an eyewitness of the death scene, she reports with 
Christian charity, “Then the demons received his 
parting spirit.” 

An additional gratuitous insult that has dogged 
the memory of Julian was the contemptuous term 
“the Apostate” tacked on to his name. This also 
was the work of the Church fathers, without bene- 
fit of dictionary. An apostate is one who has turned 
against a faith he formerly professed. One can not 
be an apostate from a creed never accepted. It is 
true that Julian was placed under indoctrination in 
the new Christian religion in his childhood; but 
his mind ever turned back to the culture, phi- 
losophy, and religion of ancient Greece. He repudi- 
ated the new doctrine that he considered inferior 
and referred to the Christians as “impious Gali- 
laeans.” When he became emperor, while he issued 
an edict of universal toleration and allowed no per- 
secution of the Christians, he set about reestablish- 
ing the ancient worship and restoring the temples. 
He himself had been initiated into the mysteries of 
Mithras, the god who so nearly successfully dis- 
puted sovereignty with the Nazarene. “Julian the 
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Restorer" would have been a more appropriate title. 
Had he lived to carry out his mission the history 
of western civilization might have been quite an- 
other story, interesting to contemplate. He had been 
Emperor only 16 months at his death. 

Another misleading entry concerns Sir William 
Osler's reported last words, “Nighty-night a-dar- 
ling!” The explanatory note reads: “Treated a 
doctor friend as if he were still a child.” This 
seems to suggest that Sir William’s mind was wan- 
dering. No such assumption would follow if it 
had been stated who the “doctor friend” was and 
what the circumstances. 

Sometimes the last moments demonstrate the fine 
quality of the man, able to deal with death with 
detachment or like any other personal event. Many 
will remember the brave and selfless words of Law- 
rence Oates of the ill-fated Scott expedition to the 
South Pole, when he left the tent to die in the 
blizzard so as not to be an added burden to his 
comrades who themselves were awaiting the end: 
“I am just going outside and may be some time.” 
Recall for contrast the words of Eugene O'Neill, 
Jr., in his suicide note: “Never let it be said of 
O'Neill that he failed to empty a bottle. Ave atque 
vale." 

Harvey Cushing knew how to desolemnize the 
closing hour with an egocentrifugal remark to his 
nephew who smoothed his pillow, “Pat, you have 
the 'touch'—you're a good doctor.” Then there 
was Edwin Booth: What could have been finer 
when his small grandson asked, *How are you, dear 
grandpa?” than Booth’s reply, “How are you your- 
self, old fellow?” 

There is endless variety in the ultima verba— 
concern with physical condition, weariness and the 
theme of sleep, words of advice and good-byes, 
anxious calls for help, quotations from poems, 
ambition and desire for fame, abject humility and 
self-abasement, affection and concern for others, 
delirious utterances and hallucinations, the fighting 
spirit (Clemenceau wanted to be “buried standing, 
facing Germany”), conventional religious senti- 
ments, jocular remarks and repartee (Henry Ward 
Beecher’s doctor asked how high he could raise his 
arm and Beecher replied, “High enough to hit you, 
Doctor.” When A. E. Housman’s doctor told him 
a very naughty story the poet rejoined, "Yes, that's 
a good one, and tomorrow I shall be telling it again 
on the Golden Floor") Ethan Allen was in no 
haste to arrive at that destination. The parson to 
comfort him said, *General Allen, the angels are 
waiting for you!” And Allen: “Waiting, are 
they? Waiting, are they? Well, God damn 'em, 
let'em wait!" The poet Malherbe cut off his con- 
fessor's paltry description of heaven: Don't speak 
of it any more. Your bad style leaves me dis- 
gusted." 

Sun Yat-sen’s last words were, Peace. 
struggle . . save China.” 

It is not inappropriate that the last words of 
James Joyce, whose last book was Finnegans 
Wake, should have been, “Does nobody under- 
stand? 

With an additional half-century of deaths to 
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draw upon, the present volume has a considerable 
advantage over the Marvin collection of 1901. The 
latter however is much more satisfactorily docu- 


mented. 
C. B. F. 


Suicpz AND HoMicmr. Andrew F. Henry and 
James F. Short. (Glencoe, II.: The Free 
Press, 1954. Price: $4.00.) 


The central thesis of this book is that both sui- 
tide and homicide are evidences of aggression in 
the human being and that both vary with the extent 
of frustration, either frustration by internalized con- 
trols or by external controls. This argument is 
supported by various statistical data which indicate 
that, in general, suicide is related to frustrations 
incurred through variations in the state of business, 
rates tending to fall during the rising segment of a 
business cycle and to rise during the falling seg- 
ment. Certain population groups show interesting 
exceptions to the general pattern in timing and give 
rise to speculation concerning the role the female 
American Negro occupies in society as compared 
with the male Negro, as one example. Similar anal- 
yses indicate that homicide rates follow the opposite 
trend from suicide as regards both distribution 
. social groups and relationship to the business 
cycle. 

Appendices summarize the literature conveniently 
under various headings such as theoretic contribu- 
tions regarding suicide, material regarding business 
cycles, and certain correlation techniques. 

The style of the book is miserably pedantic in 
both language and patterns of thinking. Much of 
it is in a scientific gobbledygook that makes it next 
to impossible to get the authors’ meaning without 
several readings. Finally, it appears to this reader 
that all the material presented could have been 
Put into a paper of no great length and that it was 
a mistake to expand its meager content into more 
than 200 pages. 

Paul. V. Lemxau, M. D., 
The Johns Hopkins University, 
School of Hygiene & Public Health. 


Arias or Men. By William H. Sheldon. (New 
York: Harper, 1954. Price: $10.00.) 


The principal purpose of this book is to make 
Available a standard file of somatotype variations in 
1 to lay a foundation for order and structure for 
5 2 study of individual differences. The Atlas con- 

Hid of constitutional data based on a sample of 
18507 men at all ages from 18-65. Sheldon ac- 
marcas that the individual personality defies 
9 an but continues, if we assay to em- 
pus the behavioral and clinical variations to be 
et in this vast field by the mere employ- 
ine uM Statistical abstractions without first array- 
ane data against some such ordering device as 
15 Somatotypic taxonomy offers, we only give 
1 to statistical chaos.” 
^ k of differentiable biological standards has 
2 major obstacle to a comprehensive assess- 


ment of individuality. The resulting confusion has 
been detrimental to the scientific plausibility of 
many clinical and psychosomatic investigations. 
Sheldon formulates the function of a general human 
taxonomy quite convincingly in his criticism of ill- 
defined researches: “Every year thousands of peo- 
ple serve as subjects in research projects of many 
kinds, and countless papers are published reporting 
the research. Often the reports fail to agree. Not 
infrequently they are in direct contradiction of one 
another. A vast industry of research thus tends 
to cancel itself out and to be wasted. Much of the 
waste is traceable to failure to record who the sub- 
jects in the various experiments were, That is to 
say, who they were in terms of a taxonomy that 
would give them identification tags capable of sys- 
tematizing and relating the whole flow of research 
on human beings. The somatotype is intended as 
a kind of identification tag aimed at precisely this 
goal.” 

Sheldon’s approach differs from many previous 
constitutional studies as he breaks away from static 
concepts based on fixed sets of metric proportions 
by including the dimension of time. He defines the 

ic somatotype as a “course or trajectory 
through which a living organism could be expected 
to travel under given circumstances," referring to 
sex, age, nutrition, and pathology. Since this study 
got under way in the early 1940's, valuable observa- 
tions could be gathered to explore the different age 
levels in relation to the various somatotypes. A 
total of 88 somatotypes emerged which seem to 
demonstrate characteristic longitudinal patterns. 

The chapter on the manifestations of the sex 
factor, longevity, the effect of nutrition on the 
somatotype as well as the problems of norms for 
weight, goes to the heart of constitutional concepts 
which have long been controversial because of in- 
sufficient knowledge. With the somatotype as a 
standard frame of reference, Sheldon is in a legiti- 
mate position to formulate highly original and 
provocative opinions on grounds of extensive ex- 
aminations which can be checked, confirmed, or 
questioned by other scientists. The 1,175 sets of 
photographs which make up the Atlas are presented 
with detailed somatotypical definitions, weight 
curves, and impressions of personality and illness 
patterns. The much disputed relationship between 
somatotype and personality structure, the questions 
concerning constitutional dispositions for mental 
diseases, endocrine, cardiovascular and other disor- 
ders, discussed by Sheldon, are of immense in- 
terest to psychiatry and psychosomatic medicine. 
There can be little doubt that experimental analysis 
of the personality alone cannot enable us to gain 

ting insight into etiological complexities. 
Sheldon’s production of an "identification tag" may 
succeed where past investigations failed: in the 
subjected to critical analysis. The wealth of clinical 
data, as presented with the particular somatotypes, 
commands the serious attention of every physician 
and psychologist concerned with the differentiation 
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Constitution series. It is not intended to give final 
‘answers but to introduce a methodological approach. 
Sheldon has a phobia of dull writing. Some readers 
will be annoyed by his irresistible impulse to let go 
with tongue-in-cheek aphorisms, or by his delight 
in poking fun at stuffed shirts. While one may thus 
be tempted to enumerate what appears doubtful, 
oversimplified, and expansive, there is more to be 
gained by recognizing the serious dedication and 
perseverance, the investigational skill, and orienta- 
tional independence which lend Sheldon’s work a 
brilliant note of scientific originality. His contri- 
butions’ may well pave the way toward a clinically 
oriented anthropology. 


F. A. Freywan, M. D., 
Farnhurst, Del. 


Tue Homosexuats. As Seen by Themselves and 
Thirty Authorities. Edited by 4. M. Krich. 
of York: The Citadel Press, 1954. Price: 

4.00.) 


This volume is essentially a symposium on homo- 
sexuality; and rather a useful one. It consists of a 
series of autobiographical sketches, case reports, 
and papers from the existing literature dealing with 
almost all phases of this still perplexing subject. 
The earliest paper (and, incidentally, one of the 
best) is, “The Nosology of Male Homosexuality,” 
delivered by Ferenczi in 1911. The most recent 
and certainly one of the more controversial, is 
the paper on “Transvestism: Hormonal, Psychiatric 
and Surgical Treatment,’ written by a group of 
Danish investigators in 1953. These 2 selections 
give a fair idea of the wide range of this collection, 
both as to time and as to approach. 

For greater convenience the book is divided in 2 
parts. Part One, “As Seen by Themselves,” consists 
of 21 sketches, diaries, notes, glossaries, etc., written 
by male and female homosexuals. Most of the 
contributors remain, for obvious reason, anonymous. 
Their writings have been previously published by 
various workers in the field. This section is 
particularly uneven in quality, varying from the 
tediously repetitious to the starkly sensational. 
Nonetheless, it serves a useful purpose by supplying 
the psychiatrist with authentic case material and a 
fairly complete glossary of homosexual terms. 

Part Two, “Cause and Cure,” is subdivided into 
3 sections. The first, called, “The Psychobiological 
Approach,” includes a historically important paper 
by Magnus Hirschfeld on, “The Homosexual as an 
Intersex.” This is a characteristically dogmatic 
statement of the constitutional point of view which 
held forth in European psychiatry for many years. 
An excellent study by Benjamin Glover on “Homo- 
sexuality Among University Students,” is a good 
example of the modern approach in psychiatric 
research. The second section entitled, “The Psycho- 
analytic Approach,” contains contributions from 
the classical orthodox analysts (Ferenczi), the 
contemporary analysts (Bergler), and analysts of 
the interpersonal school (Clara Thompson). The 
papers in this section represent an unusually happy 

choice. The third section, “Types of Treatment,” 
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begins with Freud’s classical study, “A Case of 
Homosexuality ina Woman.” The successful treat- 
ment of “A Case of Male Homosexuality,” by 
Moshe Wulff, concludes the series. This is one 
of the few cases of homosexuality successfully cured 
by psychotherapy that has been reported in the 
literature. 

This symposium, like most symposia culled from 
the existing literature, suffers from being spotty 
in quality. Among the psychiatric contributions, 
one finds the great, the near-great, and the not-so- 
great reflecting almost all shades of psychiatric 
and psychoanalytic opinion. Some authors have 
more than one paper in the collection, whereas other 
well-known writers in the field such as Karpman 
are not represented at all. Contributions from 
psychologists, gynecologists, urologists, endocrinolo- 
gists, and surgeons round out the book. Con- 
spicuously absent in this imposing array are any 
papers by sociologists or cultural anthropologists. 

For some obscure reason, the editor has chosen 
to omit printing data concerning the author, source, 
and date of publication together with each contri- 
bution. Only by painstaking search through the 
“Acknowledgments” in the front and the “Notes 
on the Contributors” in the back, can one find such 
information. This inconvenience is inexcusable in 
any compilation which may be used for reference. 

The book would have been more complete by 
the inclusion of some studies by sociologists, pe- 
nologists, and cultural anthropologists. A general 
endrocrinological evaluation of the whole problem 
of homosexuality (rather than transvestism alone) 
would have been welcome. Finally, it would have 
been most helpful if the editor had included a few 
more cases of homosexuality cured by psycho- 
therapy. Psychiatrists recommending psychotherapy 
for homosexuals who have run afoul the law are 
frequently asked by judges for statistics and case 
reports on the outlook for recovery. Glover’s paper. 
on his experience with university students is not 
very encouraging. The single case of male homo- 
sexuality cured by psychoanalysis as reported by 
Wulff is hardly enough to convince a hard-bitten 
judge. 

Despite these defects, Mr. Krich has done psy- 
chiatry a real service by placing within one volume 
a rich selection of classical and modern references 
to the problem of homosexuality. It can be safely 
recommended as a source book for psychiatrists and 
students in allied fields. It is hoped that the appear- 
ance of this compilation will inspire some worker 
in the field to bring out a truly comprehensive 
work with a multidisciplinary approach written by 
contemporary investigators. This would fill a great 
need. 


ZicMonp M. Lesensonn, M.D. : 
Washington, D.C. 


PsYCHOSURGERY AND THE SELF. By Mary Frances 
Robinson and Walter Freeman. (New York: 
Grune & Stratton, 1954. Price: $3.00.) 


The techniques of psychosurgery as a form of 
treatment for severe mental disorders are so neW 
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that many physicians who have questions in their 
own minds about these techniques will welcome 
this concise little book. In only 105 pages, Dr. 
Walter Freeman, who with Dr. James W. Watts, 
first introduced this technique in this hemisphere, 
puts down what they have learned in their careful 
reassessment of results obtained from a study 
carried out in 1947-48. Like all valuable treatments, 
news of these procedures has spread so widely and 
so rapidly that the time has come for the originators 
to reappraise their findings and this they have done 
precisely in this book. 
The object of the authors is to tell what they 
know about the subject; they have done this in brief 
compass and without embroidery. In fact this 
almost summarizes all work done to date on the 
subject of surgery of the brain for the treatment 
of mental disorders and what they have not con- 
densed into this volume can be found in the 179 
references listed. 
a Trephining is an operation as old as man, if one 
judges by the appearance of some ancient skulls in 
museums, but here is truly something “new under 
the sun.” Many psychiatrists who are objective and 
open-minded on this subject now realize that a 
few minutes of surgery may actually relieve an 
individual of a mental disorder, of many years’ 
duration, that has proved obdurate to all other 
treatment, including psychotherapy, which all psy- 
chiatrists recognize as the basis of all treatment 
for mental disorders. This book deals particularly 
with the changes produced in persons who have 
undergone this operation. 
First, the authors review early studies, then Dr. 
Freeman describes prefrontal lobotomy in its 3 
main aspects, minimal, standard, and radical. His 
description of these 3 stages is classical and should 
be understood by every physician who may have 
questions on this subject. 
Most interesting is Part 3, which gives “glimpses” 
(Dr. Freeman is too modest—they are more than 
glimpses”) of postlobotomy personalities. Starting 
with the very worst effects of the operation, which 
are known as “the post lobotomy syndrome,” he 
gives a series of postsurgical pictures and describes 
the characteristics of the convalescence. The post- 
convalescent personality is admirably delineated in 
10 pages, followed by a summary well worth 
few minutes it will take a psychiatrist to read it. 
Dr. Freeman and Dr. Robinson give a ca! 
11 of experimental and controlled data in 

hapter 4, which is interesting from the intellectual 
1 7 as the clinical point of view. Particularly 
normative are their descriptions of general ex- 
1 1 5 in this field and their special studies, 
i form Chapters 5 and 6. The conclusions and 
1 remarks have to be read in the light of 
6 text in order to be appreciated, While the 
Ao d of the book is devoted to statistical tables 
Es ints for other investigators that have been 

Ai z considered and expressed. 
ipis x all, this monograph presents a considered 
1 5 s icious account of a treatment method that 
8 nce considered to be the last resort” for what 

€ had called “hopeless cases.” Now it seems 
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to be moving up to a status of greater therapeutic 
prestige and now, more than ever before, psycho- 
surgery appears ready to take its place in the 
armamentarium of medicine and surgery alongside 
electric shock and insulin treatment. 

In Greater Boston the results in a large series 
of cases reported so ably by Greenblatt and 
Solomon, covering the last 11 years, are increas- 
ingly well known. Whereas in the beginning most 
psychiatrists were dubious, if not actively concerned 
about possible benefits from this method and its 
radical features, some are now admitting that the 
benefits reported may outweigh the immeasurable 
psychic suffering patients would have undergone 
without this operation. Those who read this book 
by Dr. Freeman and Dr. Robinson may come to a 
similar conclusion because the authors do not over- 
state their cases and do not come to any exag- 
gerated or unwarranted conclusions. The worst 
that can come of the operation is the so-called 
“lobotomy syndrome,” consisting of tactlessness, 
boisterousness, and irresponsibility, but it is well 
known that many individuals show those char- 
acteristics without having ever gone under the 
knife. It is now clearly demonstrated that there is 
no impairment of the intelligence following pre- 
frontal lobotomy. It is also accepted that there may 
be some moderation in “creative functions” or a 
loss of planning ability with modifications in the 
function of attention, as minor disadvantages. The 
greater advantages achieved jn some cases (re- 
duction or removal of hallucinations, delusions and 
agitated symptoms) warrant the continuance of 
this procedure until a final and definite conclusion 
as to its objective value can be formed and accepted 
by the medical profession. This monograph takes 
the reader a long way toward that goal and the 
books ends with some fascinating and provocative 
jdeas which in all probability will engage the atten- 
tion of brain surgeons, psychiatrists, psychologists, 
and students of brain anatomy for years to come. 

This book clearly shows that the operation of 
lobotomy or leucotomy does not as some uncritical 
persons haye claimed "make morons out of maniacs" 
nor does it “reduce a man to a vegetable" as some 
unfriendly observers have quipped. Well worth 
remembering is the following answer given by a 
thoughtful man when someone complained about 
the operation as tampering with the human soul. 
This man said: If the human soul can survive 
the catastrophe of death, it should not be at all 
bothered over the snipping of a few tracts in the 
front part of the brain,” particularly, it might be 
added, when this operation has been found to relieve 
some of the most distressing symptoms known to 
mankind, 

Merritt Moore, 
Boston, Mass. 


SOLITUDE AND PRIVACY. A Study of Social Isolation, 
its Causes and Therapy. By Paul Halmos, 
Ph.D. (New York: Philosophical Library, 
1953. Price: $4.75.) 

This closely reasoned study was prepared as a 
doctoral dissertation at the University of London. 


ANN. 
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The author is a social psychologist who addresses 
himself to a whole set of related issues in social 
psychiatry. It is a work of impressive scholarship 
and scope, ranging from metapsychological con- 
siderations to empirical research and thence to 
recommendations for reform and social therapy. 

Halmos approaches the problem of human life 
with the assumption that man’s social belonging 
and his solitariness are central issues and not merely 
derivative symptoms. “Man’s salvation lies in the 
transcendence of his loneliness.” From the earliest 
period of life each of us seeks identification with 
the species, a phyletic union or reunion. “It is a 
protest of an infantile, hesitating individuality 
against having been cast out into the world of 
separative existences and made to bear the supreme 
burden of oneness, or apartness.“ 

An attempt is made to suggest the dim outlines 
of a history of “desocialisation,” choral dancing 
and alcohol consumption serving as case studies. 
These chapters are interesting but hardly conclusive. 
It is pointed out that, in the earliest societies, human 
beings were related to one another in an intimate, 
absolute integration. Later, with the beginnings of 
institutional specialization, man no longer engaged 
in choral dancing as a group performance in which 
all participated. In the nineteenth and twentieth 
centuries industrialization caused the decline of 
alcohol consumption, the author citing figures for 
the United Kingdom. “If a desocialised culture, say, 
of eighteenth-century Britain, maintains an in- 
tensive bio-social life with the aid and stimulation 
of drink, and if later the culture of that community 
eliminates this aid and stimulus without introducing 
a cultural equivalent of alcohol, then an unprece- 
dented and inevitable breakdown in bio-social par- 
ticipation is the outcome.” He probably has a good 
point here, the puritanical-minded to the contrary 
notwithstanding. 

The author conducted an investigation into re- 
lationships between isolation and anxiety among 
college students, finding that their own ratings of 
sociability were correlated negatively with degree 
of anxiety. One would expect correlations to be 
even more marked with somewhat older persons. 
Neurotic tendencies are latent in many young people 
who do not begin to recognize tendencies to isola- 
tion until faced with the demands of full adulthood. 

The casual analysis is social-cultural and the 
chapters on amelioration are developed within the 
same framework, Particular attention is given to 
“community therapy” along recreational lines. He 
advocates research with group-psychotherapeutical 
and psychodramatic methods in community centers, 
settlements and clubs. Such community therapy 
might advance mental prophylaxis at a rapid pace 
and the resocialization of isolates. 

There is plenty of merit in these remedial sug- 
gestions but they can be worked up into a practical 
program only as the public is educated to mental- 
health needs and the feasibility of remedies. Soci- 
ologists and sociological-minded psychiatrists can 
help the cause by reiterated emphasis upon the 
community approach to mental health. Today many 
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people still think of therapy exclusively as a clinical 

process involving one psychiatrist and one patient. 

Books like this one, however, give us good reason 

to believe that such individualistic preconceptions 

will become less common as social psychiatry comes 
of age. 

Ciaupe C. Bowman, PR. D., 

Department of Sociology, 
Temple University. 


L'ENFANT ET Les RELATIONS FAMILIALES. By Mau- 
rice Porot. (Paris: Presses Universitaires de 
France, 1954. Price: 500 francs.) 


This is the fourteenth volume of a series called 
Paideia, which is presented as a bibliothique pratique 
de psychologie et de psychopathologie de l'enfant 
and edited by Georges Heuyer, the French pioneer 
in the field of child psychiatry. Like most of its 
predecessors, it takes up a specific topic and offers 
a reasonably detailed and exceptionally well-organ- 
ized summary of our present-day knowledge of the 
importance of interpersonal relationships within 
the family as they affect a child's emotional de- 
velopment. 

The author is fully acquainted with the significant 
contributions in this area; he draws especially on 
French, British, and American literature though 
one finds in the 135 bibliographic items also refer- 
ences to German, Dutch, and Scandinavian authors. 
As the editor of a Dictionary of Psychiatry (1952), 
he has obviously acquired a broad orientation which 
he puts to good use in his discussion of the impact 
of family attitudes. He espouses no particular 
doctrine and, in the introduction, declares emphati- 
cally that, at the risk of being accused of super- 
ficiality, he has abstained equally from "exclusive 
dogmatism” and from “more or less vague 
syncretism.” 

The 6 sections of the book deal in a lucid style 
with (1) the family constellation as a source of 
security and solidarity, with attention to the features 
and results of family disruption, (2) the role of 
the mother and its pathogenic deviation, (3) the 
role of the father, both wholesome and detrimental, 
(4) the functions of grandparents and in-laws, (5) 
sibling rivalry, and (6) the methods (direct, psy- 
choanalytic, projective) of exploring family rela- 
tionships. Specific family structures, such as those 
created by adoption, divorce, widowhood, and foster 
home placement, are given due consideration. 

The author takes nothing for granted. He ex- 
amines existing theories most carefully and studies 
pros and cons on the basis of clearly established 
clinical facts. Shying away from premature gen- 
eralizations, he has the courage to point out (on 
page 96) that not all children are the inevitable 
victims of family dissociation or lack of mothering 

This is a book full of meat and good sense, 
calmly critical of cliché thinking and of unfounded 
claims, well documented, and always with an eye 
on practical psychology and psychopathology. A 
translation into English would be highly we 
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A current joke has it that neurotics build 
‘castles in the air, psychotics live in them, 
and psychiatrists charge them both rent. In 
like vein, I suppose I should add, the bi- 
ologist tries to supply pilings down to earth. 
This is implied also by the metaphor of my 
title, for roots notoriously get down to and 
into the earth. They are less lovely, perhaps 
even less immediately useful, than the flowers 
and fruits, but they seem a fairly essential 
condition for the latter. The roots and fruits 
of psychiatry differ from one another as 
sharply as do those of plants, and the reasons 
for this will be worth our brief attention. 
The biological roots penetrate from the 
individual, through the organ, to the cell or 
even the subcellular level. At such “kitchen” 
levels of the living the turnover of substance 
and energy is the dominating concern and 
the primary drives are for an adequate con- 
tinuing supply of these for the metabolic 
turnover essential to dynamic, open-ended, 
equilibrium systems. The fruits, on the con- 
trary, while also starting at the individual, 
expand to the levels of group and society. 
Here communication and meaning dominate, 
rather than matter and energy, and the sec- 
ondary drives become more important—those 
favoring group existence and involving inter- 
personal relations. 
Interpersonal behavior is but a small sector 
of the entire range of animate behavior but, 
like the single octave of visible light in the 
entire electromagnetic spectrum, it has a 
unique importance to social man. It there- 
fore deserves the intense scrutiny it is now 
receiving, it well merits examination under 
the oil-immersion lens. Biology supplies an 
arm and fingers, a skeleton and muscles, and 
à reflex and "voluntary" control of move- 
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ment; but it cannot yet account for the indi- 
vidual characteristics of each person’s hand- 
writing. Biology can pretty well characterize 
the violin but is only on the edge of under- 
standing why one plays sweetly, another not. 
The biologist is happy to recognize that two 
men or two violins are more like each other 
than like anything else in the world ; psychi- 
atric practice takes the violin for granted 
and is concerned with the sour notes that 
come from certain ones. Biological science 
seems to deal with the Cheshire cat; mental 
science, with its smile. But psychiatry, per- 
haps somewhat in contrast to psychology, 
is firmly based on its biological and medical 
origins. In this epoch of rapid transition, 
psychiatry is indeed unhappily schizophrenic, 
rooted in biological science and the body, and 
fruiting in social science and the nuances of 
human interaction. Like the mother church, 
in the speaker's eulogy, “There she stands; 
one foot firmly planted on the ground, the 
other raised to heaven.” 

Meaning and information, in turn, imply 
a knower and a user and, thus, a purpose. It 
is no accident that teleological explanations 
come so easily in this area and that non- 
material causes are so readily accepted. It is 
simple to grasp the significance of a sterile 
wife dreaming of babies or of a thirsting 
desert wanderer hallucinating oases. More, 
it is possible to see a purpose or function, 
at least in the second instance; the need of 
water somehow increases restlessness to seek 
and focusses attention and perception on the 
object sought. The trick is in the word 
“somehow.” To understand the reason for 
or object of an act or experience is not yet 
to understand it adequately ; a mechanism 
must also be revealed. Only when the action 
of an increased plasma osmotic pressure on 
the appropriate specialized neurones in the 
hypothalamus is laid bare, and dozens of 
additional mechanisms, does understanding 
approach the level of mastery and control. 
“Mechanism adds utility to truth”; we still 
have to discover the osmoreceptors of hal- 
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lucinations and the chemoreceptors of 
dreams! 

Incidentally, the problems of stress, in its 
most general use, and of psychosomatic dis- 
turbances and the organ neuroses in par- 
ticular, bear an inverse relation to mental 
disease in that they tend to root in the social 
sphere, with faulty interpersonal relations, 
and to fruit in the biological sphere, with 
disturbed bodily or organ function. It is 
also worth comment that psychiatry, as com- 
pared with neurology, for example, is dy- 
namic and vague, as is perhaps physiology 
as compared with anatomy. From physiology 
(Physiologoi, which included all who sought 
knowledge of nature) were born succes- 
sively; anatomy, asking “where,” and con- 
cerned with the spatial relations of living 
things (the space or centimeter or ¢ dimen- 
sion) ; biochemistry, asking “what,” and con- 
cerned with the materials of living things 
(the matter or gram or g dimension) ; and, 
in birth, biophysics, asking “when” and con- 
cerned perhaps equally specially with change 
and action (the time or ¢ dimension). But 
the relatively amorphous and holistic physi- 
ology, asking “why” and “how,” remains un- 
diminished; it will yet be fertilized by many 
seeds from the unknown, and give birth to 
many daughters, as yet unenvisioned. Per- 
haps psychiatry is cast in a comparable role. 

We all agree today that brain and mind 
are related; that, contrary to Alice's experi- 
ence in Wonderland, the grin cannot remain 
after the cat is gone. But the implications 
of this are often overlooked. A vital force 
does not move a molecule and an emotion 
does not discharge a neurone. When experi- 
ence leaves an enduring trace, it must be 
some sort of material imprint; and, so to 
speak, there can be no twisted thought with- 
out a twisted molecule. Perhaps the simplest 
generalization to keep in mind is that all be- 
havior in the external world, as well as all 
awareness of it, depends explicitly on the 
discharges of neurones, Certain neurones 
are fired by a given sensory input, these acti- 
vate others, and still others, and in time 
certain final neurones activate particular 
muscles to contract or glands to secrete, 
Clearly, the properties of the neural units 
and of their relations are crucial to all normal 
and disturbed behavior. 


MENTAL DISEASE 


In fact, the simple recognition of a dichot- 
omy between unit and pattern at once sheds 
considerable light on mental disease. For a 
disturbance in the unit is likely to be quite a 
different affair from a disturbance in the 
pattern. Let me exemplify the point with 
recent illumination on muscular dystrophy. 
This disease has been regarded by many as 
due to a deficiency, comparable to the muscle 
pathology produced by lack of vitamin E, 
or to some endocrine error, or to some other 
unfavorable condition in the organism; and 
the importance of an hereditary factor has 
also been much debated. It proved not too 
difficult for workers in my laboratory to 
prepare tissue cultures of muscle from 
normal men and from dystrophy patients. 
Although both kinds of culture were main- 
tained for months, in identical media, and 
with repeated transfers, the dystrophy muscle 
continued throughout to exhibit character- 
istic abnormalities in size, striation, nuclear 
position and division, etc. Such findings are 
direct evidence of a difference in the unit 
itself, whether or not additional organismic 
disturbances are involved. Moreover, it 
makes an hereditary defect highly probable, 
although not entirely excluding the possibility 
of an irreversible change in the cells, pro- 
duced, after they were formed, by some 
abnormal experience. 

Another example of close relevance would 
be a blindness due to damage to the visual 
units, as when the retinal receptors actually 
degenerate under sufficiently severe and 
maintained vitamin A lack, contrasted with 
damage to the normal connections in the 
optic system (more accurately their failure 
to develop), as when chimpanzees raised in 
total darkness cannot later in life recover 
usable vision. Again, the degeneration of 
anterior horn cells in polio constitutes a 
lesion at the unit level, but the comparable 
muscle weakness or paralysis which appears 
in cases of periodic family palsy, and results 
from a block of junctional transmission by 
abnormal potassium content of the blood, 
is equally clearly a disturbance in the con- 
nections. It is perhaps worthy of note, also, 
in the periodic disease that it is an hereditary 
defect, even though the malfunction of the 
neuromuscular system is a secondary one 
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and consequent to disturbances elsewhere in 
the organism. 

Such considerations may help point up, if 
not resolve, the differing claims regarding 
schizophrenia. If a characteristic abnormality 
is regularly demonstrable in cells of schizo- 
phrenics, as for the carbohydrate metabolism 
of erythrocytes examined in vitro (reported 
to this Association last year by Doctors 
Boszormenyi-Nagy and Gerty, from the 
Illinois Neuropsychiatric Institute), a bio- 
chemical or metabolic lesion at the unit or 
cellular level is practically certain. This again 
implies strongly an hereditary defect, in this 
case well supported by the familiar genetic 
studies on twins and probands, but it by no 
means excludes additional factors, organismic 
or environmental, which contribute to the 
manifest symptoms. It is indeed possible, 
as has often been suggested, that there is 
a disturbance between cortical and hypo- 
thalamic or other primitive segmental struc- 
tures; but this cannot be the “full” explana- 
tion. I have personally speculated on the 
possibility of a disbalance between the spe- 
cific and nonspecific systems from the more 
ancient nerve groups that act on the cortex. 
The specific thalamic system is concerned 
with the content of consciousness, the non- 
specific one with the degree of attention and 
of affect associated with consciousness. The 
dissociation of emotion from experience is 
perhaps the most characteristic sign of schizo- 
phrenia; moreover, it is striking that leu- 
cotomy also removes emotion from experi- 
ence—as for example when eliminating the 
suffering associated with pain while leaving 
the direct pain perception unaltered. 

In general, there is a sort of pyramid from 
etiology to symptom. Many different eti- 
ologies may initiate the same train of patho- 
genic events; many different pathogenic se- 
quences may produce a single pathology; 
and many different pathologies may still lead 
to a single symptom. Thus blindness, as an 
example, can result from destruction of any 
Portion of the optic system, from retina to 
Cortex; destruction at the chiasm, say, can 
{ollow trauma, tumor, infection, etc.; an in- 

ection and abscess, as the pathogenic 
process, can result from infection by one of 
en organisms, as a direct. etiologic agent, 
P ed by defective host resistance, and like 
actors. Can it be doubted that mental dis- 


ease, also, presents symptoms and even syn- 
dromes which may. subsume multiple noso- 
logic entities and which are almost certainly 
based on multiple chains of abnormalities? 
Nonetheless, the present evidence seems to 
me fo speak strongly for heavy weighting 
of an inherited biochemical aberration as a 
dominant factor in the causation of schizo- 
phrenia. Indeed, it deserves thought that the 
psychoses—notably schizophrenia and cyclo- 
thymia—may be primarily disturbances of 
the units of the nervous system, biochemical 
in nature and genetically carried; while the 
neuroses may be primarily disturbances in 
the patterns of function and interconnections 
of the neurone units, weighted on the physio- 
logical rather than the chemical, and result- 
ing more from unfortunate relations of the 
individual to his environment than to his 
ancestors. Whether or not this sharp dichot- 
omy is valid for all neuroses, it seems prob- 
able for the stress, anxiety and psychosomatic 
disturbances. 


NEURAL UNITS 


It is time now to turn explicitly to modern 
neurophysiological knowledge, concerning 
frst the units of neural function and then 
their patterns. The units, the individual 
neurones, can vary from one to another or 
from time to time in: their thresholds of 
excitation, the related membrane potential 
level, the number and timing of their dis- 
charges, and the character of their metabo- 
lism. These attributes of a given cell are, in 
turn, normally controlled: by impulses 
arising from other regions; by fields sur- 
rounding them—both electrical and chemical 
— which result from changes in the blood 
supply or composition or directly from 
altered activity of other cellular units in their 
immediate neighborhood ; and, as fairly basic 
to the electrical and physiological shifts, by 
their own metabolic activity. Since I have 
discussed most of these points elsewhere, 
so far as their necessary relations are con- 
cerned, I should like now only to mention a 
few new observations from my laboratory 
bearing on the metabolism of neurones. This 
is the more pertinent in view of the opinion 
expressed above, that the psychoses are pre- 
dominantly associated with disturbances in 
neurone metabolism. Many of my colleagues 
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have been responsible for these researches; 
I shall not name most of them, but must 
mention at least Drs. Abood, Geiger, and 
Sigg. (Our thanks are also due to the ONR, 
the USPH Institutes of Neurology and 
Blindness and of Mental Health, the Army 
SGO, the Illinois Department of Public Wel- 
fare, the Muscular Dystrophy Association 
and other agencies whose support has made 
these studies possible.) 

It has long been generally accepted that 
glucose is the unique and even sole substrate 
for the central nervous system. Although 
this was early shown not to hold for periph- 
eral nerve, and although various simpler 
substrates, as glutamate, were shown to be 
metabolizable by brain slices or brei, the R.Q. 
of practically 1.0 and the extreme malfunc- 
tion with hypoglycaemia kept glucose in the 
fore of our thinking. It has now proved 
possible, using the perfused cat brain, left in 
physiological connection with desired parts 
of the organism but supplied exclusively by 
known nutrients, to demonstrate the mainte- 
nance of essentially normal function for hours 
in the complete absence of glucose. Since the 
fluid entering and leaving the brain was ana- 
lyzed, as well as appropriate samples from 
the brain itself, it can be stated positively 
that no carbohydrate is utilized under these 
conditions. Further, when the cortex is ex- 
cited by stimulation of the brachial plexus 
there is a considerable increase in the non- 
protein nitrogen of the effluent and an even 
larger, and fully reversible, decrease in the 
nitrogenous groups of the brain lipoproteins 
and nucleoproteins. Convulsive brain ac- 
tivity, induced by metrazole or electrical 
stimulation, is associated with a large in- 
crease of oxygen consumption but, even when 
adequate glucose is available in the perfusion 
fluid, the corresponding increase in glucose 
uptake occurs after the increased oxygen use 
is past and, moreover, it can be accounted 
for entirely in terms of lactic acid output. 
Indeed, it is even possible under appropriate 
conditions, such as curarization, to obtain 
perfectly characteristic convulsive discharges 
from the perfused brain with no increase 
in oxygen utilization. 

Perhaps even more surprising, according 
to contemporary views, is the finding that 
activity is associated with a decreased for- 


mation of energy-rich phosphates; a de- 
crease which might entirely account for the 
fall in creatin phosphate and ATP even if 
there were no increased breakdown. This 
decreased formation has been demonstrated 
with the aid of tracer phosphate—in rat 
brains convulsed with metrazole in vivo, in 
frog muscle subject to polarizing or stimu- 
lating currents, with or without actual con- 
traction, and in peripheral nerve tetanized 
in the usual way. Since a decrease in these 
compounds resulting from slowed produc- 
tion, rather than from hastened destruction, 
would not be associated with increased 
energy output, these findings—along with 
several others already reported—suggest that 
the energy-rich phosphates may have some 
other function than as an energy source for 
action. In muscle, they are clearly related 
to the magnitude of the membrane potential 
and this, in turn, to the threshold for excita- 
tion; and similar relations almost certainly 
obtain for nerve fibers and neurones. 

The level of ATP and CrP might thus 
be associated with the irritability of the brain 
rather than with its actual response; with 
communication rather than energy. In accord 
with such considerations, we have found that 
the content of energy-rich phosphates in the 
brain of audiogenic mice is definitely below 
normal during just that period of the life 
span, around thirty days after birth, when 
the animals are susceptible to sound-induced 
convulsions. Since the lowered organic phos- 
phates are found in the brains of animals 
sensitive to convulsions—as identified by the 
pure breeding genetic stock—but which have 
not in fact been convulsed, the low level 
could not be a consequence of convulsive 
activity but must be antecedent to it. 

Comparable findings have been made on 
the isolated mitochondria of brain, which 
also decrease their phosphorylation, while 
increasing their oxygen consumption, under 
the influence of exciting electrical pulses. 
These changes, characteristic of normal 
physiological responses, are in turn related 
to the presence of sulfhydryl groups and to 
a shift in potassium ion between the inside 
of the particulate and the surrounding 
medium. In fact, the failure of liver or 
kidney mitochondria to show this metabolic 
response to excitation may well be associated 
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with the different potassium content or tatio 
of these organelles. That the particulates 
in neurones may indeed normally participate 
in the excitation and recovery processes is 
further shown by the finding that the micro- 
somes of cortex neurones disappear re- 
versibly when stimulated, in the perfused 
brain given drug convulsions or in tissue cul- 
ture subjected to electric currents. 

With the incompleteness’ of our knowl- 
edge of neurochemistry and of the metabolic 
concomitants of normal activity, as exempli- 
fied by such recent findings, it is not surpris- 
ing that whatever changes may be present 
in particular psychoses have not been previ- 
ously firmly established. It also seems reason- 
able, with the rapid increases in interest in 
and knowledge of neurochemistry, to expect 
that major advances in this direction are 
imminent. 


NEURAL PATTERNS 


Turning now from the units to the pat- 
terns, attention also shifts focus from neuro- 
chemistry to electrophysiology. In this 
domain are: the properties of synaptic con- 
nections, the structure and reverberating 
Characters of nerve nets and loops ; the shape; 
intensity, and spread of electric and of 
chemical fields and the associated synchroni- 
zation of electrical rhythms and discharges. 
Under the influence of the modern theoretical 
and engineering considerations that have be- 
come known under the term “cybernetics,” 
much attention has been given to the con- 
tinuous or discontinuous character of the 
interactions in the nervous system ; and per- 
haps this is as useful a way as any to open. 
the discussion of patterns. 

The nerve impulse itself is atomic or dis- 
continuous par excellence. It behaves in 
characteristic all-or-none fashion; the im- 
pulse, if it occurs at all, is the “all” or maxi- 
mum of which the nerve fiber is capable at 
the time. This behavior, in turn, is a neces- 
Sary consequence of the high factor of safety 
i the nerve fiber. The eddy current which 
side from an active region, and constitutes 
F e stimulus for a new region to be activated, 
ely some eight times greater than 
at eshold of the inactive region. If the 
papal stimulus, then, exceeds some critical 

ensity and fires one part of the nerve, the 
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stimulus generated there is far more than 
enough to propagate excitation to other 
regions. Even considerable changes in the 
size of the action potential or in the thresh- 
old of the fiber are thus swamped out by the 
overpowering drive. 

In contrast, most synapses show a low 
factor of safety; in fact a factor less than 
one. With few exceptions, a single impulse 
reaching a synapse does not suffice to fire the 
post-synaptic neurone ; only when several im- 
pulses have managed to sum their effects, 
spatially or temporally, does a message carry 
through and the post-synaptic neurone fire. 
Synaptic action is thus continuous or ana- 
logical, rather than discontinuous or digital 
as has often been assumed; and graded 
effects, rather than trigger or threshold ones, 
operate there. The same is true for electrical 
or chemical fields in the brain; these are by 
nature continuous and graded and can shift 
smoothly in intensity or position. In fact, 
even nerve nets, with multiple neurones and 
myriad connections, although discontinuous 
in the impulses shooting about them, are 
in effect continuous in their operation because 
of the statistical averaging over large num- 
bers of individual units. 

Messages thus enter, leave, or rattle 
around in the nervous system as discrete 
signals, yet the interactions within the nerv- 
ous system—which determine the patterns 
of activity—are mostly continuous, in actu- 
ality or in effect. It is no accident that 
modern information theory, concerned with 
factual bits of yes-no alternatives, and prob- 
ability theory, concerned with continuities of 
expectation, both find increasing application 
in unravelling the tangled patterns of neural- 
interaction ; nor is it surprising that the two- 
valued Aristotelian logic is yielding to its 
more permissive multi-valued modern deriva- 
tive in rendering assistance. These consider- 
ations, moreover, are not remote from the 
immediate future of psychiatry. I am satis- 
fed that the greatest barrier to rapid ad- 
vance in psychiatric research today is the 
continuous and anecdotal character of the de- 
scriptive material on which psychiatric in- 
sights and generalizations are almost ex- 
clusively based. When more useful categories 
have been recognized and at least ordinal 
scales established; when it is possible to 
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group the phenomena into classes and cate- 
gories in a meaningful manner, rapid prog- 
ress is certain to follow. This is really the 
familiar problem of nosology in disease or 
typology in individuals or populations. But 
this implies just the kind of interplay be- 
tween continuous and discontinuous that has 
been under discussion. When the input to 
our biological calculators has been effectively 
coded, the rules of operation already built 
into these nervous systems will suffice to 
grind out important answers in the mental 
area, as they have already in the physical 
and biological ones. 

Electrical and chemical fields can strongly 
influence the interaction of neurones. This 
has been amply expounded in the case of the 
electrical fields. Changes in DC potentials 
have been shown to start, stop, or modify 
brain rhythms ; and changes in the potentials 
have been seen to accompany changes in 
activity evoked in other ways, for example 
the diphasic DC shift accompanying cortical 
depression waves. The influence of potential 
fields and the resulting local currents in 
bringing about neurone synchronization is 
also well known, and I have suggested a 
hypersynchronization of beating neurones as 
a neural mechanism underlying causalgia, 
motion sickness, and neurosis. It will, there- 
fore, be more profitable now to direct atten- 
tion rather to specific chemical effects and 
to the influence of one molar brain region 
upon another, by whatever mechanism. Of 
especial interest in recent years have been 
the hypothalamic and medullary reticular 
formation, the interlaminar nuclei in the 
diencephalon, and other particular structures 
at the upper end of the old segmental brain 
stem; and the influence of these upon cere- 
bral activity is obviously of primary concern 
to psychiatry. 


SYMPATHIN AND CONSCIOUSNESS 


Not only can stimulation of these deeper 
structures lead to increased or decreased 
electrical and functional activity of the brain 
and cord; we have recently found a small 
region, near the mammillary bodies, stimu- 
lation of which can double the oxygen con- 
sumption of the cerebrum. This increased 
metabolism, moreover, may outlast the period 
of stimulation by many minutes—a point to 


be considered shortly in connection with the 
action of epinephrine. Indeed, the specific 
chemical and metabolic properties of these 
“autonomic” centers almost ensure a rather 
special functional role. Thus, the reticular 
formation is particularly sensitive to nar- 
cotics ; mescaline and like agents are reported 
to cause spiking in the hypothalamus; most 
autonomic centers are highly resistant to 
low oxygen and carbohydrate and to high 
carbon dioxide ; these diencephalic structures 
are rich in sympathins; and, as we have 
recently found, both bulbocapnine and chlor- 
promazine inhibit phosphorylations specifi- 
cally in the basal ganglia-thalamus region of 
the brain, while affecting that of cortex little 
or none. Moreover, adrenalectomy in rats 
leads to an increased ratio of creatine phos- 
phate to inorganic phosphate in these basal 
structures only, and large epinephrine doses 
inhibit phosphorylation in this same region. 

Many workers are now relating the level 
of activity of these deep structures—exactly 
which is far from agreed upon—to the level 
of normal awareness, from sleep to alertness, 
and associate their overactivity with dis- 
turbed mentation. The psychosomimetic ac- 
tion of mescaline, lysergic diethylamide, amy- 
tal, and some adrenalin derivatives has been 
seen as a paradigm, if not as the actual mech- 
anism, of the pathogenesis in schizophrenia. 
A faulty epinephrine metabolism has been 
specifically suggested, and  schizophrenic 
blood reported to contain a different adrena- 
lin than normal, perhaps adrenoxime, and 
to be able to degrade injected epinephrine 
only abnormally slowly. Whatever the dis- 
turbances may be in psychoses, it is of some 
interest to reexamine the significance for 
normal behavior of epinephrine action on the 
central nervous system. 5 

Most behavior is unconscious. Why is 
consciousness attached to or concomitant 
with certain acts and experiences? It is cer- 
tainly true that awareness is most acute in 
association with disturbing events and is 
most in abeyance when the surface of exist- 
ence runs smooth and placid. Extensive and 
splendid mechanisms have evolved to meet, 
adaptively and automatically, the usual situa- 
tions encountered in the life of an organism; 
it is only when such adaptive behavior fails 
that innovative or creative behavior, and the 
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attendant consciousness, are called into ac- 
tion. In neurological terms, if the automatic 
response fails to remove the disturbing 
stimulus, if the simple negative feedback 
mechanism fails, then impulses will continue 
to arrive at particular neurone groups in 
greater numbers than normal. Some kind 
of summation is highly probable—the mecha- 
nisms for this, at least at synapses, arereason- 
ably well understood—and impulses will now 
irradiate to additional neurone groups be- 
yond those normally activated. Progressive 
radiation of activity in the nervous system, 
under cumulative stimulation, is a well known 
and fully documented phenomenon. As 
judged by the subjective and objective evi- 
dence of mounting affect when a disagreeable 
experience is continued, as well as by the 
physiological evidence of increased auto- 
nomic activity, one important direction of 
radiation is to the hypothalamus and related 
structures, From such activation, in turn, 
result an outflow of impulses up and down 
the neuraxis and, quite possibly, a direct 
liberation of sympathins. But the conditions 
just described are those of emergency or 
stress, long known to be associated with ac- 
tivity of the adrenals. 

j The adrenal medullary hormone, epineph- 
rine, but not the closely related norepineph- 
rine, has fairly dramatic actions on the 
nervous system, and a considerable outpour- 
ing of epinephrine does follow hypothalamic 
stimulations. This substance considerably 
increases the oxygen consumption of the 
cerebrum, assumed to be by a direct action 
on these neurones. In view of the evidence 
mentioned earlier—of the existence of hypo- 
thalamic centers, excitation of which doubles 
cerebral oxygen consumption, and of the 
excitant action of the sympathins on such 
centers—it should be considered if this effect 
also is an indirect one from the diencephalon. 
Epinephrine can, moreover, considerably en- 
hance or, especially with larger doses and 
deeper anesthesia, depress motor responses 
Obtained from stimulating the motor cortex 
Or those of the knee jerk; and, in the latter 
case, not all the changes are abolished when 
diencephalic and medullary influences have 

een eliminated by spinal section. In general, 
Joosympathetic activity overbalances that of 

€ orthosympathetic system in sleep, and in- 
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creased orthosympathetic activity leads to 
arousal; indeed, a moderate epinephrine in- 
jection can rouse an animal from moderately 
deep anesthesia. Perhaps the concentration 
level of adrenalins, or more generally sympa- 
thins, acting on the brain is a significant de- 
terminant of the level of consciousness. 

We have been able to show, by infusing 
healthy young adults with epinephrine solu- 
tions at only two or three gamma a minute, 
that psychological effects are produced in 
the complete absence of vascular or other 
peripheral signs. (By contrast, much larger 
infusions of norepinephrine can produce vig- 
orous cardiovascular changes, even abdomi- 
nal cramps, with no change in mental state.) 
Minimal epinephrine doses produce a fine 
tremor, increased unsteadiness, and enhance 
word fluency ; no other tests revealed differ- 
ences. More striking than any change re- 
vealed by objective tests, was the subjective 
report of a feeling of anxiety and apprehen- 
sion, Such feelings have been experienced 
by all subjects; and some individuals, pre- 
sumably with a high pre-existing level of 
conflict and apprehension, approached col- 
lapse. 

It is tempting to think, then, that an un- 
resolved and therefore stressful situation 
leads to neural activation of primitive brain 
stem structures, this to the liberation of 
sympathin type agents, and these, by a posi- 
tive feedback upon the brain, to increased 
attention, alertness, and anxiety. It is not an 
unlikely extrapolation, that still larger doses 
or more active derivatives could stimulate 
still further and produce hallucinations, dis- 
orientation, and, in general, be psychosomi- 
metic. An oversusceptibility of neurones 
might be an additional factor in the true psy- 
choses. In fact, such considerations lead us 
back to a reconsideration of consciousness 
and memory, this time in terms of circuits 
and neural nets rather than of electrical and 


chemical fields. 


MEMORY AND CIRCUITS 


The notion of neurones connected in a net- 
work, not merely in linear series, and of 
nerve impulses passing about the connections 
in a circular, more or less continuing, fash- 
ion, is now widely accepted. Actually, such 
reverberating circuits have been demon- 
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strated only over gross levels of the nervous 
system, as between cortex and thalamus (we 
are finding suggestive evidence of their func- 
tioning in the frog's olfactory bulb on normal 
olfaction), but the sort of dynamic action 
which is possible in such circuits or assem- 
blies is just what the physiologist ordered to 
account for the less automatic and immediate 
aspects of behavior. So, whether finally cor- 
rect or not, it will be useful to explore 
further some of the behavioral consequences 
that can flow from reverberating neurone 
circuits. It was early pointed out that such 
circuits free behavior from being time bound 
to the stimulus. Conduction and synaptic 
times no longer set the limits between stimu- 
lus and response; a neurone chain, once 
activated by a stimulus, might continue to 
reverberate indefinitely and so to serve for 
a maintained new behavior, for behavior ap- 
pearing intermittently, or even for memory 
records which could play into consciousness 
on appropriate triggering. There are, in 
fact, some highly interesting relations pos- 
sible between memory traces and nerve im- 
pulses running in circuits, 

We were able to show that memory does 
not depend on the continuing operation of 
active neurone circuits or assemblies, by stop- 
ping brain activity with deep cold or by 
discharging all neurones simultaneously with 
an electric shock—either of which maneuvers 
should terminate any active patterns of re- 
verberation. Hamsters, so treated after 
mastering a maze, showed full retention of 
their learning. But it was also found, by 
altering the interval between each learning 
experience and electric shock, even though 
a set of runs and a shock were given every 
twenty-four hours, that memories required 
a certain time to become fixed in the nervous 
system. Thus, when shocks followed trial 
runs by an interval of four hours or longer, 
the learning curve was as good as when no 
shocks were delivered; when the interval be- 
tween experience and shock was reduced to 
an hour, some defects began to show; at 
fifteen minutes learning was seriously re- 
tarded; and at five minutes or less it simply 
did not occur. Human experience takes 
meaning in the light of these experiments; 
after a concussion, memories may be much 
disturbed and then return in order from 


earlier towards more recent times, but the 
events over the few minutes to an hour or 
so prior to the brain shock are usually lost 
forever. Presumably, here also the neces- 
sary time for fixation, between initial experi- 
ence and the laying down of a firm mnemonic 
trace, was lacking. 

We have further found that the tempera- 
ture coefficient of this fixation process is well 
over two, perhaps closer to three, since ham- 
sters kept cool during the interval between 
experience and electroshock show as great a 
disruption of learning at an interval of an 
hour as warm ones do at an interval of fifteen 
minutes. Whether or not this stout tempera- 
ture coefficient indicates a chemical process 
in laying down the engram—an issue which 
is irrelevant to present considerations—it is 
satisfactory to find such physical regularities 
in the memory process; especially since the 
temperature coefficient is comparable to that 
reported decades ago for the passage of sub- 
jective time. 

Our immediate concern is the possible re- 
lation of these phenomena to reverberating 
circuits. It may be that the single passage of 
an impulse over a neurone loop leaves no 
significant trace but that repeated passages 
in a limited time sum their reversible effects 
until some irreversible level is passed. A 
single water drop can leave a sand hill un- 
disturbed but a series produces a run-off 
channel. If messages continue to circulate in 
a neurone loop, it might require their con- 
tinuing reappearance at particular junctions, 
over minutes or hours, before the critical 
material change which constitutes a relatively 
permanent memory record can be produced. 
In much the same way, tetanization of a pre- 
synaptic nerve fiber for a few seconds can 
lead to marked and enduring enhancement 
of the number of post-synaptic units which 
it can excite. The temperature coefficient 
might thus be determined by the rate of re- 
verberation, the speed of chemical fixation, 
or one of several other possible variables; 
but, whatever the details, something of this 
general character is strongly indicated. 

A final point on memory has to do with 
localization. This again is not part of the 
main theme, but it is significant that, if 
memory traces are deposited at multiple loci 
in an activated neurone assembly, several 
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conflicting phenomena concerning localiza- 
tion seem explicable. Punctuate stimulation 
of the temporal cortex evokes, at least under 
some conditions, highly specific recall of past 
experiences; which indicates a sharply local- 
ized engram. Conversely, localized lesions 
in the brain, even fairly extensive destruc- 
tions, are unlikely to abolish memories, at 
least beyond the major modalities encoun- 
tered in the aphasias. If the neurone as- 
sembly involved in a given experience is, as 
the term assembly implies, not a single loop 
but a multiply-linked network of loops, a 
memory would not be entirely lost unless 
all parallel paths of the net were destroyed, 
whereas it might still be elicited quite spe- 
cifically by stimulating any one appropriate 
locus. Thus, as shown in the diagram below, 
a memory would be lost only when both A 
and B were destroyed; it could be evoked 
by stimulation of either one alone. Such a 


A 
. 


Pa 
D. E 
B 


picture would, of course, predict that a given 
memory could be evoked on stimulation of 
more than one point; but, since the ana- 
tomical distribution of such loops is com- 
pletely unknown and observations on man 
difficult, it is not a serious objection that such 
multiple loci have not been encountered. It 
is only half a decade since specific memory 
loci were descovered; half a century elapsed 
between the discovery of primary motor and 
sensory areas of the cortex and the discovery 
of secondary ones. 


CONSCIOUSNESS AND CIRCUITS 


If circuits enduring for minutes or hours 
may be required to fix experience in memory, 
perhaps circuits reverberating for seconds or 
iractions may be necessary even for the 
initial consciousness of an experience or 
of some inner-triggered awareness. Such an 
hypothesis would deny that any subjective 
experience accompanies a single activation 
of any given neurone assembly (whether 
Certain exceptions may exist is not now im- 
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portant) and would require the summative 
effect of at least a few reverberations before 
consciousness is aroused. This postulate leads 
to some interesting consequences. First, it 
fits the discussion above, concerning irradia- 
tion in the nervous system with unresolved 
problem situations. Consciousness and crea- 
tive behavior are both evoked by the re- 
verberation of circuits, while routine unat- 
tended behavior is presumably handled by 
messages running quickly and with no or 
minimal repetition through well-grooved “re- 
flex” channels. Along the same lines, dreams 
might result from unresolved pressures left 
from the day or generated from the en- 
vironment and would represent such con- 
tinuing reverberation and irradiation in brain 
neurones. If dreams represent maintained 
brain activity—as borborygmi accompany a 
maintained digestive activity—their presence 
with unresolved situations is physiologically 
reasonable. The maintained stimulation 
might result from lingering concerns of the 
day, perhaps represented in reverberating 
loops in the diencephalon-cortex system sen- 
sitized or activated by an accumulation of 
sympathins; or from a maintained barrage 
of interoceptive messages, as produced by a 
filling urinary bladder; or from a similar 
insistent input of exteroceptive messages, say 
a ringing bell—all would favor the existence 
of dreams. 

Much the same considerations would apply 
to hallucinations, such as those of water 
which are associated with thirst, to delusions, 


8 Incidentally, Freud's assumption that dreams 
exist to preserve sleep is not only unnecessary to 
his important interpretations of latent and manifest 
dream content and of the nature of dream work; 
but it also seems unsound physiologically. Physio- 
logical evidence is pretty conclusive that there is 
no dreaming during the deep sleep of most of the 
night, that dreams do occur in light sleep and dur- 
ing the waking-up process, but that their presence 
does not prevent the arousal from proceeding to 
awakeness. Conversely, internal or external stimuli 
may produce, during complete wakefulness, a 
wandering of attention and kaleidoscopic conscious 
content quite similar to that of sleep dreaming, 
and well called day-dreaming. The hypnogogic 
awareness, associated with actually falling asleep, 
is also comparable to the dreams during sleep, sup- 
posed to prevent wakefulness. This physiological 
explanation of the existence of dreams in no way 
detracts from the validity of psychodynamic inter- 
pretations of the dream content, latent or manifest, 
or of the nature of dream work—all of which are 
now beyond neurophysiology. 
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and the like. When neural activity is main- 
tained, more and more neurone loops will be 
activated to that level which is associated 
with conscious awareness and with focussing 
of attention. Such a neurophysiological pic- 
ture is obviously congruent with the psycho- 
dynamic one of drives or pressures which 
are unsatisfed, with the accumulation of 
something—unfortunately called energy 
which finally overflows in healthy or un- 
healthy ways. If such biological considera- 
tions serve to account effectively for the ex- 
istence of consciousness under given 
conditions, we need not be disappointed if 
the content of consciousness can be described 
at all now, and perhaps forever most use- 
fully, only in terms of recent or early ex- 
perience. 

One final instance of a psychodynamic 
consequence of this postulate regarding con- 
sciousness must suffice. It has long bothered 
me that learned physical prohibitions remain 
fully conscious while those associated with 
enculturation are largely unconscious. Thus, 
a child learns by physical suffering that it 
must not touch hot objects, avoids touching 
them, and remains throughout entirely aware 
of the complete relationship; but the same 
child, punished for hitting someone, gradu- 
ally develops a superego which not only for- 
bids the act but represses the entire constel- 
lation of urge and censoring. Aside from 
this difference in repression—which may it- 
self have something to do with the repetition 
of the experience and the gradual accumula- 
tion of the inhibition—the following aspect 
of repression seemed quite inexplicable. Since 
the superego rules are learned they are pre- 
sumably associated with the cortex, and if 
their censoring action is to be evoked by a 
drive, this also should somehow involve the 
cortex. Yet, both the drive and the censoring 
remain unconscious. This is in conflict with 
our normal experience and expectation that 
activation of the appropriate cortical memory 
elements should be associated with conscious 
recall or awareness. In simple words, how 
can the censor censor and be censored with- 
out knowing what is happening? 

Exactly the same problem arises with the 
recognition of words exposed tachistoscopi- 
cally. Neutral four-letter words are perceived 

and correctly recognized after an exposure 
of about a hundredth of a second; “dirty” 
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four-letter words are not recognized unless 
exposed for twice as long. Clearly, these 
words must have been correctly identified 
in the usual time in order to be rejected from. 
conscious recognition ; again, learned patterns 
in the cortex must have been activated, but 
not sufficiently to arouse conscious aware- 
ness. The hypothesis we are considering, that 
awareness results only with repeated activa- 
tion of the appropriate assembly, by a brief 
reverberation, happily accounts for these 
phenomena if the first activation leads to 
inhibition. (In the diagram below, I blocks 
impulses on the way to the cortex; so one 
passage only occurs.) And the same rever- 
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beration requirement for consciousness can 
simply account for subliminal perception and 
learning; it may even account for the seem- 
ing occurrence of perception in 0.1 second 
frames. 

Whether the various guesses I have dared 
to present to you in this talk should prove, 
as is highly probable, partly or entirely in- 
correct is not so important as is the fact that 
it is today possible for neurophysiologists to 
make such informed guesses. Not many 
years back such viewpoints were not only 
unavailable but would have been entirely 
unjustified by the evidence then at hand, 
Iam particularly encouraged by the fact that 
this postulate concerning consciousness, and 
the consequences that follow as regards 
mental activity, were triggered by very 
limited discussion with a psychoanalyst. Such 
discussion is one of the opportunities pre- 
sented at the Center for Advanced Study in 
Behavioral Sciences, where psychiatrists and 
psychologists, as well as a neurophysiologist 
happen to be Fellows at the same time. With 
growing attention to interdisciplinary be- 
havioral science, I am very optimistic as tothe 
progressive and increasingly valuable applica- 
tion of biological knowledge to mental phe- 
nomena in general and to psychiatry in 
particular. 


EMOTIONAL AND PSYCHOLOGICAL FACTORS IN 
EPILEPSY: PHYSIOLOGICAL BACKGROUND : 


W. T. LIBERSON, M. D., Ph. D., NortHAMPTON, Mass.? 


The problem of emotional and psychologi- 
cal factors in epilepsy is a dual one. First, 
mental manifestations may constitute an inte- 
gral part of a seizure; second, it has been 
shown clinically and experimentally (42, 92) 
that emotional stimulation may precipitate 
seizures. The physiological analysis of this 
problem must deal with both its aspects. 
Consequently, we shall review in this paper 
(1) some recent advances in seizure physi- 
ology; (2) the functions of specific struc- 
tures implicated in the physiology of emo- 
tions; and (3) the general and specific 
mechanisms by which environmental stimuli 
may induce seizures. 


Some Recent ADVANCES IN SEIZURE 
PHYSIOLOGY 


BIOCHEMISTRY OF SEIZURES 


The most important recent contribution 
to this problem is the finding of a deficiency 
in the capacity of an epileptogenic cortex to 
bind acetylcholine(87). The importance of 
this finding is stressed by observations indi- 
cating that acetylcholine is a powerful con- 
vulsant. Indeed, the role of acetylcholine in 
the genesis of experimentally induced con- 
vulsions has been the object of investigations 
of several workers(19, 35). 

Another important finding was disclosed 
by studies of hydration. These studies show 
that under certain conditions of electrolytic 
imbalance, the epileptogenic threshold is 
lowered (29). 


ELECTROPH YSIOLOGY 


e experimental seizure discharge was 
Classically defined by Rosenblueth and Can- 
non (79) as a “self-sustained,” "self-propa- 
gating,” and, one may add, “self-terminating” 
afterdischarge. 
——— 


P3 Mead in the Symposium on Emotional and 

dues Factors in Epilepsy, at the T roth 

ciati meeting of The American Psychiatric Asso- 
aon, St. Louis, Mo, May 3-7, 1954. 
A. Hospital, Northampton, Mass. 


Characteristics of an Elementary “Epilep- 
tic Discharge.”—Clinically various patterns 
of seizure discharges were described: spike, 
spike-and-waves, sharp waves and “tonic- 
clonic” discharges. Especially, 3-per-sec. 
“spike-and-wave” discharges were opposed 
to “tonic-clonic” discharges, as the former 
are associated with petit mal seizures, while 
the latter are seen during a grand mal attack. 
However, short-lived “‘spike-and-wave” dis- 
charges, as well as 3-per-sec. high amplitude 
waves without spikes, may be seen in almost 
any form of epilepsy (36). 

There has been much controversy regard- 
ing the significance of these various patterns. 
The use of both cathode-ray equipment and 
DC amplifiers in addition to the conventional 
EEG ink-writing machine has advanced to 
a certain degree the understanding of these 
different patterns. The most detailed ob- 
servations have been made on the rhinen- 
cephalic structures (particularly the hippo- 
campus) (2, 3, 15, 54-59)- 

Briefly, these recent observations may be 
summarized as follows: The stimulation of 
the cortex (be it iso- or allo-cortex) elicits 
different responses according to the “param- 
eters" of the stimulating current. With a 
minimal stimulating current, only spikes and 
3-5-per-sec. “spike-and-waves’ are produced 
(Fig. 1).* This is particularly true when a 
very short duration of stimulation. (below 
.25 sec. with 30-100-per-sec. stimulation) is 
applied (Fig. 2). The latter finding may be 
explained by a rapid “accommodation” to the 
processes leading to this type of response 
(Fig. 3). When the current and the duration 
of the stimulation are increased, tonic- 
clonic” discharges are elicited. These re- 
sponses are very complex and several com- 
ponents may be identified (Fig. 4). One 
may state in general that “tonic-clonic” dis- 


8 This and most of the following figures are based 
on research carried out with several collaborators. 
Special acknowledgement should be given to Doc- 
tors K. Akert (Fig. 4 and Peet. J. Cadilhac 
(Figs. 1, 2, 4, 6-11, 15-17) ; Doctors Scoville and 
Dunsmore (Figs. 13 and 14). 
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Fic, 1.—Illustrates the basic patterns of the epi- 
leptic discharges, as recorded by ink-writing oscillo- 
graphs. “Wave-and-Spikes” formations are elicited 
with the lowest current. The first element was 
recorded at a higher speed than the remaining ones. 
Clonic Bursts are separated by periods of a steady 
potential, Each burst has an appearance of a 
“comb.” Each "tooth" of the comb is called a 
“pop.” Tonic Phase is characterized by an unin- 
terrupted succession of "pops." 


charges consist of a superimposition of fre- 
quencies of different order. 


1. A slow swing of the baseline potential which 
may last during the entire spell (Figs. 4A and 4B). 
Still higher amplitude slow potential swings are 
usually observed after the end of the discharge. At 
times, a reversal of the potential is found just be- 
fore the termination of the seizure discharge, 

2. Superimposed slow swings of .5- to 3-per-sec. 
rhythm, appearing during the clonic stage (Figs. 
4E and 4F). Thus, the alternation of periods of 
activity and of "silence" characteristic of this stage 
is in fact correlated with a slow oscillation of the 
basic potential, the basic polarization being changed 
in one direction during activity and reversed during 
each period of "silence." 

3. "Pops" of 8-20 per sec. superimposed upon 
the swings of the basic potential during both clonic 
and tonic stages (Figs. 1, 4B, 4E, and 4F). 

4. “Spikes” superimposed upon the “pops.” Their 
frequency varies between 100-250-per-sec. Their 
duration is of 2-4ms with ordinary electrodes and 
is still briefer when “microelectrodes” are used 
(Fig. 4C and 4D). Bursts of 100-200-per-sec. 
spikes (“brush”) are regularly seen at the onset 


of each element of the clonic phase (Figs. 4D and 
4F), at least in the hippocampus. 

5. During the postictal stage (Fig. 4A), DC 
swings, “prolonged fast spindles,” and returning 
sharp waves and spikes can be seen. 


At times, only one to two spikes are asso- 
ciated with each “pop” (Fig. 4C). This 
supports the contention that “spike-and- 
wave” phenomenon is a general finding dur- 
ing the epileptic discharge. The latter can 
be viewed as an abnormal exaggeration of 
the tendency for the waves of different dura- 
tion to form complex patterns in which waves 
of longer duration either inhibit or facilitate 
the waves of shorter duration. Viewed from 
this angle, 3-per-sec. spike-and-wave com- 
plexes constitute only a particular case of 
this general finding. 

Just like the “tonic-clonic” patterns, the 
3-per-sec. discharges, whether they are(14) 
or are not(53) associated with spikes, are 
also supported by a slow wave of polariza- 
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Fic, 2.—Illustrates the relative occurrence of 
"wave-and-spike" formations (WS) and "tonic- 
clonic” discharges (TC) elicited by a threshold 
current respectively in the hippocampus (H), the 
thalamus (T) and the neocortex (C). Numbers 
inside the rectangles indicate percentages. 

Left: Total duration of stimulation—2.5 to 10 
sec; Right: Total duration—.25 sec. 

Note an increase in the occurrence of wave-and- 
spike formations when the total duration of stimu- 
lation is reduced. Note also that these formations 
occur less often in the hippocampus than in the 
other investigated structures. ^ 


Fic. 3—Shows how differences of accommoda- 
tion to the processes leading to either spike-and- 
wave (SW) or “tonic-clonic” (TC) discharge 
could explain the findings illustrated by the preced- 
ing figure, 

The upper part of the figure shows an hypo- 
thetical example in which the critical level of ex- 
citation just necessary for eliciting either TC or SW 
discharges (indicated by corresponding fine hori- 
zontal lines) remains the same during the growing 
excitatory state (no accommodation). The growing 
excitatory state is represented by heavier lines 
which become broken lines after the elicitation of 
the response. In such a case, there would be the 
same percentage of occurrence of SW and TC 
discharges regardless of the total duration of stimu- 
lation (the fine vertical line corresponds to a rela- 
tively short total time of stimulation). This hypo- 
thesis is, therefore, not consistent with experimental 
findings. 

The lower part of the figure shows that the 
critical excitatory level necessary for the eliciting 
of the discharges changes during the very process 
of stimulation, more so for the processes leading 
to SW discharges than for those followed by a TC 
pattern (differences in accommodation). This can 
explain the experimental findings. 


tion, When the bursts are of short duration, 
this slowest background wave may be seen 
even with the conventional clinical electro- 
encephalographic technique (Fig. 5). When 
they are of longer duration, as in petit mal 
epilepsy, they are revealed by the use of 
DC amplifers(14). The presence of these 
prolonged spike-and-wave discharges is pos- 
sibly due to the pathological processes affect- 
ing the ability of the cortex to “accommo- 
date” to the prolonged swings of DC 
Potential when only minimal stimulation is 
applied. When cathode-ray recording tech- 
nique is used, “brief spikes” may be found 
under certain experimental conditions to be 
superimposed upon the wave-and-spike dis- 
charges, f 
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Among all of these components, the under- 
lying swing of the baseline potential is the 
most intriguing one(12). It may indeed be 
reasonable to assume that a swing of the 
basic polarization (or de-polarization) (9, 
11, 17, I8, 26, 30, 33, 55-58, 60, 67) may 
modify for a relatively long time the existing 
neuronal activity even in the distant areas 
of the brain. 


Some particular frequencies in the epileptic dis- 
charge, such as 3-4, 10-20, and 100-200-per-sec. 
activity constantly recur in epileptogenic discharges. 
Why should these frequencies be, so to speak, the 
privileged ones? 

Several workers(46, 70, 91) called attention to 
the existence of harmonic relationships of the fre- 
quencies of different order in brain wave activity. 
The explanation lies probably in the time charac- 
teristics of the excitability cycle of the cortical cells. 
If one seeks to produce epileptic afterdischarges 
using different frequencies of electrical stimuli, 
their total number remaining constant (the number 
60 was found to be critical in one particular study), 
one finds that with frequencies at 15-per-sec. and 
above, the threshold remains relatively constant (55- 
58) (Fig. 6). Below the critical frequency, the 
threshold current rises; its increase becomes very 
sharp below 2-3-per-sec. This suggests an excit- 
ability cycle showing a maximum receptivity of 70- 
100 ms after its onset but rapidly declining after a 
delay of 300 ms is reached. 

These data may be compared with those obtained 
on the basis of the study of the excitability cycle 
set up by a visual stimulus(7, 8). In most recent 
investigations on this subject, Gastaut et al.(25) 
showed that a spike elicited by a photic stimulus 
in a metrazolisied animal is followed by a cycle of 
fluctuating change of excitability. The frequency of 
these fluctuations is of about 10-20-per-sec., the 
whole cycle lasting for about 4 of a second. Thus, 
the frequency of 10-20-per-sec. and that of 3-per- 
sec. correspond to two critical values of this ex- 
citability cycle. The stimuli at 15-per-sec. frequency, 
and to a lesser degree some of the subharmonics, 
will have the greatest chance of falling during the 
supernormal excitability state. Below 3-per-sec., 
there is no more or only little summation of stimuli. 
On the other hand, the duration of the relative 
refractory states must determine the highest opti- 
mum frequency which may be present in a given 
neuronal aggregate. The highest rhythms of epi- 
leptic discharge found in the hippocampus (1oo- 
250-per-sec.) may be explained on this basis. 
These experiments give us a glimpse of a possible 
explanation of the existence of “privileged” fre- 
quencies of the order of 3, 15, and 200-per-sec., and 
of their subharmonics. 


Spread and Termination of the Epileptic 
Discharge.—Classical investigations(1) es- 
tablished that the synaptic spread is made 
through exceedingly high frequencies of 
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Fic. 4.—Different examples of hippocampal discharges: J 
A. An example of an hippocampal discharge : a short tonic-clonic discharge, followed by a depression, 


and posterior, 

B. A clonic discharge followed by a spindle associated with a DC swing. The paper speed was de- 
creased during the second part of the tracing in order to better illustrate the DC swing. Note unidirectional 
discharges during the clonic state. (Hi: hippocampus; S: Stimulation) 

C. and D. Examples of cathode ray recordings during the tonic stage (first 4 tracings) and at the 
beginning of clonic discharges (last 3 tracings). Time signal: 100 C/sec. 

Note phase relationship between brief spikes and slower waves. Note also that each clonic burst starts 
with a shower of fast activity ("brush"). B 

E. An example of a series of clonic bursts recorded with an inkwriter. Note pulses of slow activity 
with superimposed faster waves. Horizontal line: baseline; Calibration: 2o0uv. 

F. A schematic diagram illustrating the structure of each of the clonic bursts represented on E on the 
basis of a combined information secured from the DC and cathode ray recordings. 
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Fic. 5.—Recording of the bursts of spike-and-wa’ 
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ves (left) and of slow waves (right) in the same 


patient using ordinary EEG equipment (AC recording). Note that in both cases, a slow wave underlies 


the paroxysmal bursts. 


FE: Frontal-ear; CE: Central-ear; PO Parieto-occipital. 
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Fic. 6.—This graph shows the strength frequency 
cone Vertical Scale: Threshold voltage for in- 
ae after discharge (the number of stimuli being 
M: Horizontal Scale: Frequency of stimuli (Ims). 
p only slight decrease of threshold above 5-per- 
: ^ frequency, the threshold being stabilized below 
5, Hes Below 3 per sec., the threshold sharply rises. 
he insert shows a hypothetical course of ex- 


citatory states following each stimulus based on the 
Strength frequency curve. 


nerve impulses (up to 1000-per-sec.)- How- 
ever, there is an increasing number of ob- 
Servations favoring the presence of another 
mechanism of the spread of epileptogenic 
activity. This alternate mechanism is extra- 
5 and is expressed either by instan- 
19 influence of pulsating electrical 
of ds(18, 32) or by a slowly moving wave 

o potential ae 55-58). 

0 he latter are easily observed during the 
Postictal stage. In the rhinencephalon one 


may record at that period slow swings of 
the basic potential travelling all around these 
structures in both hemispheres with a speed 
of $to 1 cma minute (Fig. 7). These travel- 
ling potentials are associated or followed by 
a particular type of discharge that we called 
“prolonged fast spindles” (PFS). PFS are, 
therefore, also “travelling” with a slow speed 
of $ cma minute. Other postictal paroxysmal 
phenomena (returning sharp waves) are also 
found to shift from one region of the brain 
to another with about the same slow speed. 
The spread of the epileptic discharge often 
takes place along the preferential anatomical 
pathways. However, it has been shown that 
one can direct the spread of the epileptic dis- 
charge into a desired channel by a selective 
sensitization of various neuronal aggre- 
gates(62). Could such focal sensitization 
result from a local, steady polarization? The 
following, recently reported, experiment sug- 
gests that such a sensitization may indeed 
be produced by a direct current. In this ex- 
timent, the polarization of different small 
areas of the motor cortex by a direct current 
resulted in muscle jerks in corresponding 
segments of the body, each time that the ani- 
mal was subjected to auditory stimuli (80). 
During the postictal stage, the changes of 
the basic potential represent the most strik- 
ing phenomena. Tt is appropriate to keep in 
mind that during this stage marked confusion 
dominates the clinical picture. To what ex- 
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Fic. 7.—Record illustrating "travelling" slow waves in the hippocampi of the guinea pig following a 
single, but high voltage stimulus: 1st line: AC recording of the activity in the right medial hippocampus 
(RMA) ; and line: DC recording from the same region (RMD) ; 3rd line: DC recording from the right 
lateral hippocampus (RLD) ; 4th line: DC recording from the left lateral hippocampus (LLD) ; sth line: 
AC recording from the right lateral hippocampus (RLA); 6th line: AC recording from the left lateral 
hippocampus (LLA), 

Note a slow wave starting in the right medial hippocampus and followed at first by a wave in the 
right lateral hippocampus, then in the left lateral hippocampus. Note also that the AC recording reveals 
the presence of a “prolonged fast spindle’ (PFS) preceding the slow wave in the right medial hippo- 
campus. A "PFS" is found to be associated with a slow wave in the right lateral hippocampus and the 


same association is found later on in the left lateral hippocampus. 
Vertical Line: 200 microvolts for AC and x millivolt for DC recordings; Horizontal Line: 1 minute, 


tent this confusion is related to slow swings 
of the basic potential is unknown. However, 
the following observation seems to be sig- 
nificant : 

It was recently shown that the hippo- 
campus responds to auditory stimuli with 
sharp "spikes"(55-58, 78). (Fig. 8). The 


Fic. 8—The evoked potentials in the temporal 
cortex and in the hippocampus of the guinea pig 
in response to the auditory stimulus (click). Mono- 
polar recordings. 

Note a longer latency time in the hippocampus 
than in the auditory (Temp.) cortex. The latency 
a in the centro-frontal cortex has an intermediate 
value. 


amplitude of the evoked spikes changes con- 
siderably during the postictal stage of a 
thinencephalic seizure discharge (Fig. 9). 
Often the spikes may be completely sup- 
pressed. Sometimes they show a cyclic 
change in amplitude. The latter observation 
is particularly significant during a postictal 
period characterized by “burst-suppression” 
pattern, which consists of alternation of 
bursts of activity and of periods of “silence.” 
If one makes simultaneous DC and AC re- 
cordings, one may see that the 2 stages of 
the “burst-suppression” activity correspond 
to the oscillations of opposite polarity of the 
basic potential (Fig. 10). On the other hand, 


if one submits the animal to the auditory 
stimuli (clicks) during the postictal period 
characterized by the “‘burst-suppression” pat- 
tern, the evoked spikes will appear only dur- 
ing “bursts” but not during the periods of 
“suppression.” During the burst, their 
amplitude undergoes a cyclic change which 
is represented by Fig. 11. One may conclude 
that oscillations of the basic potential are 
associated here with the excitability changes, 
not only insofar as spontaneous activity is 
concerned but also in regard to the signal 
activity evoked by environmental stimuli. 

Epileptic Excitability —The original stud- 
ies of Rosenblueth and Cannon(79), ex- 
tended by Walker and Johnson(88), have 
shown that a self-sustained and self-propa- 
gating afterdischarge is most easily elicited 
in the neighborhood of the motor cortex. 
Recent studies amplifying the findings of 
some workers in the past (28, 38, 77) have 
revealed another important area of high epi- 
leptogenic excitability. Periamygdaloid re- 
gion in man was found to have a very low 
threshold for epileptic discharge(59). Gas- 
taut(23) found low threshold in amygdala. 
Liberson and Akert(54) ; and Liberson and 
Cadilhac(55-58), exploring epileptogenic 
thresholds of the cortex, thalamus, (includ- 
ing medial structures) hippocampus, amyg- 
dala, and striatum, found the lowest thresh- 
old in the hippocampus. The presence of this 
rhinencephalic epileptogenic area is of major 
significance for the subject of this sym- 
posium, as the rhinencephalon is considered 
as one of the major structures participating 
in the integration of emotional processes. 
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Fic. 9.— Changes of amplitude of the evoked responses 
auditory stimuli during different phases of the postictal 
in the left hippocampus (HL), one finds no response 


immediately afterwards (I). Their amplitudes are very low dur 
P. Analogous but less definite events occur in the right hippocampus 
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in the hippocampus of the guinea pig by 
stage. For instance, if one follows these responses 
during the presence of the spindle (Stage H) or 
ing stages J, K, and M and progressively 


Note that while the evoked spikes are missing in the hippocampus (as in stage I), they are present 


inthe neocortex (TR). This proves the local origin of the recorded spikes. 
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n Fic, 10.—Examples of simultaneous AC (upper 
ine) and DC (lower line) recordings of the "burst- 
Suppression” pattern. Note deflections of opposite 
Polarity of the basic potential associated respectively 
with “burst” phases and “suppression” phases. 

Vertical Line: 200 microvolts (AC recording) 
and 1 millivolt (DC recording) ; Horizontal Line: 
I second. 


REFLEX EPILEPSY 


Under this classification one groups the 
a ha of experimental epilepsy in which 
the stimulus producing a convulsion is not 
applied to the brain but affects it through a 


sensory organ—ears, eyes, skin, etc. Thus 
“photogenic,” “audiogenic,” etc. epilepsies 
were established as clinical entities. 

It is possible(68) to sensitize a given area 
of the brain by various pharmacological 
agencies with a resulting lowering of the 
epileptogenic threshold. For instance, when 
one sensitizes the visual cortex, a flicker 
stimulation will induce an epileptic seizure, 
the auditory stimuli remaining ineffective. 
Likewise, only the auditory stimuli become 
epileptogenic after sensitization of the audi- 
tory area (Clementi epilepsy). The above 
described Rusinov(80) experiment suggests 
that sensitization may also be achieved in 
reflex epilepsy by focal polarization. 

In cases of human audiogenic or photo- 
genic epilepsy, the corresponding structures 
might be sensitized by pathological processes. 
Such sensitization might result from trau- 
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Fic, 11.—Amplitude fluctuation of the evoked hippocampal spikes (by auditory stimuli) during a 
“burst-suppression” pattern. The dots on the center graph indicate the amplitude found in different ex- 


periments, The origin of the coordinates correspond to the beginning of the burst. The tracings around 


the graph illustrate some determinations, 


Horizontal Line: 1 second; Vertical Line: roo microvolts; Signal: Clicks, 


matic processes, the area surrounding the 
Sylvian fossa being very vulnerable in head 
traumas, Recently(48, 51) a great number 
of observations were made to the effect that 
the development of a convulsive disorder 
may be preceded by a local "cerebritis," 
“hemispheritis,” or "lobitis" usually diag- 
nosed as “febrile convulsions.” These are 
expressed EEG-wise during recurrent acute 
periods, not by typical epileptic features, but 
by patterns characterizing encephalitic or 
circulatory disturbances simulating the pres- 
ence of a tumor, brain abscess, or brain 
edema (Fig. 12). It is conceivable that an 
epileptogenic sensitization results from the 
occurrence of such recurring acute processes. 


NrzURoPHYsIOLOGICAL BASIS ror PsycHo- 
LOGICAL MANIFESTATION OF SEIZURES 


GENERAL MECHANISMS 


Studies of patients submitted to electric 
shock therapy administered with different 


o 


types of stimulating current show that 
changes in mental activity depend upon the 
intensity of the convulsant excitation. “Elec- 
tric shock” elicited by application of “brief 
stimuli,” requiring a lower average intensity 
of the current than the conventional AC tech- 
nique, is characterized by a relatively mild 
postshock confusion and memory disorder 
which are of only a relatively short duration. 
In some cases, the patient may remain semi- 
conscious even during the convulsion (47, 
50). In addition, it has been a common ex- 
perience of those using brief stimulus therapy 
to find that fear of convulsions and associ- 
ated anxiety are more pronounced in these 
patients than in those submitted to conven- 
tional shock. 

It is conceivable that mild “spontaneous” 
epileptogenic processes associated with only 
partial decrease of awareness and therefore 
repeatedly threatening the ego with a danger 
of a partial dissolution may stir emotional 
restlessness according to the same mechanism 
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Fic. 12—The record above shows an acute left 
parietal "cerebritis" during what appeared to be a 
benign febrile convulsion in a 3-year-old child. 
Three months later the second graph (below) was 
recorded showing a paroxysmal burst of epileptic 
activity. 


FC: Fronto- central; CT: Centro-temporal; TP: 
Temporo-parietal; PO: Parieto :occipital. 


as the one prevailing during brief stimulus 
therapy. 


SPECIFIC MECHANISMS 


It has been shown by a century of clinical 
observation and animal experimentation that 
manifestations of epileptic discharges may 
be primarily or secondarily related to the 
functional significance of the area of the brain 
predominantly involved in the seizure. 

A search for a physiological basis of the 
emotional and psychological manifestation 
Seen in certain seizures resulted in an outline 
of Several areas of the brain, the stimulation 
of Which produces such psychological and 
emotional changes. 
A Penfield and his associates (73-76) have 

vealed that stimulation of various epilepto- 

Senie areas of the cortex (mostly the tem- 
poral cortex) may elicit hallucinations, 

cams, memories, illusions, forced thinking, 


etc. More recently these investigators found, 
in epileptics exhibiting fear or other emo- 
tional reactions as a part of their seizures, 
that stimulation of the mesial surface of the 
temporal lobe as well as stimulation of the 
insula often elicits emotional manifestations : 
“scared feelings,” “fright,” “fear,” “sad- 
ness,” etc. The stimulation of these same 
areas also often induces referred visceral and 
autonomic phenomena: peculiar taste, hunger, 
nausea, cardio-acceleration—many of which 
are seen during a profound emotional upset. 
It is significant that the areas which respond 
in this fashion to the stimulating current are 
those which are a part of or are closely re- 
lated to the rhinencephalon. 

The rhinencephalic structures have been 
investigated during the recent past. One 
major conclusion has been made: the reali- 
zation that not all the components of the so- 
called "olfactory" brain are directly related 
to olfactory function. This is particularly 
true as far as Ammon's Formation is con- 
cerned, and is at least partially true in regard 
to the amygdaloid complex. 

The presence of rich connections between 
these structures (especially Ammon's For- 
mation) and the anterior and posterior 
hypothalamus suggested to different workers 
the hypothesis that the hippocampus proper 
and related rhinencephalic structures are in- 
volved in the integration of emotional proc- 
esses and visceral life(63, 64, 71, 93). This 
hypothesis is now being tested experimen- 
tally. So far the following information is 
available: 

Experiments with ablation.—The classical ex- 
periment of Klüver and Bucy(41), consisting of 
temporal lobe ablations including the amygdaloid 
complex and Ammon's Formation in the monkey re- 
sulted in (1) taming of the animals; (2) exaggera- 
tion of “oral behavior" (tendency to examine every- 
thing with the mouth) ; (3) disturbance of the 
avoidance of the painful stimuli (“psychic blind- 
ness”); (4) alteration of dietary habits; and (5) 
oversexuality. Experiments by Smith(83-85) and 
Ward(9o, 91) suggested that some of these findings 


might result also from a cingular lobectomy. On 
the contrary, Bard and Mouncastle(8) found that 
in cats the ablation of the amygdaloid complex 
favors manifestations of rage in the animal; abla- 
tion of the Ammon’s Formation resulted in an 
increase of “placidity” in the animals. Spiegel et al. 
(86) elicited manifestations of rage when lesions 
were placed in the amygdaloid complex. Schreiner 
et al. (S1) found, on the contrary, a decrease of 
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"aggressive" behavior in cats after amgdalectomy. 
As one can see, the results are still controversial 
and need further study. 

In men, mesial temporal lobectomy affecting the 
mesial temporal aspect and involving both the 
periamygdaloid cortex and the rostral hippocampus 
has not resulted in any striking change in the oral 
or sexaul behavior (82); in some cases there were 
considerable memory defects. There were some 
acute changes which will be discussed in the fol- 
lowing sections. 

Stimulation Experiments. Stimulation experi- 
ments have been conducted with (a) electrical, (b) 
chemical and (e) sensory stimuli. 

Electrical Stimulation. (Human Studies) —A 
great number of recent publications have implied 
that anterior cingular gyrus, posterior orbital sur- 
face, and the mesial aspect of the temporal lobe 
contributes to the control of vascular and respira- 
tory functions in animals and men(4, 5, 13, 16, 21, 
22, 38, 39, 43, 83-85, 114). These observations 
were based on the results of the electrical stimula- 
tion of the corresponding structures. Liberson 
et al.(59) found in psychotic patients under local 
anesthesia only meager effects of the stimulation 
of the orbital and cingular cortices. Stimulation of 
the periamygdaloid cortex consistently resulted in 
(1) prolonged apnea, (2) alteration of awareness, 
and (3) initiation of epileptic seizures (with re- 
peated stimuli). The latter also were usually pre- 
ceded by myoclonic contractions of the facial mus- 
cles (40). 

Similar results are seen during the process of 


SUP FRONTAL 


REACTION TIME 


SUCCESSIVE WORDS 


Fic. 13.—Changes in the reaction times of word 
association processes (Jung test) elicited by cortical 
stimulation respectively of the superior frontal con- 
vexity and of the periamygdaloid cortex (uncus). 
Dots on the horizontal axis represent successive 
words presented to the patient. The black rectangles 
represent an absence of any response. The small 
horizontal lines represent the duration of the stimu- 
lating current. 

Note that a short period of unresponsiveness was 
produced by a mere mechanical contact of the 
electrode with the periamygdaloid cortex, before 
the actual stimulation began. 


ablation of the corresponding structures (mechani- 
cal stimulation). Changes in mental awareness 
can be followed more precisely with the Jung Word 
Association Test on the operating table(59) (Figs. 
13, 14). In most of the subjects, word association 
processes were considerably more affected in case 
of mesial temporal undercutting than during frontal 
undercutting. During these experiments, no overt 
“emotional” behavior was noted at any time, 
Stimulation of the hippocampus in epileptics is not 
associated with any psychological manifestation, 
according to observations of Penfield(73-76). Nor 
was anything of significance observed in epileptic 
and psychotic patients during the stimulation of the 
hippocampus carried on by Passouant ef al.(72) 
prior to the hemispherectomy and temporal lobec- 
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Fic. I4.—A progressive disturbance of the word- 
association processes during bilateral resection O 
the orbital surface and of the mesial aspect of the 
temporal lobe in 4 different patients. 

Vertical scale: Word association score based on 
the reaction times and the “popularity” of the re- 
sponses. 

Note the presence of most pronounced effects 
when the periamygdaloid cortex (uncus) is resected 
on one or both sides in most instances. 
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tomy. These patients were under local anesthesia, 
but heavily sedated preoperatively. 

(Animal Studies) —Most of the efforts were con- 
centrated on the amygdala and the hippocampus 


proper. 

Stimulation of the amygdala(24, 39) gives rise 
to different manifestations depending upon the loca- 
tion of the stimulating electrodes. Stimulation of 
the “older” nuclei produces both autonomic (pupil- 
lary dilatation, salivation, micturition, defecation, 
and piloerection) and somatomotor reactions (con- 
troversive reactions to the opposite side; homo- 
lateral twitching of the facial muscles and contra- 
lateral jerking movements; contralateral licking 
and sniffing, chewing, and respiratory inhibition). 
Stimulation of the “younger” division of the amyg- 
daloid complex produces behavioral changes re- 
sembling those found by the same authors in the 
hippocampus. The animal assumes a facial ex- 
pression of "attention," "surprise," or "bewilder- 
ment.” There is some sort of searching attitude or 
movements directed toward the contralateral side. 
With an increase of the stimulating current, an 
attitude of fright may be observed. At times, the 
animal gives the impression of being hallucinated. 

Stimulation of the hippocampus elicits in guinea 
pigs(54-58), cats, and monkeys(2, 3) changes 
of behavior which depend upon the intensity of 
stimulation, as this is a controlling factor of the 
degree of the spread of the afterdischarge. Even 
when there is a marked spread over the cortex (in 
guinea pigs usually the posterior half, the motor 
cortex being spared), the behavioral changes are 
dominated by inhibiting influences: decrease of 
evoked and of spontaneous activity. However, 
MacLean(65) elicited in some cats cringing and 
defensive attitudes, meows, and yowls and even 
hissing, spitting, and striking after a simultaneous 
noxious stimulus. These animals also showed a poor 
contact with the environment during stimulation. 

Chemical Stimulation.—Similar reactions (65) 
could be observed in the acute and chronic experi- 
ments using chemical stimuli (carbachol, aluminum 
oxide cream). Gastaut and his associates(24) have 
reproduced in cats various manifestations of psy- 
chomotor epilepsy by injecting aluminum cream 


CLAPS 


Fic. 15.—Evoked potentials in response 
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in a great variety of rhinencephalic, diencephalic, 
and mesencephalic formations. While failures were 
observed in cases with diencephalic and mesen- 
cephalic experimental lesions, all the animals in 
which the lesions were produced either in the pyri- 
form cortex or amygdala or hippocampus showed 
manifestations of psychomotor epilepsy. 

Sensory Stimulation.—Gerard, Marshall, and 
Saul (27) recorded in the past evoked potentials in 
the hippocampal formation in response to the visual 
stimuli, Robinson and Lennox(78) recorded in the 
hippocampus of cats potentials evoked by auditory 
stimuli characterized by “brief latency times.” Li- 
berson and Cadilhac (55-58) offered an experimental 
proof (experiments carried out on guinea pigs) of 
the presence of the evoked spikes in the hippocampus 
following auditory stimuli (clicks) (Fig. 8, 9, 11). 

The latency time of these spikes is longer in the 
hippocampus than in the cortex (15ms instead of 
7ms in the auditory cortex) ; they are much longer 
than in the medial geniculate body. The evoked 
spikes may be temporarily and selectively suppressed 
by a local hippocampal seizure discharge. Both of 
these observations indicate that the recorded spikes 
originate locally and not in distant structures. 

Tt is of interest that in the hippocampus acousti- 
cally evoked spikes do not as consistently follow 
the auditory stimuli as is the case in the auditory 
cortex (Fig. 15). Often even with low frequency of 
stimulation a response is observed only to the first 
stimulus (Fig. 16). Even when the hippocampus 
has been responding quite regularly to such stimuli, 
the evoked spikes may be completely suspended after 
prolonged sensory stimulation. 

This lability of hippocampal responses to sen- 
sory stimuli is still more manifest in regard to 
visual stimuli. Here, if the response is present at 
all, it usually occurs after the first stimulus only 
(Fig. 16). However, one may at times modify the 
experimental conditions in such a way that the 
pus starts to respond to visual stimuli. 
Thus, for instance, if one alternates regular clicks 
and flashes and suddenly suspends the auditory 
stimulation, the hippocampus may start to respond 
to the flashes even though it was completely un- 
responsive to these stimuli at the beginning of the 


to the auditory stimuli. Note that while the auditory neocortex 


tesponds to each stimulus (X), the hippocampus “misses? some of them (O). 


H: Hippocampus; T: Temporal cortex. 
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Fic. 16.—Evoked spikes in response to the visual (upper part) and auditory (lower part) stimuli. 
Note that in this example hippocampus responded only to the first stimulus. The paravisual neocortex (T) 
responded to almost every stimulus, while the association neocortex (FC) responded only to the first 


flash. 


H: Hippocampus; FC: Fronto-central cortex; T: Temporal cortex; Calibration: 


Time: 1 second. 


experiment (Fig. 17A and 17B). These observa- 
tions suggest that hippocampal activity is affected 
by the elements of surprise and adaptation, and 
therefore, participates in the higher processes of 
perceptual integration, 

Ammon’s Formation may also respond to sensory 
stimuli in another way. Several years ago Jung 
and Kornmuller (37) reported that when a rabbit 
receives a hard pinch, the hippocampus responds 
with a hypersynchronized 6-7-per-sec. activity. 
"This observation was recently confirmed by Mac- 
Lean et al. (66) who found, in addition, that under 
conditions of noxious stimulation one may induce 
in various hippocampal Structures a hypersynchro- 
nized fast rhythm. Liberson and Akert(54) found 
that hypersynchronized 6-per-sec. activity may be 
induced by a more discreet "emotional" stimulation ; 
for instance, entrance of the experimenter into the 
animal room. This effect is particularly manifest 
when the animal was previously found in a state of 
complete relaxation (Fig. 17D). Hippocampal 
hypersynchronization may be associated with a de- 
Pression of the neocortical activity. Green and 
Arduini(31) found that such hypersynchrony may 
be found in response to any sensory stimulus 
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100 microvolts; 


(visual and auditory) as well as following stimula- 
tion of the reticular formation. Liberson and 
Cadilhac (70-73). interpret these effects as an en- 
hancement of the synchrony of the background 
thythm. Thus, auditory and visual stimulation 
usually enhance the 4-7-Der-sec. component of 
the background activity, while olfactori-trigeminal 
(and probably noxious) stimulation increases both 
4-6 and 15-30 components (17C). They consider 
the analogies between these facts and the enhance- 
ment of temporal activity in men during mental 
work as well as the presence of 6-per-sec, rhythm 
on awakening in the immature brain of children. 

The presence of a hypersynchrony in response 
to stimulation stresses the “totalitarian” aspect of 
the rhinencephalic activity brought to its culmina- 
tion in an epileptic discharge. 

It is well known that the diencephalic and 
mesencephalic structures may also participate 
in the integration of emotional reactions. The 
related facts are readily available in classical 
publications. Three observations should be 
made: Murphy and Gelhorn(69) were able 
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A 17.—Illustrates effects that sensory stimuli have on the hippocampus: 
. Evoked potentials recorded in the hippocampus in response to an auditory stimulus (click) and in 


the occipital cortex in response to a flash. 


During this experiment, flashes and clicks succeeded regularly each to another. 


A B. This illustrates the effect of a “surprise.” 
suddenly suspended and only flashes were produci 
(extreme right). Time: .10 sec. 


During this part of the experiment, the clicks were 
ed. Hippocampus shows then a response to a flash 


m Synchronizing effect of the clicks and of smoke upon the background activity of the hippocampus. 
: Right hippocampus; RT: Right "tempora ” region). Calibration: 100 microvolts. 


D. Differential effects of an emotiona 


and hippocampus proper. At the mark "in," the experimentor 
K “out,” he left the room. Note that while the cortex 


with a previously drowsing guinea pig. At the mar 


1 stimulation respectively on the corticogram (fronto- central) 


came into the animal room and “talked” 


showed a depression of slow activity with a low amplitude fast rhythm, an organized, 6-per-second activity 


appeared in the hippocampus. 


p induce seizure activity in the pharmaco- 
logically predisposed cortex by stimulation 
of the hypothalamus. Bonvallet, Dell, and 
Hiebel(13) discovered that the mesen- 
Cephalic reticular formation contains a Co- 
a mechanism regulating the “sympa- 
how tone" Stimulation of the peripheral 
of dt the splanchnic nerve or an injection 
of adrenalin produces an intense "activation" 

all the cortical areas; on the other hand, 


the “sympathetic tone" may be decreased by 
the distention of the carotid sinus. Both 
these effects could be suppressed by an inter- 
collicular lesion aiming at the destruction of 
the Magoun's reticular formation. Freedman 
and Moossy(20) found that the destruction 
of the reticular core on one side leads to a 
decrease of the electrically induced convul- 
sive activity of the ipsilateral cortex. 
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MECHANISMS oF EMOTIONALLY INDUCED 
Seizure Activity 


GENERAL MECHANISMS 


As the facilitating influence of acetylcho- 
line on convulsant activity has been asserted 
by several investigators, it is conceivable that 
its excessive liberation during excitatory 
states constitutes a critical link in a chain of 
events starting with emotional excitation and 
leading to a convulsion. On the other hand, 
the balance of the antagonistic effects of both 
divisions of the autonomic nervous system, 
during an emotional experience, may be such 
that an excessive insulin discharge and re- 
sulting hypoglycemia will ensue instead of 
the usual hyperglycemia. Thus, a convulsion 
may be precipitated. The predominance of 
sympatheticotonic effects may on the contrary 
prevent a convulsion, 

Another “general mechanism?’ may be 
sought in influences of stress and emotion 
upon cortico-adrenal activity which is known 
to participate in the control of electrolytic 
balance and water metabolism. A disruption 
of such a balance may contribute to the trig- 
gering of a seizure, 


SPECIFIC MECHANISMS 


In a previous paper, mechanisms of “re- 
flex” epilepsy were described. One may 
wonder whether the same type of mechanism 
would not be involved in an emotionally 
induced seizure. In such a case, one should 
consider the possibility that the structures of 
the brain, which have been shown to be 
particularly involved in the emotional experi- 
ences (for instance, the thinencephalon) are 
sensitized by a local pathological process, If 
this were true, then these areas could be 
(according to the mechanism of “reflex” 
epilepsy) induced into an epileptic discharge 
by stimuli having an emotional significance 
for the individual. Just as in certain cases, 
photogenic or audiogenic epilepsy will result 
from epileptogenic processes localized to the 
corresponding cortical areas, one could con- 
sider the possibility of the existence of an 
“affectogenic epilepsy” when certain cerebral 
structures are involved. The disclosure of 
an induced hypersynchrony by sensory, emo- 
tional, and noxious stimuli which we re- 
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viewed in one of the preceding sections may 
be particularly significant. 

It is important to mention that such a 
hypothesis does not require that any stimulus 
with an emotional connotation should induce 
seizures in individuals suffering from “af- 
fectogenic epilepsy." The stimulus may be 
highly individualized, indeed may constitute 
a conditional stimulus of certain types of 
affective states which is able to put in motion 
the epileptogenic processes in certain sensi- 
tized structures or dynamic constellations of 
the brains. 


CONCLUSIONS 


1. An elementary seizure discharge is 
characterized by high amplitude, synchro- 
nized activity expressed by interlocking brain 
wave rhythms of different frequencies. 
Among various components of the electrical 
changes associated with convulsions, slow 
waves of polarization may play an important 
role during both ictal and postictal stages. 

2. Rhinencephalic structures show the 
lowest threshold. Their epileptic discharges 
show the most intricate organization. Travel- 
ling slow waves of polarization are very easy 
to induce in the olfactory brain, particularly 
in the Ammon's Formation. Contrasting 
with the complexity and intensity of the elec- 
trical correlates of the seizure discharges, 
there is a meagerness of its "clinical" ex- 
pression in animals in terms of motor ac- 
tivity. Awareness is impaired and certain 
manifestations of emotional disturbances are 
reported. Experiments with ablation and 
chemical stimulation confirm the role of the 
rhinencephalon in emotional control. Ex- 
periments with sensory stimulation which 
reveal a high level of intergration also show 
an unusual reaction of hypersynchronization 
under certain conditions. : 

3. An epileptogenic excitation of a limited 
extent may produce psychological manifesta- 
tions by a dual mechanism: (a) Only partial 
decrease of awareness may be experienced by 
the patient as a threat of ego dissolution and 
thus stir his emotional reactions. (b) The 
involvement of certain specific areas (for 
instance the rhinencephalon) may be ex- 
pressed by disturbances of the emotional 
control. 

4. Emotional stimuli may induce a con- 


jsion through either (a) a creation ofa 
neral excitatory state with an excessive 
imation of either acetylcholine or insulin; 
* (b) a preliminary conditioning of certain 
uli which set up epileptogenic states in 
ose areas of the brain which participate in 
e control of emotional processes (“affecto- 


ic" epilepsy). 
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AN EVALUATION OF CARBON DIOXIDE THERAPY: 


ALBERT A. LAVERNE, M. D., ano MORRIS HERMAN, M. D.? 
New York Crrv 


INTRODUCTION 


Carbon dioxide inhalation therapy has been 
in use at Bellevue Psychiatric Hospital for 
the past 3 years. During this period, we 
have treated approximately 200 patients. 
This is a report on 133 patients whose treat- 
ments have been completed and evaluated. 
We have experimented with different tech- 
niques of carbon dioxide therapy and have 
used these techniques upon a variety of neu- 
rotic disorders. We have also applied them 
to a small group of psychotic disorders and 
a few spastic neurological conditions. 


HISTORY OF DEVELOPMENT 


In 1929, carbon dioxide therapy was first 
reported by Loevenhart et al.(8) with 40% 
carbon dioxide in oxygen mixtures used only 
on psychotics. In 1937, Kerr(2) first re- 
ported the use of 30% carbon dioxide in 
oxygen mixtures on anxiety states in neu- 
rotics. In 1948, Meduna(10) reported the 
use of 2095-3026 CO; in Oz mixtures on a 
larger variety of neurotics. Subsequent 
modifications of Meduna's method, by others 
(17), utilized subcoma doses or introduced 
pure CO, into the breathing bag after 15-20 
breaths of the 20965-3076 mixture to an 
undetermined and unknown concentration of 
carbon dioxide in order to produce a deeper 
coma. The techniques used by the afore- 
mentioned workers may be described as slow 
coma techniques. The carbon dioxide con- 
centration is not higher than 40%, and the 
patient breathes the gas for 20-50 consecutive 
breaths, which produces gradual and pro- 
longed physiological changes lasting from 
induction phase through coma, and finally, 
to the return of full consciousness. For 
example, Meduna's multiple breath technique 
of a 30% CO, in Os mixture requires an 
—_ 
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average of 3 minutes for 30 consecutive 
breaths to produce coma; the return to full 
consciousness requires 2 minutes, for a total 
of 5 minutes. 

In contrast, the rapid coma techniques, 
which were first reported by LaVerne(4) 
in 1952, consist of a higher concentration 
of carbon dioxide, above 40%, usually 70%- 
80% CO; in O; mixtures. These high con- 
centrations of CO, are introduced to the 
respiratory tract suddenly, so that rapid 
changes of brief duration are produced lead- 
ing to subcoma levels and then to the return 
of full consciousness. For example, a single 
breath(4) of 70% CO, in O, mixture 
(single breath technique with breath hold- 
ing) (5), is forcibly inhaled by the patient, 
producing unconsciousness in 8 seconds and 
a return to full consciousness in 22 seconds, 
for a total of 30 seconds. Eight breaths of a 
75% COz-O, mixture (rapid coma multiple 
breath technique) produces a level of coma 
comparable to that produced by 20 breaths 
of Meduna’s 30% CO.-70% O mixture. 


METHODOLOGY 


The techniques employed were exclusively 
the Meduna and the rapid coma techniques. 

Meduna's technique(11) consists of a 
30% CO: in O, mixture for 20-40 consecu- 
tive inhalations preceded by nitrous oxide 
anesthesia (13). 

Rapid coma techniques consist of higher 
concentrations of CO; (70-80%: CO, in 
O, mixture): (1) Single breath technique 
(4); (2) single breath technique with vol- 
untary breath holding(5); (3) multiple 
breath rapid coma technique preceded by 
nitrous oxide anesthesia(5); (4) multiple 
breath rapid coma technique preceded by 
partial nitrous oxide anesthesia (sub-coma) 


es pathological diversity of mental dis- 

orders requires that many techniques be ex- 

plored for therapy. It is known that schizo- 

phrenic and obsessive compulsive disorders 

require more intensive treatment in other 
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biological therapies. The same principle is 
explored by the use of techniques 3 and 4 
of the rapid coma method. 

The majority of the patients in the rapid 
coma series received multiple breath rapid 
coma technique preceded by N: O anesthesia. 

A maintenance therapy group (6) con- 
sisted of those neurotic and alcoholic patients 
who improved on the initial full course of 
treatment, but relapsed with a partial or com- 
plete return of clinical symptoms after cessa- 
tion of treatment. These patients were 
treated weekly with rapid coma technique for 
an indefinite period. 

All patients of the entire study (unselected 
in and outpatients) were given initial psy- 
chiatric and psychological examinations. The 
clinical data were evaluated from informa- 
tion obtained from the patient and his family. 
Clinical evaluations were made at intervals 
during the course of treatment and at termi- 
nation. Psychological re-evaluations were 
made on some patients after termination of 
therapy. Treatments were administered 3 
times per week, up to 100 treatments. Pa- 
tients received up to 2 years follow-up. 

"Types of patients seen were anxiety states, 
conversion hysterias, phobias, psychosomatic 
disorders, neurotic alcoholics, neurotic homo- 
sexuals, and obsessive compulsive states. A 
smaller group of psychotic patients included 
schizophrenics, involutional and psychotic 
depressions. A group of 5 cerebral palsy 
patients, between the ages of 8 and 16, and 
2 dystonia musculorum deformans patients 
were also treated. 


RATIONALE OF CARBON DIOXIDE THERAPY 


The mechanism of action of carbon di- 
oxide therapy is unknown. Various theories 
have been postulated by Loevenhart(8), 
Meduna(12), and others. Both physiological 
and endocrinological mechanisms have been 
suggested. According to Lorente de No(9), 
carbon dioxide produces the following 
changes in the central nervous system: in- 
crease in membrane potential increase in 
the threshold of stimulation, increased ability 
to release energy, decrease of fatigability, 

According to the reverberating circuit 
theory of Meduna (11), carbon dioxide in- 
creases the threshold of stimulation of every 
nerve cell in direct proportion to the loga- 
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rithm of the concentration of carbon dioxide 
inside and outside the cell membrane. Carbon 
dioxide thus removes the stimulus which has 
set the reverberating circuit into action, that 
is, the feed-back mechanism, and thus re- 
stores homeostasis. 

According to Schmidt (16), carbon dioxide 
has a specific vasodilator effect on cerebral 
vessels. Of a large variety of agents which 
have been found capable of dilating cerebral 
vessels, carbon dioxide produces the maximal 
intracranial dilatation. 

Schaefer(15) has demonstrated stimula- 
tion of the pituitary and adrenal glands in 
animals when exposed continuously to higher 
concentrations of carbon dioxide. 

According to LaVerne(5), in rapid coma 
techniques, the high concentrations of carbon 
dioxide introduced suddenly to the respira- 
tory tract and circulation precipitates an in- 
tense stress reaction, stimulating the body 
defenses into action. Furthermore, the 
physiological change is so rapid that the 
resistance of the body tissue to carbon di- 
oxide is minimized. 

According to Gellhorn(1), high concen- 
trations of carbon dioxide reduce the ex- 
citability of the hypothalamic-cortical system, 
which may account for the reduction of emo- 
tional responsiveness in the psychoneurotic. 


OBSERVATIONS AND PRECAUTIONS 


The use of at least 20% to 30% oxygen 
in the carbon dioxide mixture of rapid coma 
techniques is recommended. This is an added 
safety factor, since the therapeutic difference 
between 70% to 80% and that of 95% 
carbon dioxide concentration is insignificant. 

Physiological Sensitivity. Respiratory 
Sensitivity to carbon dioxide occurs in some 
patients and may be characterized by the 
development of apnea after inhalation of 
the first carbon dioxide breath, Several other 
patients demonstrated this type of respira- 
tory sensitivity. In view of this type of reac- 
tion, we suggest that this pattern of response 
to carbon dioxide treatment be added to the 
list of contraindications for treatment. 

Cardiovascular Sensitivity—The mani- 


3 This should not be confused with transition 
apnea which occurs at the initiation of the first car- 
bon dioxide breath, nor with hyperventilation apnea 
which may occur towards the end of treatment. 
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festation of transient cardiac arrhythmias 
immediately following treatment is observed 
in approximately 15% of all patients with 
any form of carbon dioxide therapy ; changes 
in the cardiac rate or extrasystoles are not 
uncommon. However, the more serious 
arthythmias or heart block would constitute 
contraindications for carbon dioxide treat- 
ment, In the presence of the less serious 
arrhythmias, the therapist is cautioned to in- 
duce only light physiological levels of coma. 

We are undertaking a study of cardiac 
function during and after carbon dioxide 
administration in its various techniques. In 
the series of patients thus far studied, there 
was no evidence of increase in intrinsic ven- 
tricular irritability. Evidence of transient 
alteration of the sino-auricular mechanism 
was manifested by: (a) development of rela- 
tive sinus tachycardia, or sinus arrhythmia 
during treatment, in approximately 6096 of 
the patients; (b) auricular premature con- 
tractions in 15% of the patients; (c) slowing 
of the heart rate or relative brachycardia in 
about half of the patients, All of these 
changes are benign and reversible. 

An electrocardiogram should be a routine 
procedure as part of the medical examination 
prior to initiation of treatment in order to 
85 adequately rule out cardiovascular dis- 

ase, 

Contraindications.—These are severe hy- 
pertension, active pulmonary tuberculosis, 
cardiovascular heart disease, severe emphy- 
sema, acute allergic respiratory reaction, and 
respiratory or cardiovascular sensitivity to 
catbon dioxide and/or nitrous oxide. 

No irreversible toxic effects have been 
noted in over 50,000 carbon dioxide treat- 
ments, utilizing the various techniques, ex- 
cept one fatality which occurred soon after 
completion of treatment, and in which the 
direct cause of death was not ascertained, but 
appeared to be cardiac in nature. 

Complications. One alcoholic patient, 
treated with the Meduna technique, developed 
severe bilateral subjunctival hemorrhages at 
the fifteenth treatment, requiring cessation 
of therapy. This complication resolved with- 
Out residua after 2 weeks. 
ue 3 neurotic patients, treated with the 
3 una technique, anxiety developed into 

Panic state bordering on acute psychosis, 
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and in another neurotic patient, such treat- 
ment precipitated a gross psychosis after the 
twentieth treatment. 

Two borderline psychotic patients treated 
with the single breath technique of rapid 
coma were precipitated into gross psychoses, 
one after 5 treatments and the other after 20 
treatments. 

Transient irregularities of the pulse were 
found in approximately 15% of the total 
series and were slightly more frequent with 
rapid coma techniques. 

Treatment anxiety is a complication which 
is not too infrequently associated with all 
techniques of carbon dioxide inhalation 
therapy. It may be considered to be a form 
of sensitization of the body to carbon di- 
oxide which may occur at any time during 
a series of treatments with both conventional 
methods of Meduna and rapid coma tech- 
niques. It is important to differentiate this 
treatment anxiety from anxiety caused by the 
irritative effects of higher concentrations of 
carbon dioxide upon the mucous membranes 
which produces the sensation of suffocation 
and is frequently encountered at precoma 
levels. 

This treatment anxiety may frighten the 
patient away or produce an exacerbation of 
the clinical symptoms with a superimposed 
anxiety. In any event it often results in a 
treatment failure. It requires considerable 
skill of the therapist in management. We 
have not been able to prevent entirely this 
complication, either by avoiding overtreat- 
ment, or by the use of nitrous oxide induction 
anesthesia as recommended by Meduna; 
however, we have frequently succeeded (7) 
in alleviating it sufficiently to enable the pa- 
tient to complete treatment. As the deeper 
physiological levels of carbon dioxide therapy 
are achieved, treatment anxiety tends to be- 
come greater. 

The therapist should avoid the production 
of deep or prolonged physiological levels of 
coma or convulsions since this increases 
treatment anxiety and may add to the physi- 
cal hazard of treatment. 

The diagnosis of treatment anxiety and 
its management are essential to the armamen- 
tarium of the carbon dioxide therapist, and, 
if neglected, may frequently make the “cure” 
worse than the disease. Undoubtedly, many 


IIo AN EVALUATION OF CARBON DIOXIDE THERAPY 


carbon dioxide failures could have been 
avoided had the therapist been aware of the 
significance of treatment anxiety. The man- 
agement of treatment anxiety is directed 
towards its desensitization. 


RESULTS 


The criterion for clinical improvement 
used in this study was the alleviation of 
primary symptoms to the extent that the 
patient was no longer incapacitated. Those 
patients who did not return to complete 
their series of treatments were computed 
as treatment failures in both the Meduna 
and the rapid coma studies. This group 
comprises approximately 20% of the com- 
bined series. 

Meduna Technique.—(1) Of 50 patients 
treated with the Meduna technique (30%: 
CO2-70% Oz), 28 represented types that 
Meduna recommends for CO, therapy. Six, 
or 22%, of these 28 patients improved clini- 
cally and maintained improvement up to 18 
months. 

The breakdown of these 28 treated cases 
is as follows: 9 anxiety neuroses (3 im- 
proved); 9 alcoholics—neurotic (1 im- 
proved); 5 conversion hysterias (2 im- 
proved); 1 stammerer (no improvement); 
2 neurotic homosexuals (no improvement); 
2 neurotic depressions (no improvement). 

The breakdown of 22 treated cases that 
Meduna does not recommend for CO; 
therapy is as follows: 7 obsessive compulsive 
neuroses (none improved) ; 3 drug addicts— 
psychopathic type (none improved); 1 psy- 
chotic depression (no improvement); 4 
schizophrenics (none improved) ; 5 cerebral 
palsies (none improved) ; 2 dystonia muscu- 
lorum deformans (none improved). 

Rapid Coma Techniques.— (7096-8095 
CO; in O; mixtures). Of 92 patients treated 
with rapid coma techniques, 50 represented 
types that are recommended by Meduna for 
CO, therapy. Twenty-five, or 5095, of these 
patients improved clinically and maintained 
improvement up to 18 months. Seventeen 
of this latter group were patients who had 
previously been treated unsuccessfully with 
the Meduna technique. 

The breakdown of the 50 treated cases 
is as follows: 16 anxiety neuroses (rr im- 
proved); 13 alcoholics—neurotic (3 im- 
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proved); 4 neurotic depressions (2 im- 
proved); 4 stammerers (2 improved); 9 
conversion hysterias (5 improved); 2 drug 
addicts—neurotic (1 improved) ; 2 neurotic 
homosexuals (1 improved). 

Of 42 patients treated with rapid coma 
techniques, who were types that Meduna does 
not recommend for CO, therapy, the break- 
down is as follows: 15 obsessive compulsive 
neuroses (7 or 47% improved clinically and 
maintained improvement for up to 24 
months); 2 psychotic depressions (1 im- 
proved for a follow-up of 4 months); 24 
schizophrenics (8 or 33% improved clinically 
and maintained improvement up to 18 
months). The best response was noted in 
the confused, agitated, and paranoid types, 
whereas, the poorest was in the catatonic 
type of schizophrenia; 1 cerebral palsy (no 
improvement). 

In the maintenance therapy group (treated 
with rapid coma techniques) of 25 neurotic 
patients, 16 or 64% improved clinically up 
to a period of 1 year. The breakdown of 
these is as follows: 8 anxiety neurotics (7 
improved) ; 1 neurotic depression (no im- 
provement) ; ro obsessive compulsive neu- 
roses (4 improved) ; 5 conversion hysterias 
(4 improved); 1 neurotic homosexual (im- 
proved). Of 25 alcoholics (neurotic), 11 
or 44% improved clinically for a period up 
to 18 months. 

The maintenance therapy groups repre- 
sented patients who improved with the initial 
routine course of carbon dioxide therapy, 
but relapsed soon after cessation of treat- 
ments. This type of patient therefore must 
receive the weekly administration of carbon 
dioxide for an indefinite period in order to 
remain in relative remission. i 

Controls.—All control patients were even 
20 treatments with a mixture of 95% nitrous 
oxide spiked with 5% carbon dioxide for 
less than one minute until coma was induced. 

In the neurotic group (excluding obses- 
sive compulsive), 2, or 10%, of 20 neu- 
rotic patients improved for a 6-month follow- 
up. The breakdown is as follows: 5 anxiety 
neuroses (no improvement); I neurotic de- 
pression (no improvement) ; 5 alcoholics— 
neurotic (none improved); 8 conversion 
hysterias (2 improved) ; 1 neurotic homo- 
sexual (no improvement). In 5 obsessive 
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compulsive neuroses there was no improve- 
ment; in the 5 schizophrenics, no improve- 
ment. These included paranoid, catatonic, 
and mixed varieties. 


REMARKS 


1. A considerable number of carbon di- 
oxide treatments is required to produce an 
actual clinical remission regardless of the 
diagnosis. Except for the occasional patient, 
improvement is slowly cumulative, and as 
long as the patient manifests clinical 
progress, however minimal, treatment should 
be continued. 

2, The deeper physiological techniques of 
rapid coma are not recommended since 
they did not enhance clinical improvement 
and are potentially hazardous. 

3. An occasional patient, who could not 
breath the higher concentration of rapid 
coma was successfully administered treat- 
ment with the Meduna concentration. 

4 In schizophrenia and psychotic depres- 
sions, rapid coma should be employed only 
when other biological therapies have been 
unsuccessful. 

, 5 Patients receiving any form of carbon 
dioxide therapy experienced no noticeable 
memory impairment during the course of 
treatment. 

6. In general, the alcoholic patients mani- 
fested the lowest threshold of physiological 
Teaction to carbon dioxide, and schizo- 
phrenics, the highest threshold. 

7. "Subcoma" is the safest and most effec- 
tive rapid coma technique and is exclusively 
recommended for use in preference to the 
other rapid coma techniques. It consists of 
premedication with 4 to 14 grains of Nem- 
butal orally and 1/50 to 1/75 grain atropine 
Sulfate intramuscularly administered 3 hour 
Prior to treatment. The patient then inhales 
about 20 seconds pure nitrous oxide to pro- 
duce only partial induction anesthesia. Eight 
Seconds later he is encouraged to breathe 
deeply 3-5 breaths of 80% carbon dioxide in 
ia mixture. At this point, the patient is 
i: conscious and immediately thereafter 
Xperiences a profound physiological effect. 
bas minutes later, a similar subcoma treat- 

ent is administered to constitute a treat- 
Ment session, 

8. Premedication with atropine is used to 


minimize untoward cardiovascular or respir- 
atory responses, and barbiturates are used 
to control treatment anxiety. Premedication 
as described is recommended for all forms 
of carbon dioxide therapy. 


SuMMARY 


1. One hundred and thirty-three patients 
were treated experimentally with carbon 
dioxide therapy. The Meduna and rapid 
coma techniques were used exclusively. 
Twenty per cent of the patients received 
simultaneous psychotherapy. 

2. Prior to carbon dioxide therapy, one- 
third of all the patients had received psy- 
chiatric treatment unsuccessfully. 

3. The clinical results of rapid coma tech- 
niques were superior to those achieved by 
the Meduna technique; using the Meduna 
technique, 22% of a neurotic group improved 
clinically, whereas, 507% improvement ina 
comparable group was achieved with rapid 
coma techniques. Forty-seven per cent of a 
group of 15 obsessive compulsive neuroses 
improved clinically when treated with rapid 
coma technique. Of a group of 24 Schizo- 
phrenics, 33% improved clinically with rapid 
coma therapy. 

There appeared to be no significant influ- 
ence on the over-all results whether the pa- 
tient had previous or concurrent psycho- 
therapy in relation to carbon dioxide therapy. 

4. Carbon dioxide therapy with the 
Meduna technique was ineffective in treat- 
ment of a group of 5 cerebral palsy and 2 
dystonia musculorum deformans patients. 
One cerebral palsy patient was treated un- 
successfully with rapid coma. 

5. The diagnosis of treatment anxiety and 
its management is essential to the armamen- 
tarium of the carbon dioxide therapist. 


CONCLUSION 


1. We have enlarged the contraindications 
and prerequisites for carbon dioxide therapy. 

2. Since carbon dioxide therapy is not 
without physical hazard if the contraindica- 
tions are not observed, we'recommend that 
such therapy be administered only by a 
physician. 

3. The various techniques of carbon di- 
oxide therapy are relatively safe procedures 
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however, providing the contraindications are 
observed. 

4. It is recommended that carbon dioxide 
therapy be administered only by physicians 
with adequate experience in psychiatric 
discipline, since such therapy is not without 
psychiatric hazard if precautions for selec- 
tion of patients and administration of therapy 
are not observed. 

5. Rapid coma technique is not recom- 
mended as a substitute for the biological 
therapies in the treatment of schizophrenia 
and psychotic depressions. The use of rapid 
coma in this group of disorders is still ex- 
perimental and inconclusive. 

6. The clinical results achieved with rapid 
coma in the obsessive-compulsive and other 
neurotic disorders warrant further investiga- 
tion. 

7. Carbon dioxide therapy is worthy of 
further study in the exploration of new 
techniques and their application to psychiatric 
disorders. 
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DISCUSSION 


Norman R. Rocers, M.D. (Palo Alto, Calif.) 
—Dr. LaVerne’s paper represents primarily an 
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attempt to compare the Meduna technique with his 
own rapid coma technique. There is a remarkable 
discrepancy in the results between the 2 techniques, 
Tn the group of 50 patients treated with the Meduna 
technique only 2296 improved and remained so for 
18 months, while 50% improved with the LaVerne 
technique and maintained their improvement for the 
same length of time. And, incidentally, of those 25 
patients in the latter group 17 had previously been 
treated unsuccessfully with the Meduna technique. 
No attempt has been made to explain this wide 
gap between the results of the 2 techniques. This 
is especially puzzling since Dr. LaVerne does not 
postulate any major difference between the tech- 
nique as to the physiological effects of the gas on 
the central nervous system. 

Another discrepancy is apparent in the low im- 
provement ratio that Dr. LaVerne obtained with 
Dr. Meduna's technique (22%), compared with 
the ratio Dr. Meduna himself was able to obtain 
(better than 60%). I wonder whether these glaring 
discrepancies are not due to differences in the psy- 
chotherapeutic management in the 2 clinics rather 
than in the efficacy of the technique and differences 
in their physiological action. 

The 142 treated patients reported on were matched 
by a control group of only 20 patients, The latter 
were given 20 treatments compared with up to 
100 treatments of the carbon dioxide patients. They 
were followed for 6 months only instead of the 18 
months’ follow-up in the carbon dioxide group. 
Furthermore the nitrous oxide was “spiked” with 
5% carbon dioxide. The central nervous system is 
reported to be highly selective in its takeup of car- 
bon dioxide and it is possible that actually a much 
higher concentration of carbon dioxide in the blood 
was achieved than the 5% in the mixture may sug- 
gest. For these reasons the validity of the control 
group is highly questionable. Dr. LaVerne reports 
on 6 patients with cerebral palsy and one with 
dystoma musculorum deformans treated with carbon 
dioxide; all unimproved. It would be interesting 
to find out the rationale for attempting to treat 
such cases with carbon dioxide. 

In the summary it is mentioned that 20% of the 
patients received psychotherapy. It would be im- 
portant to know how these patients were distributed 
even though Dr. LaVerne felt that previous OT 
concurrent psychotherapy was of no significant 
influence in the over-all results. As a matter of 
fact this has become a point of major disagreement. 
Many of us feel that it is impossible to disregard 
the psychological impact of carbon dioxide, or any 
other form of inhalation therapy for that matter. 
A patient asked to come to a psychiatrist's office of 
clinic 3 times a week, and questioned even briefly 
about his well-being has already interacted with 
the therapist, developed transference, and therefore 
received psychotherapy. If, in addition, that patient 
is being placed on a bed and has a mask put on his 
face and is rendered unconscious, the psychothera- 
peutic impact is considerable. This is magnified to 
a great extent if the patient is questioned, as 15 
customary, as to his experiences while under treat- 
ment. This also may explain the findings in the 
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maintenance group. Those patients improved while 
jn therapy, relapsed when carbon dioxide treat- 
ments were discontinued, but when treatment was 
resumed, improved again and were able to maintain 
this improvement as long as they were receiving 
weekly carbon dioxide treatments, that is as long 
as they were seen weekly, were able to interact 
and permitted to get supportive psychotherapy. 
For these reasons I feel that it would be more 
realistic to attempt to explore the psychological 
implications of carbon dioxide therapy rather than 
to coricentrate on the neurophysiological effects of 
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the gas, which are numerous and often actually 
antagonistic and conflicting. We must not select 
just those physiological effects that fit our hypothe- 
sis and disregard those that invalidate it. 

I do agree with Dr. LaVerne that high concen- 
trations of carbon dioxide introduced into the re- 
spiratory tract and circulation precipitate an in- 
tense stress reaction and mobilize the patient’s de- 
fenses; but I believe that this occurs with any tech- 
nique, and that carbon dioxide stimulates not only 
the defenses of the body, but also, and primarily, 
the defenses of the psyche. 


PHYSIOLOGICAL CONCOMITANTS OF THE PHASIC 
DISTURBANCES SEEN IN PERIODIC CATATONIA : 


A. BONKALO, M. D., J. W. LOVETT DOUST, M. B., AND A. B. STOKES, M. B. 
Toronto, CANADA ? 


Since 1949 there has been in continuous 
existence a kinetic longitudinal study of pa- 
tients with periodic catatonia at the metabolic 
unit of the Toronto Psychiatric Hospital. At 
varying times this investigation has concen- 
trated on different clinical, biochemical, 
endocrinological, and physiological aspects of 
the disease: always it has been orientated 
towards the ideal of a longitudinal type ot 
survey in which interacting variables have 
been observed from day to day over extensive 
periods and the metabolic patterns they have 
assumed correlated sequentially with the 
changing psychiatric pictures. Results tend 
to accrue slowly from this methodology, yet 
they can be obtained in no other way, and the 
natural history of this form of schizophrenia 
lends itself most appropriately to such a plan 
of attack. 

In the past, most reports dealing with 
periodic catatonia have dealt primarily wi 
biochemical studies (I, 4, 5, 6, 7, 8, 24); the 
present communication attempts a correla- 
tion of the phasic disturbance with some 
physiological variables, and notably in the 
twin spheres of electrocortical activity and 
oxygen metabolism. 


CLINICAL MATERIAL 


"Three patients were studied over a 2-year 
period. The precise details of the nursing 
care of patients have already been given(9). 
Briefly, they include careful clinical screen- 
ing of the patients; the ordered regimen of 
their lives, sometimes for years, in the single- 
bed wards of the metabolic unit; their ob- 
servation 48 times over each 24 hours; their 
constant balanced fluid diet, regularly 
checked for its nitrogen content by twice- 
weekly Kjeldahl analysis. 

Of the 3 patients, 2 were males and one 
a female; one was a periodic excitement, the 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 

? From the Department of Psychiatry, University 
of Toronto. 
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others periodic stupors; all belonged to 
Gjessing's "synchronous syntonic" type of 
periodic catatonia(5). All had been in hos- 
pital for at least an initial habituation period 
of 6 months before the recorded physiological 
assessments were begun. In all 3 patients 
concurrent assessments were made of mental 
and behavioral (“psychomotor”) states by 
a combination of individual rating scales, 
the Malamud and Sands (1947) psychiatric 
rating scale, and nurses observations ; twice- 
daily rectal temperatures, pulse rates, and 
blood pressures; daily basal metabolic rate; 
daily body weight and amount of sleep in 
24-hour period; 2- or 3-times-weekly esti- 
mations of the serum protein-bound iodine 
and plasma nonprotein nitrogen ; daily analy- 
sis of the total cumulative urine output for 
volume, specific gravity, titratable acidity, 
chlorides, uric acid, creatinine, creatine, 
amino acid and total nitrogen, 17-ketosteroids 
and adrenal gluco-corticoids ; 3-times-weekly 
measurement of plasma specific gravity, 
plasma proteins, haemoglobin and haemato- 
crit; where indicated extensive determina- 
tions on urinary electrolytes have been car- 
ried out. All results in each patient were 
individually recorded for checking purposes 
and master-charted on giant graphs the 
abscissae of which were the days of the in- 
vestigation and the ordinates were severally 
the many procedures simultaneously in- 
volved. In this way it was possible both to 
Observe the matrix of metabolic happenings 
on any given occasion and also to discern the 
patterns of such happenings against the time 
scale of their occurrence. 


PHYSIOLOGICAL PROCEDURE 


Two principal investigations were carried 
out: an analysis of the electrical activity of 
the brain, as recorded by the EEG, and an 
oximetric study of the arterialized capillary 
blood-oxygen saturation under resting condi- 
tions and under standardized stress condi- 
tions. 

EEG.—Recordings on each patient were 


a dedi 


. Occasionally additional 
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made routinely twice weekly, using an 8- 
channel Grass III Electroencephalograph. 
recordings were 
made to follow critical periods by investiga- 
tions daily or every second day. Standard 
scalp electrode placements were used in bi- 
polar and monopolar combinations. For the 
latter method the ungrounded homolateral 
ear lobe electrode served as a reference 
point. The recordings were analysed by 
visual inspection. Counts and estimates on 
the alpha activity were obtained from mono- 
polar recordings of the left occipital area in 
cases I and 3, and of the right in case 2. 
Alpha rate was obtained by counting the 
number of waves in 10 random 1-second 
intervals, and averaging the results. Alpha 
incidence (the number of alpha waves, alpha 
index or percent-time alpha) was calculated 
according to the method of Davis and 
Davis(2) and Davis(3) and expressed as 
percentage of elapsed time during which 
alpha waves were present in a representative 
30-second sample of recording. Alpha ampli- 
tude was determined by measuring the high- 
est general level of amplitude that appeared 
in regular sequences. 


OXIMETRY 


Daily observations to determine the ar- 
terialized capillary blood-oxygen saturations 
were carried out on each patient by a tech- 
nique of discontinuous spectroscopic oxime- 
try(13,14). The site of examination was 
the histaminized skin of the fingernail fold 
and a series of measurements was always 
taken until agreement between them was 
obtained. Following the resting readings the 
Patient was instructed to hold his breath for 
a standardized fraction of his total breath- 
holding time(23), and a further reading was 
taken as the result of this apnoeic stress 
Procedure. With patient repetition during 
Preliminary work on these subjects it was 
Possible to train them so that their co-opera- 
Hon could be obtained even during their 
Periods of phasic disturbance, The per- 
P of the difference of the resting and 
1 Tess readings, divided by the resting read- 
i "5 gave the “responsivity score," a measure 

the stress response. Precise details of the 
e in this method of oximetry and 
or the results obtained in many varieties of 


A. BONKALO, J. W. LOVETT DOUST AND A. B. STOKES 115 


Psychiatric illness have been extensively re- 
ported elsewhere (14-19). 


RESULTS 


Case 1—Mrs, E. V., aet. 36, is an example of 
the periodic catatonia syndrome with disturbed 
semistuporous exacerbations appearing characteris- 
tically in 3-month cycles enduring for about ro 
days and separated by remission periods of relative 
well-being. 

The EEG findings are fairly definite. Figure 1 
shows some cuts from the serial recordings. Fig- 
ure 2 is a sample chart which includes a stupor 
period. During the remission phases the alpha rate, 
incidence, and amplitude show little fluctuation but 
a moderate amount of low voltage slow activity 
can be noted in the 4-6 c.p.s. range, mostly bi- 
synchronous from fronto-temporal leads. During 
the 2-3 weeks preceding a descent into stupor this 
pattern begins to change: the alpha frequency be- 
comes increasingly variable and showed a gradual 
slowing of .5 to 1 c.p.s.; simultaneously the 4-6 c.p.s. 
theta activity shows an increase both in incidence 
and amplitude. With the onset of actual stupor, the 
alpha rate rises sharply by 1-2 c.p.s. with a con- 
comitant fall of 3096-5096 in the actual amount 
of alpha activity and a reduced amplitude of some 
40-60 microvolts; and along with these changes an 
increase in fast frequencies in the 18-24 c.p.s. beta 
range occurs. Slow activity in the theta range 
remains conspicuous and sometimes increased. Fol- 


Fic. 1.—Case r.—Typical samples of the EEG 
tracing at various phases of the cyclic disturbance. 
Unipolar recordings from the left side. 
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Fic. 2—Case 1.—A 42-day record of variations 
in alpha rate, incidence, and amplitude giving de- 
tail of the changes during stupor. The bottom line 
indicates amount of slow activity: -+ = consider- 
able amount; o= moderate or no slow activity 
during the recording period. 


lowing the cessation of the true stupor, a period 
lasting some 10-20 days intervenes before the com- 
plete return to full remission from the disturbance. 
Accompanying this phase of semistupor the theta 
activity disappears and the alpha rate, incidence, 
and amplitude undergoes a gradual return to that 
typical of the interval period. The onset and end 
of the stupor are sharply delineated by the EEG 
findings while the changes accompanying the pre- 
and poststupor periods blend more gradually with 
the EEG data of the long-term interval. Figure 3 
summarizes the pooled evidence on these findings. 

A rather similar sequence of events was noted 
in the results of the daily monitoring by spectro- 
scopic oximetry. During the remission phases the 
arterialized capillary blood-oxygen saturation lay 
in the low-normal range of 9276-9696 with day-by- 
day variations of 276-370, a somewhat greater 
instability than is customarily seen in healthy sub- 
jects. Characteristically, this resting remission 
baseline endured for some 10-20 days as a "steady 
state" phenomenon and with it a similarly stable 
responsivity score of around o to + 10 suggested 
a reasonably adequate ability to withstand the 
formal stress procedure upon which it depends. As 
with the EEG variables, in the 2-3 weeks immedi- 
ately preceding a stupor this pattern begins to 
change. Both the resting blood-oxygen saturation 
and the stress-score becomes increasingly unstable 
and commence to fall in staircase fashion, the 
former more slowly and obviously than the latter. 
Saturation values of 8876 oxygen are reached before 
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Fic. 3.—Case r.—Analysis of the alpha rate, inci- 
dence, and amplitude. The values of 5 stupor 
phases are separately superimposed so that the 
range of variation at and close to these significant 
periods may be assessed. 


the height of the stupor with a fall to 86% oxygen 
atitstrough. Responsivity scores followed a similar 
pattern but with a slightly different timing; the 
plunge to low values of — 70 or less is a precipitous 
one and its occurrence tends immediately to precede 
the descent into clinical stupor. In the semistupor- 
ous phase of post-true stupor, recovery to remission 
values tends to be much slower in the case of the 
resting saturation levels than of the responsivity 
score. 

Figure 4 indicates a close concordance between 
these physiological changes and the accompanying 
clinical state. In addition to the obvious major 
concomitants of the stupor condition proper, the 
events preceding and succeeding these episodes are 
faithfully mirrored physiologically. With the cessa- 
tion of the 18 days or so of steady state centrally 
placed in the phase of remission, an increasing num- 
ber of irregularities appear in the record: simul- 
taneously the capillary blood-oxygen saturation and 
the alpha frequency become unstable and commence 
to fall progressively while slow theta frequencies 
begin to appear. Along with these changes clinical 
minor upsets begin to disturb the former relative 
serenity of the patient’s mental state. A transient 
irritability, a passing phase of gastric upset with 
some bilious anorexia or nausea, a period of 
querulous and demanding aggressiveness—such in- 
dispositions would not be serious and might easily 
be missed without the daily clinical rating scale 
and observational record. Occurring early in the 
remission phase, they would probably be isolated 
events; when the remission phase is far advance 
they tend to be summative and presage a coming 
fall into semistupor. 
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Fic. 4.—Case 1.—Summary of physiological findings of a typical stupor phase. 
Note the concomitance of the metabolic happenings with the mental state changes. 
The paradoxical increase of the oxygen consumption as the blood-oxygen saturation 
falls may be interpreted as an insufficient homeostatic attempt to overcome the 


anoxaemia and thus prevent the stupor. 
figure and in Fig. 6 by assessment with 


Case 2—Mr. R. H., aet. 25, is an example of 
Synchronous syntonic periodic catatonic stupor. 
The rhythm of disturbance tends to present with a 
1 onset, to endure for 10-day periods, and 
p, be characterized by a semistuporous condition 
lasting 6-10 days before a 4-8 day remission inter- 
Tupts another descent into deep stupor. 
pone EEG findings are less well differentiated 

an in Case 1. The record is uniformly a low- 
voltage one and, for the most part, poorly or- 
0 the alpha incidence is low. On the other 
200 A the alpha frequency changes seem to possess 
nos nite consistency and can be followed with 
0 8 cy reliability. Unlike Mrs. E. Y., the alpha 
dm urns downward at the onset of stupor, reach- 
ju is lowest values during the most profoundly 
quus period. As the level of the patient's 
Sone gradually rises in the following semi- 
0 phase the alpha frequency increases 

KA „ often somewhat steeply, and appears to re- 
eae closely the constant consciousness 
b 0 in this unstable period of homeostatic 

tment (Fig. 5). 
s CORE a much closer concordance with 
is Ese in Case 1 is observed, when allowance 

5 or the altered time relationships involved. 

ERAS is accompanied by arterialized capillary 
5 5 gen saturation falls to from 86%-877% 
290 a ive responsivity scores to from — 40 to 
EA owing apnoeic stress. This anoxaemia re- 

relatively quickly and levels of from 91%- 


The “mental state" is represented in this 
the Malamud and Sands rating scale. 


93% saturation then characterize the semistuporous 
period in which consciousness is a precarious and 
fluctuating condition. In the short few hours of 
adequate awareness in the remission phase the oxy- 
gen saturation might peak at 9376-9676, and the 
responsivity scores vary between + 10 and + 50. 
Some examples of these findings are given in 
Fig. 6. 

Case 3—Mr. W. L., aet. 38, is a borderline 
synchronous syntonic case of periodic catatonia in 
whom variable sequences of catatonic excitement 
represent the type of psychomotor disturbance. 

This patient was the least physiologically stud- 
ied of the group principally because of his lack of 
co-operation during phases of exacerbation. Regu- 
lar observations have however been continuously 
carried out for a period of rather more than 4 
months, including one phase of minor catatonic 
excitement. Throughout the period of observation 
the manifestations of this patient’s disturbance were 
controlled in part by administration of oral thyroid 
extract begun some 27 months prior to his reception 
into the investigation. The EEG record reveals 
that, simultaneously with this period of psy- 
chomotor disturbance, the alpha rate increases while 
the alpha incidence and its afnplitude fall. The 
subsequent restitution of the EEG data coincides 
with the return of the psychomotor state to normal. 
Again the oximetric findings run parallel with those 
of the EEG and mirror the changes in the levels of 
awareness. Resting blood oxygen saturation levels 
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Fic. 5.—Case 2,—Analysis of the alpha rate. Superimposed values for 10 stupor 
and interval phases arranged as in Fig. 3. 
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less 
Fic. 6.—Case 2.—Concomitants of the stupor pat- 
tern in a patient with different time-relationships 
from those of Case 1. 


of from 9376-9576 dropped to from 8976-9270 during 
periods of irritability or excitement, the range of 
the stress responsivity score running between + 10 
and +30, and — 16 to +6 for these times 
respectively. 

Comment.—In all 3 patients in this small 
but longitudinally studied group, a close 
relationship between phasic changes of the 
clinico-pathological condition and those of 
the EEG pattern and of the oxidative meta- 
bolic status was a common finding. Perhaps 
most closely correlated with the conscious- 
ness variations characteristically displayed 
in each patient were the alpha frequency an 
the resting capillary blood-oxygen saturation 
level. That the mechanisms involved are com- 
plex is obvious from the details which differ 
in each case. Accepting these differences as 
representative of individual attempts at 
homeostasis in the face of dysrhythmically 
recurring episodes of stress, some interpreta- 
tion may help to integrate the cases in the 
light of our findings. 

Homeostasis in Case r (Fig. 3) appears 
most satisfactorily achieved in the remission 
phase of the illness. Mrs. E. Y. is relatively 
the least clinically disturbed of the 3 patients 
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and it is noteworthy that her remission 
phases are not only longer but of a better 
quality than those of the other 2 patients. 
This apparent adequacy of adjustment is 
reflected in the relative constancy of both 
the oxidative and EEG data at these times. 
Triggered however by mechanisms at present 
unknown, the biological balance becomes 
unstable at certain periods and, along with 
phasic alterations in the levels of awareness, 
there may be also observed, in the prestupor 
state of progressively impaired equilibrium, 
a disruption of homeostasis which is reflected 
in an unstable, slowing alpha rate, bursts of 
medium to high voltage 4-6 c.p.s. waves, 
and a staircase fall in the capillary blood- 
oxygen saturation. This period of dyshar- 
mony is probably identical with that de- 
scribed by Hill (11) and confirmed by 
Leiberman and Hoenig(12) as occurring in 
catatonia and which is characterized by an 
increased propensity to “epileptiform” dis- 
charge. In the case of Mrs. Y. it apparently 
represents that biological constellation upon 
which a “disturbed phase” of psychomotor 
retardation may develop, the appropriate 
tissue competence” of the experimental em- 
bryologists. With the onset of stupor in this 
patient, the vegetative balance slips markedly 
in an adrenergic direction. The patient be- 
comes tense and anxious, the alpha rate in- 
creases markedly, and the anoxaemia and 
Tesponsivity score plunge to even lower 
levels. It is assumed that this period repre- 
Sents an adaptation failure in the face of 
Stress, in the same fashion as the following 
Poststupor period represents the phase of 
readjustment back to normal. 

By contrast with this pattern, the most 
marked periods of fluctuation seen in Case 2 
(Fig. 5) are found around the end of the 
Semistupor phase. It may be assumed that 
this phase of the cycle represents a period 
Comparable with the prestupor phase of 

ase I. 

At the peak of their clinical disturbance, 
it has been noted that both Cases 1 and 2 
Manifest a stupor in terms of their psy- 
chomotor condition. The former patient be- 
Comes tense, rejecting, irritable, hostile, and 
ae while the latter is mainly docile, 
Placid, and relaxed, vegetating in an all- 
embracing phantasy world of wish-fulfilling 


dreams. This difference may account for the 
antipodal shift in their alpha rates: fast in 
the case of Mrs. Y., slow in that of Mr. H. 
The finding of an increase in the alpha 
frequency during the often violent catatonic 
excitement of the third patient would imply 
the same tendency. 


THE EFFECTS OF THYROID HORMONE 


The patients investigated have been the 
subjects of numerous therapeutic experi- 
ments. In one of these (Case 1) the exhibi- 
tion of thyroid extract by mouth was moni- 
tored physiologically over a period of 10 
months. Figure 7 illustrates a section of this 
observation period and demonstrates a re- 
markable and important finding. 

It shows quite unequivocally that, despite 
the reasonably complete clinical inhibition at 
times when 2 stupor phases were chrono- 
logically expected to appear, the physiological 
changes which had been found normally to 
accompany the stuporous condition still mir- 
rored the cyclic phases of the patient’s meta- 
bolic rhythm, Together with a capillary 
anoxaemia of 87% blood-oxygen saturation, 
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Fic. 7—Case 1—The inhibition of 2 chronologi- 
cally expected stupors by thyroid hormone. 
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the responsivity score fell markedly to —90, 
the alpha incidence dropped from 90% to 
65%, but the alpha rate diminished from 10 
to 8.5 c.p.s. In addition to these changes, 
characteristic variations in the oxygen con- 
sumption and other clinically, biochemically, 
and endocrinologically determined values 
were observed, some of which are recorded 
in Fig. 7. 

Comment.—In the light of this evidence 
it is obvious that none of the physiological 
measures reported in this communication as 
typically accompanying the cyclic mental 
state changes can continue to be so regarded. 
It is, however, also obvious that such meas- 
ures do reflect a most significant series of 
biological happenings in the sphere of rhyth- 
mically determined phasic homeostatic ad- 
justments out of the totality of which the 
minor fluctuations of the mental state must 
be considered a resultant. It is quite possible 
that observations such as these may throw 
future light on the complex metabolic inter- 
relationships accompanying the psychological 
aspects of stress in syndromes other than 
periodic catatonia, such as cyclothymia and in 
the processes contributing to consciousness. 
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METABOLIC CONCOMITANTS OF ATYPICAL 
STUPOR PATTERNS 


Atypical stupors can conveniently be stud- 
ied in patients with the synchronous syntonic 
variety of periodic catatonia since they are 
distinguished by a far more stable rhythm of 
disturbance. In our series, Case 2 was the 
best representative of this variant, and in 
the course of 14 months of study, Mr. H. 
displayed 2 examples of prolongation of the 
stuporous condition enduring for 8-10 weeks 
instead of the 10-day period characteristic 
for him, Figure 8 illustrates the metabolic 
happenings of the second of these prolonged 
disturbances, along with the findings for the 
2 more typical stupors immediately preced- 
ing it. 

The physiological data suggest that this 
prolonged stupor essentially represents a 
series of catatonic stuporous disturbances 
which follow one another with insufficient 
metabolic change during the compressed 
"interval" phases to permit the emergence 
of a clinical remission. Oximetrically, an 
alternation at the tenth, thirty-fourth, six- 
tieth, and seventy-fifth days from the com- 
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Fic. 8.—Case 2.—The psychophysiology of a prolonged stupor. Note that this particular 
stupor may be considered as the compression of some 5 separate disturbed phases which 
exist with insufficient interval between them to permit a “clinical” remission. 
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mencement of the prolonged disturbance can 
be discerned, and these variations may be 
glimpsed as reverberating through some of 
the other modalities of function shown on 
the chart. As with the findings in the more 
typical stupors, the variations seen in the 
prolonged disturbance fluctuate in quality, 
in persistence, and in intensity, their more 
major degrees being separated more widely 
in time than their secondary minor variations. 

Comment.—It is probable that an indi- 
vidually determined degree of tissue pre- 
paredness is needed before a metabolic com- 
plex of change is capable of exerting a 
clinically observable alteration in the psy- 
chomotor state. The natural history of the 
course of periodic catatonia suggests that, 
however regular the timing of the rhythmic 
disturbances, dysphasic happenings will 
gradually summate to throw this timing out 
of phase and thus lead to a temporary (but 
sometimes lasting) period of pattern change. 
It may be that the resultant of this dys- 
thythmia is a prolonged stupor such as has 
been described. It may equally be that a 
condition of relatively permanent catatonic 
stupor will persist, such as is seen in the 
apparently nonperiodic catatonic schizo- 
phrenias. Or it may be that a relatively 
permanent remission from the disorder may 
Supervene. The determinants of such in- 
trinsic pattern changes in an otherwise in- 
exorably phasic disturbance may well be 
extrinsic and dependent upon such well 
Tecognized factors as intercurrent infections, 
shock treatment, and the like. 


SUMMARY 


I. A longitudinal  clinico-physiological 
Study in the kinetic tradition has been made 
on 3 cases of periodic catatonia over a 2-year 
Period. Twice- or thrice-weekly EEG rec- 
ords were analysed mainly for alpha rate, 
Incidence, and amplitude, and for activity in 
other frequency ranges ; daily estimations of 
the capillary blood-oxygen saturation under 

oth resting and stressful conditions were 
made by an oximetric technique; and the 
Tesults of all these measures were assessed in 
terms of objectively recorded changes in the 
Psychiatric state and of other metabolic hap- 
Penings similarly investigated. 
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2. In all 3 patients it was found that, 
starting from a relatively normal baseline in 
the remission phase, fairly consistent physio- 
logical changes occurred with the onset of 
stupor or catatonic excitement. Both the 
EEG alpha incidence and alpha amplitude 
fell sharply and simultaneously with the ap- 
pearance of a disturbed phase, while the 
alpha rate rose steeply in 2 patients and de- 
creased in the third at this time. In the 
periods of semidisturbance, whether these 
occurred before or after actual stupor or 
excitement, intermediate changes were seen. 

3. A similar cycle of disturbance, closely 
corresponding to the changing psychomotor 
state, was noted oximetrically. Stupor or 
excitement was accompanied by capillary 
anoxaemia and a fall in the stress responsiv- 
ity score. Both these variables underwent a 
recovery as the clinical condition remitted. 

4. The metabolic concomitants of atypical 
stupor patterns and of the exhibition of 
thyroid extract were analysed in similar 
fashion and a tentative hypothesis linking 
these findings to the patients’ varied attempts 
to achieve an homeostatic equilibrium in the 
face of stress is offered. 
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DISCUSSION 


I. Boszormenyi-Nacy, M. D. (Chicago, III.). 
There are many ways of observing physiological 
phenomena as they appear in mentally ill patients. 
It is a rather discouraging enterprise to try to 
obtain a synthetic or synoptic picture of all physio- 
logical findings that have been described as observed 
in schizophrenic patients. 

In the overwhelming majority of publications the 
authors correlate their biological findings with a 
category of patients which they or their psychiatrist 
coworkers classify as “schizophrenic.” In very 
few cases is there given any descriptive characteri- 
zation of the cases as to the criteria of the diagnosis 
of schizophrenia. These criteria, however, vary 
among investigator$ and conceivably comprise vari- 
ous conditions even in the same investigator’s ma- 
terial. This circumstance may account for a number 


of conflicting findings concerning the same variables 
in so-called schizophrenic patients. The only way 
of eliminating this danger is to define sharply the 
kind of schizophrenic condition that is meant by 
the respective authors. In many cases the only 
possible way to do so is to give careful description 
of the symptomatology of every patient for the 
existing subgrouping of schizophrenic cases cannot 
be considered as relevant to etiological or biological 
entities, 

The present paper selects a condition, maybe the 
best defined within the schizophrenic spectrum. 
The first fundamentally important observations on 
the metabolic correlates of periodic catatonia were 
published by Gjessing in 1932. He found that the 
nitrogen balance of these patients, if they were kept 
under well-controlled dietary and life conditions, 
showed an isochronous periodicity with the phasic 
changes of clinical disturbance and health. The 
early findings of Gjessing have been confirmed by 
numerous authors in various countries. 

That these cases are hard to find is more than 
compensated by the possibility of using their nu- 
merous healthy interval phases as controls for com- 
parison with the psychotic phases, This, however, 
requires a considerable amount of patience and 
tenacity to maintain the controlled conditions for 
many months and even years until even a small 
number of periodic catatonic cases can be screened 
and adequately observed. For their effort to take 
the high road, the Toronto group should be con- 
gratulated. a 

The authors have been willing to conduct their 
research on new physiological variables while still 
observing those variables which have been described 
earlier. In searching for new correlates and at- 
tempting to relate them to the old, they do a two- 
fold service to science. 550 

It would be interesting to see how the periodicity 
of the EEG changes and of the oximetric changes 
correlate with the fluctuations of the nitrogen- 
balance and of the NaCl excretion. According to 
the most recent work of Gjessing the NaCl excre- 
tion periodicity may be even more closely correlated 
with the clinical periodicity than is the fluctuation 
of the nitrogen retention. d 

The physiological interpretation of the findings 
is hardly possible at the present time. Data 0n 
changes of both observed physiological variables 
may represent indirect signs of rather complex 
biological happenings. An eventual elimination of 
the subjective elements of the oximetric measure- 
ments may in future add to the usefulness of the 
data. While assessing the implications of these 
observations we cannot help but think of the poss" 
bility that physiological differences between the 
healthy and psychotic phases of periodic catatonics 
may bear relevance to the mechanism of other 
schizophrenic and schizophreniform conditions. In 
any case, we look forward hopefully to learn © 
new findings from the Toronto Institute. 


MARGINAL MANPOWER IN THE MILITARY FORCES ? 
CAPTAIN E. L. CAVENY (MO), U. S. NAVY,® WasuiNcroN, D. C. 


In all future national emergencies we shall 
be confronted with the crucial problem of 
manpower shortage. It behooves us therefore 
to be fully acquainted with the significance 
of that problem. Manpower shortage neces- 
sitates the use of marginal or handicapped 
individuals in both military and civilian 
mobilization, and their presence has definite 
repercussions on the structure of any group 
organization. 

The term “marginal manpower” refers to 
individuals who do not measure up to the 
desired standards because of some defect, 
physical or psychiatric. These defects are 
not of sufficient intensity or degree to render 
the individuals true casualties, but do cause 
difficulty in their keeping up with the so- 
called normal individuals. Were there no 
manpower shortage, these individuals would 
not be enlisted into the service. However, 
they are accepted as calculated risks, creating 
added drains on hospital, disciplinary, and 
training facilities. 

It is a commonly held belief that the natu- 
Tal resources and economic reserves of the 
United States are inexhaustible. There are, 
however, certain commodities and resources 
that are always in scarce supply throughout 
the world in time of war. One of these is 
Manpower. Another, even in the United 
States, is that of personal liberty guaranteed 
the individual under the democratic way of 
life, The protection of personal liberty from 
those at home who would destroy it is a 
Problem for the citizenry with their weapon, 
the ballot box. When, however, this posses- 
don is threatened from outside our own 
Country, its protection becomes the major 
military concern. It is from such a threat 
us de country has been conditioned 
— — ont the years to rise to a national 
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emergency, which, in turn, calls for man- 
power in all categories. 

In earlier wars, the presence of marginal 
individuals was far less disrupting and dis- 
turbing to the functioning of a military group 
than today when, in this highly technical and 
specialized age, everyone must be prepared 
to get aboard the mechanical band wagon. 
The marginal man experiences difficulty in 
doing this. There is much difference between 
the intellectual demands made on the foot 
soldiers of a few years back and those made 
today on military service personnel who are 
required to operate the highly technical elec- 
tronic devices used in modern war. By virtue 
of these increased intellectual demands, the 
number of marginal personnel is much larger. 
Still, the marginal group must be used, to 
what extent depends upon the exigencies 
of the situation and degree of manpower 
shortage. 

The marginal man most frequently wants 
to be used. He has as great a sense of patri- 
otism as anyone else and is as desirous of 
serving his country, whether it be in the 
presence of unconscious anxiety and fears or 
a conscious realization of inadequacy. Un- 
fortunately, the determining factor in the 
successful use of the handicapped person is 
not always proper billet placement, but is his 
conscious or unconscious motivation to serve. 
The experienced medical observer has re- 
peatedly shown that the effectiveness of the 
physically and mentally handicapped indi- 
vidual is primarily determined by his moti- 
vation for further duty. Psychogenic aggra- 
vation of handicaps results in incapacitations 
which cannot be remedied by the strictest 
of discipline or by the best leadership. Thus, 
one of the greatest problems in using the 
handicapped person is to help him live with 
his disability rather than achieve ulterior 
goals through conscious or unconscious ma- 
nipulation of the environment by means of 
his defect. If, however, through a 1 
in” program he can be placed in satisfactory 
e er. he not only will be fulfilling a 
service to his country but will be fulfilling 
a service to his ego. 
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Looking back over the relatively few years 
that psychiatry has participated in manpower 
selection, one is impressed by what appears 
on the surface to be an enormous amount of 
lost motion with relatively little forward 
progress. This appears to be particularly 
the reason why manpower shortage has 
necessitated use of marginal personnel. Psy- 
chiatric undertakings in this area have been 
profitable, however, and current research 
projects are continually bringing forth gains 
that were heretofore hidden. 

Over the past few years the neuropsy- 
chiatry branch of the Bureau of Medicine 
and Surgery has conducted an elaborate re- 
search program pertaining to the selection 
and performance of naval personnel, with 
particular emphasis on the marginal or sub- 
standard group. Thousands of methodized 
objective records of service personnel have 
been scientifically studied and evaluated, and 
many factors have been clearly and con- 
clusively revealed: (1) The desirable ob- 
jective of excluding all men from the military 
service who might become psychiatric casual- 
ties can be done only by excluding too great 
a segment of manpower resources; (2) in 
determining success or breakdown in military 
personnel much greater emphasis must be 
placed on the stresses and supports of the en- 
vironment in which the individual finds him- 
self, rather than on the application of clinical 
concepts to matters of military service, or on 
attempts at paralleling conditions in civilian 
and military life, with, of course, due con- 
sideration to individual personality; (3) use 
of the marginal group is not only feasible but 
necessary when, in such exigent situations 
as war, there is a manpower shortage; (4) 
a “selecting-in” program of service personnel 
is more desirable and effective than a 
“screening-out” program; (5) the presence 
of marginal individuals makes the incidence 
of hospitalization and disciplinary difficulties 
much higher, even though these men meet 
group adjustment standards; (6) there are 
great and hidden costs for additional medical, 
disciplinary, and training facilities demanded 
by this group; (7) statistics are being com- 
piled which furnish a basis for determining 
the feasibility of expenditures for the recla- 
mation of certain types of marginal man- 
power and for determining the point at which 
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it is most advisable to stop; and foremost 
(8) research in this area is a continuous 
process if the military services are to keep 
abreast the current era. From this research 
it is being affirmed that the attitudes, 
thinking, and intellectual preparation which 
may have served well in the past are not 
good enough to serve satisfactorily in the 
future. Requirements demanded of military 
personnel in the coming era will be particu- 
larly exacting. 

Screening at the induction stations during 
World War II was a miserable failure. Even 
though considerably more than a million men 
were rejected for military service because 
of psychiatric defects, there were another 
million who were discharged therefrom be- 
cause of psychiatric conditions. Despite all 
the effort expended and the high promise 
held out for induction station screening, the 
psychiatric incidence rates in the military 
services during that war reached an all-time 
high. Studies following World War II have 
strongly indicated that a large percentage 
of the persons rejected for psychiatric reasons 
probably could have served satisfactorily (1, 
2, 3), while other studies(3) have indicated 
with equal strength that a large number of 
those who were discharged during that war 
probably could have successfully remained. 

A comparison of the rejection rates of 
World War II and the Korean conflict re- 
veals that in recent years there has been a 
more effective utilization of manpower, es- 
pecially with respect to marginal individuals 
(Fig. 1). Psychiatric rejections for the mili- 
tary service in World War II, 1942-45, ac” 
counted for approximately 24% of all medical 
rejections, as opposed to 12.8% during the 
Korean incident, 1950-53. Of the total Navy 
and Marine Corps medical discharges for the 
same periods, the psychiatric percentages 
were 34% and 38% respectively. This means 
that during the process of absorbing 11.2% 
more  psychiatrically-marginal individuals 
during the Korean incident years, the dis- 
charge rate was increased by only 4%. The 
remaining 7.2% completed a normal period 
of naval service, even though exerting greater 
demands on medical, disciplinary, and train- 
ing facilities, as reflected in the incidence, or 
hospitalization rate. 

The incidence rate of psychiatric disorders 
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Fic. 1.—Comparison of periods 1942-45 and 1950-53 
as to rejection, discharge, and incidence rates. 


in the Navy for World War II was greater 
than for the Korean conflict, even though in 
the latter, there was an increase of 11.2% 
of psychiatrically marginal personnel, There 
are some variations in the type of disorders 
for the 2 periods, which are largely explained 
by the change in the armed services nomen- 
clature instituted in 1949. The new nomen- 
clature gives greater leeway in the use of 
the character and behavior disorders, as well 
as containing the diagnostic title, “Acute 
Situational Maladjustment,” both of which 
absorbed a considerable number of the other- 
wise would-be psychoneurotic diagnoses. 
Still, the total difference was relatively small, 
15.1 as against 13.5 per 1,000. 

With the recent 50% reduction in psy- 
chiatric rejection rate during the Korean 
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period, had it not have been for a more effec- 
tive selection program at the various Navy 
and Marine Corps training centers, the in- 
cidence rate for mental illness would prob- 
ably have surpassed that of World War II. 
This “selecting-in” program, however, per- 
mits the screening-out of the unfit after a 


. trial at duty under observation and supervi- 


sion, and after demonstrating an inability to 
perform, rather than on snap decisions at in- 
duction. World War IIwas an all-out patriotic 
effort, while the Korean incident was frankly 
considered an “unpopular war." The latter 
conflict was carried on under a personnel ro- 
tation policy of 2 years’ active duty, with the 
economic, scholastic, and other rewards of 
the G. I. Bill constantly confronting the in- 
dividuals at the completion of that period. 
Such factors as the rapid turnover of per- 
sonnel and the second war being fought in 
the same generation soon brought about a 
depletion of the available manpower pool 
which necessitated the lowering of enlistment 
and induction standards, and the early uti- 
lization of substandard or marginal per- 
sonnel, While both the physical and mental 
standards were lowered, the effect was pri- 
marily that of bringing into the service a 
greater number of the psychiatrically sub- 
standard group. When it is necessary to 
lower the physical and mental standards for 
the military service, repercussions are rapidly 
felt throughout, especially with respect to the 
hospital admission rate. 
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During the depression period of 1936-40, 
the military services had a very high degree 
of selectivity, both as to intellectual and 
physical standards. The period 1947-49 con- 
tinued as inflation years and the rewards in 
civilian life and from the G. I. Bill of Rights 
rendered military employment undesirable 
(See Fig. 3.) 

Earlier manpower research in the Navy 
was limited primarily to selection procedures 
for individuals most likely to function ef- 
ficiently under stresses of wartime conditions. 
That program was directed at a more effec- 
tive elimination or “screening-out” process, 
At that time, the major concern in the utiliza- 
tion of the marginal group had to do with 
the individual’s ability to successfully com- 
plete a so-called normal period of duty with- 
out breaking down. Surprisingly, little at- 
tention was paid to the quality of service 
rendered. Today, research emphasis is on 
determining a method not only of “screening- 
out” more effectively and less wastefully the 
individuals likely to break down, but of “se- 
lecting-in" all personnel for a type of job 
assignment whereby an adjustment to mili- 
tary life is more readily and firmly facili- 
tated, and with the highest degree of ef- 
ficiency. 

This “selecting-in” program is conducted 
at the Naval and Marine Corps training 
centers where the recruit spends the first 11 
weeks of his military life. It is in this setting 
and while on a duty status that he is observed 
as to behavior and performance. The effects 
of the various stresses and supports of the 
environment at this stage are paramount in 
determining the future success or breakdown 
of military personnel. If the selectee does not 
measure up to the accepted standards, and a 
satisfactory assignment on limited duty seems 
out of the question, disposition is then accom- 
plished on the basis of something more than 
a “guess.” Studies(3) have revealed that 
there should be less emphasis on the applica- 
tion of clinical concepts to matters of military 
service and on attempts at drawing too strong 
a parallel between conditions in civilian and 
military life. 2 

In the recruit training center, even though 
every effort is exerted in extending emo- 
tional support to the individuals in their 
newly acquired military environment, there 
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Fic. 4—Length of service and local action dis- 
charge rate for psychiatric and physical disorders 
for all recruits in a one month period August 1952. 


still persist various unavoidable stressful sit- 
uations. A study of the discharge and length 
of service rates over a period of time for 
any particular group of recruits will show 
results very similar to those in Fig. 4. 

Within the first few days in their new 
environment the majority of physical defects 
are discovered and eliminated. Psychiatric- 
wise, essentially all individuals are placed on 
duty and it is then, from a period of observa- 
tion of their behavior and performance, that 
the majority of psychiatric conditions are 
discovered. During this particular period, 
other physical conditions are brought to light 
through organ responses to emotional stress 
encountered. This is portrayed in Fig. 4 by 
the second elevation on the physical line. 
Assuredly, even under the best of conditions 
and concerted efforts, there is considerable 
stress encountered in the early days of mili- 
tary life. For an 18-year-old person to be 
suddenly uprooted from his home and his 
self-created environment—one that is so well 
typified through the appearance and sanctu- 
ary of his own personal room—and with 
equal suddenness to find himself many miles 
away in the midst of total strangers, stripped 
of all individuality, even to the extent of only 
a towel wrapped around his midsection going 
through an examining line at a recruit train- 
ing station, is definitely stressful. 

Illiteracy, a term which remains ill-defined, 
constitutes a distinct problem (Fig. 5). In 
World War II, 3.4% of all recruits were 
considered as illiterate, that is, they had not 
achieved the performance level of a fourth- 
grade education. This large group, however, 
averaged an exposure to schooling through 
the fourth grade. From this 3.4% illiterates, 
there came 9.6% of all disciplinary cases, 
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Fic. 5.—Illiteracy in recruit training. 
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and 20.7% of all unsuitability discharges. 
Today, the lack of an opportunity to obtain 
| an education is less prominent in illiteracy, 
while such factors as emotional disturbances, 
lack of motivation, and psychiatric illness 
are more prominent. Illiteracy is not infre- 
p diagnostic of personality disorders 
4). 

A comparison study was made of a group 
of marginally adjusted individuals with a 
control group of normals (Fig. 6), both 
successfully completing a period of 14 years 
of naval service(5). These cases were origi- 
nally studied by the psychiatric unit of the 
|j same training center and evaluation of each 
case was concurred in by at least 2 psychia- 
trists. This survey reveals that despite the 
successful completion of 14 years of duty 
the marginal group had a much higher inci- 
dence of hospitalization and disciplinary dif- 
ficulty. 

In the calender year 1948, about 1.6% of 
all incoming recruits were recommended to 
the aptitude boards by the psychiatric units 
for discharge from the service. The boards, 
Which are administrative and operated by 
line officers, did not concur in about 10% 
of the referrals, or 217 cases, and returned 


N Classification 
79 Normal controls 


65 Neurotics 
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28 Alcoholics N W 222 
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% Hospitalized 


them to duty. A detailed follow-up (Fig. 7) 
study of each of the 217 cases was carried 
out over the entire 3-year period that fol- 
lowed(3). 

One half of these individuals, 108, com- 
pleted the 3-year period, but not one made an 
advancement to a petty officer rate. The other 
one-half, 109, was discharged with an aver- 
age of only 9 months’ service; 34 receiving 
medical discharge for psychiatric conditions, 
averaging 78 days each on the sick list and 
accumulating multiple disciplinary offenses; 
the remaining 75 receiving administrative 
discharges for one reason or another. Space 
does not permit consideration of details of 
the cost involved with this group of 217 in- 
dividuals ; however, if the 109 had been dis- 
charged at the time of medical recommenda- 
tion, the approximate cost would have been 
6,000 dollars as compared with a fairly ac- 
curate estimated cost of 36,000 dollars at the 
actual time of discharge following 9 months 
service. 

In the utilization of marginal manpower 
we are deliberately taking more calculated 
risks, which means increased costs through- 
out, and all of which comes from the tax- 
payers’ pocket. Thus, in times of manpower 
shortage, when the use of marginal personnel 
is inevitable, it behooves us to be prepared 
to employ this group to the greatest ad- 
vantage with the least expenditure and dis- 
ruption. This can be done only by long-range 
planning on the assumption that in all sub- 
sequent national emergencies the marginal, 
substandard, or handicapped individuals will 
be utilized. A sound nationwide mental 
health program will not only decrease the 
number of marginal personnel in the man- 
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Fic. 6—Comparison study of marginally adjusted individuals. 
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Fic. 7.—Subsequent history of 217 recruits sent to duty by administrative boards in nonconcurrence with 
medical recommendations—calendar year 1948. 


power pool, but will greatly benefit all in- 
dividuals in adjusting to the military envi- 
ronment. 

In our constant struggle to accomplish 
broad social aims, let us not forget that there 
is one disaster that we must always guard 
against, and one our country cannot afford 
—the cost that would accrue to us if we lost 
our next war. While other goals may be 
established, the first objective of our country 
is to win its wars. Democracy is a homely, 
personal thing. Education for democracy is 
everybody's business and it requires the 
closest kind of cooperation between the mili- 


tary, the home, the school, the church, and 
the community. 
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SCHIZOPHRENIA IN THE YOUNGEST MALE CHILD OF THE 
LOWER MIDDLE CLASS 


BERTRAM H. ROBERTS, M. D., anv JEROME K. MYERS, Pu. D.? 
New Haven, Conn. 


Since 1866 there have been many studies 
dealing with the relationship between family 
ordinal position and the incidence of mental 
illness (8, 19). The early emphasis placed 
on the difficulties of the only child and the 
first-born engendered a long dispute which 
was terminated with more advanced statis- 
tical techniques when Malzberg demonstrated 
that previous investigators had failed to con- 
sider the prevalency of the first-born in the 
general population(16). With the correction 
of this bias, the previous conceptions were 
largely discredited, leading to the current be- 
lief that ordinal position, by itself, does not 
determine a predisposition to mental illness. 

Accompanying the incidence studies there 
has been continuous interest in the relation- 
ship between ordinal position and various 
traits of personality(12). However, when 
Murphy, et al., reviewed several hundred of 
these studies in 1937, they stated that the 
findings were highly contradictory and non- 
committal, They felt that in the future it 
would be essential to relate the psychological 
study of ordinal position to broader aspects 
of family interaction(20). This policy has 
lead to the separate analyses of ordinal posi- 
tion according to sex, consideration of the 
order and spacing of the siblings, and studies 
of the relationship between the ordinal posi- 
tion and particular family contacts(18). 

A further refinement has come with the 
recognition of the interplay of cultural 
factors in family interaction. For example, 
it has been demonstrated that our concepts 
of normality and preventive child-rearing 
Practices have been influenced by the middle- 
class values of the clinician(13). Several 
important studies dealing with the rearing 
——ů — 
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practices in the social classes of our society 
have shown that there is a wide difference 
between the middle and lower classes(1, 5). 
These trends in ordinal and class studies were 
combined by Sears in 1950 in his conception 
that ordinal position forms the basis of 
familial role differentiation calling forth a 
set of parent-child attitudes and practices; 
this role was then found to vary with the 
social class of the family (27). 

The study to be described is oriented 
within this conceptual framework, as we at- 
tempted to locate a syndrome of conditions 
involving the individual when sex, social 
class, mental illness, and ordinal position are 
controlled. This analysis is part of a larger 
investigation of the relationship between 
social stratification and psychiatric disorder. 
The first phase of the research dealt with the 
treated prevalence of psychiatric disorder 
in metropolitan New Haven. In the second 
phase, reported here, several theoretical ideas 
emerging from the statistical findings were 
explored through a controlled case survey (11, 


24, 25). 


METHOD 


This investigation has been called a con- 
trolled case survey since the cases were se- 
lected in the design of a 4-cell table split one 
way into 2 social classes and the other way 
into 2 diagnostic groups. Fifty cases were 
gathered, of which half were diagnosed as 
schizophrenic disorder excluding the latent 
state, and the other half as psychoneurotic 
disorder, using the latest official nomen- 
clature. From the standpoint of social class 
the cases were drawn equally from 2 non- 
adjacient social classes, class III, the lower 
middle class, and class V, the lower class.“ 


8 The population of New Haven was divided into 
5 classes using Hollingsheat’s Index of Social 
Position which is based upon education, occupation, 
and area of residence. According to this system, 
3% are class I; 89%, class II; 21% class III; 50% 
class IV; and 18% class V. Class III includes 
proprietors, white-collar workers, and some skilled 
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In addition the patients were white, between 
the ages of 22 and 44, and equally divided 
between the sexes, These 50 cases were 
found to constitute a representative sample 
of the total psychiatric population of New 
Haven in terms of religion, ethnic origin 
and exact age distribution. 

The method of inquiry consisted of a 129- 
page schedule of questions built around 14 
areas of interest, including psychiatric and 
medical history, attitude towards psychiatry, 
family dynamics, sexual history, religion, 
ethnic origin, occupation, housing, education, 
recreation, class status, social mobility, and 
social identification. The schedule was con- 
structed so that the questions were directed 
to the informant judged most capable of re- 
sponding. Some items were duplicated to 
check the validity of the responses. Data for 
the schedule were gathered by a team of 
psychiatrists and sociologists in 5 or more 
interviews with the patient, at least 2 mem- 
bers of his family, and the therapist. Also, 
an unstructured clinical interview was con- 
ducted with the patient, and his clinical 
records were abstracted, Finally, Rorschach 
examinations were carried out for 9 patients 
in each class. 

When the interviews were completed the 
raw data were transferred to an assessment 
schedule, and each case was considered en- 
tirely in terms of its own dynamic develop- 
ment(21). In the next stage, the individual 
areas of interest were compared between 
social classes and diagnostic categories, We 
are preparing a monograph dealing with the 
patient’s development in the family; one 
aspect of ordinal position in the family 
structure is presented here and the other 
positions will be described in later Papers, 


FINDINGS 


In reviewing the 50 cases it was found 
that 10 of the 13 males in class III were 
youngest boys, while only 4 of the 13 females 
were the youngest girl. In class V, 4 of the 
12 males were the youngest boy and 3 of the 
12 females were the youngest girl. In this 
paper we are concerned with the ro youngest 


workers; they are mostly high school graduates. 
Class V includes unskilled and semi-skilled laborers, 
who have a grade school education or less, and who 
live in the poorest areas of the community, 


boys in class III, 5 of whom where schizo- 
phrenics and 5 psychoneurotic. 

To explore the conditions surrounding the 
Io patients, data from the assessment sched- 
ules were abstracted under the following 
broad headings: (1) relationship with 
mother; (2) relationship with father; (3) 
relationship with other siblings; (4) contact [ 
with peer groups in the community ; and (5) 
age and stage of assuming responsibility. 
Approximately 50 common phenomena which 
we call attributes were located among the 
5 schizophrenic cases. These attributes were 
then sought among the 5 neurotic cases and 
the remainder of the male cases in the series. 
The reliability of judgments concerning the 
presence or absence of the attributes was 
checked by 4 independent judges. After dis- 
carding 1596 of the attributes, the level of 
agreement between the judges reached 93%. 
The findings are reported in terms of the 
percentage of cases in 4 subgroups: the 
youngest male, class III; other males, class 
III; youngest male, class V ; and other males, 
class V, with the diagnostic dichotomy con- 
tained in each. By comparing these percent- 
ages it is possible to determine whether the 
attribute is related to ordinal position, class 
status, or diagnostic category.* 


The Chi-square test was used to determine 
whether significant differences existed between fre- 
quency distributions. Actual numbers were used in 
the computations, and significance was defined at 
the .05 level. 

Examples of the method of analysis follow. The 
attribute "patient spent more time with the mother 
than did the other siblings” occurred among 90% 
of class III and 100% of class V youngest males. 
However, it was found among only 50% of the other 
males in class III and 25% of those in class 
V. Since there is a significant difference in the 
occurrence of this attribute between youngest males 
and other males regardless of social class status, 
we conclude that the attribute is related to the pa- 
tient’s ordinal position. The attribute “mother h 
mobility aspirations” was found among 100% of the 
youngest and 67% of other class III males, but 
among only 25% and 0% of the corresponding 
ordinal positions in class V. Therefore, this du 
is associated with class III status rather than ordinal 
position. The attribute "father was inadequate 
occurred in the following percentages among schizo- 
phrenic males: youngest class III, 100%; other 
class III, 67%; youngest class V, 100%; other 
class V, 60%. The corresponding percentages for 
neurotics were 33, o, o, and o. Therefore, this at- 
tribute is characteristic of schizophrenics, regardless 
of ordinal or class position. All other attributes 
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Space precludes the presentation of the 
separate attributes ; however, to provide an 
example, one attribute referable to the 
mother will be discussed in detail. This at- 
tribute is “spent more time with the mother 
than did the other siblings.” This was based 
upon the following type of information in a 


. condensed form: in the M Case, the patient 


was considered backward from his early 
years while his mother was very ambitious 
for his progress. Since the siblings were 
more sociable and active in the community 
and the mother extremely devoted to her 
tasks at home, the patient was left with her 
a great deal of the time. In the C Case the 
mother was a very ambitious and aggressive 
person who pushed all of the members of her 
family, especially the patient, who was the 
slowest of the siblings. On these grounds 
the mother was forced to work with him for 
a longer period of time leading to the at- 
tribute. In the I Case the mother was very 
closely attached to the children, being de- 
scribed as perfectly devoted to them. In the 
midst of this situation, the patient adopted 
the role of “his mother’s right-hand man,” 
which was apparently acceptable to her. The 
attribute was derived from such data as ob- 
served in these and other cases. 


THE SYNDROME 


Instead of presenting the remaining attri- 
butes in detail, a summary in the form of a 
Coherent picture will be described represent- 
ing the 42 attributes which were character- 
istic of the schizophrenic cases who were 
class III youngest males. Thirty-seven of the 
attributes were found in 100% of the schizo- 
Phrenic cases and the remaining 5 in over 
60%. A very similar pattern was found in 
the neurotic cases with 31 of the attributes 
Occurring in at least 75% of the cases. Start- 
ing with the attributes referable to the 
Mother, it was found that there was a close 
and distorted relationship with the mother 
Which might be described as symbiotic, al- 
though the mother's reward was not very 
amen. The mother's personality was 

Istinctive as a rigid perfectionist who 


Ms analyzed in similar fashion to determine the 
ge ve influence of ordinal position, social class, 
type of psychiatric disorder. 
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stressed disciplinary compliance. She was 
highly ambitious for her family's social ad- 
vancement in the community. The patient 
spent more time with her than did the other 
siblings and in turn she devoted more atten- 
tion to him. He became conforming to her 
demands and very dependent upon her, even- 
tually assuming her social values as his own. 
As time passed the two formed a diffuse 
temperamental affinity in their emotional con- 
tact. With the onset of the illness, 3 of the 
5 Schizophrenics discarded their mother's 
value system in a brief rebellion. 

In the relationships involving the father, 
there was tension and poor communication 
between the parents. The mother was the 
dominant partner as was clearly demon- 
strated at times of family crisis. In the com- 
munity the father was an unsuccessful man 
who had trouble making friends and getting 
along with people, while at home he was quite 
uninvolved in household activities except as 
the executor of the most severe punishment. 
In the absence of actual achievements he 
tended to stress manly characteristics, espe- 
cially in the demands he made of his slow- 
moving son. Hostility was exchanged be- 
tween father and son as the father excluded 
the patient from his activities and concern. 
On the surface the patient was completely 
obedient to the father, but actually he re- 
jected the father's values; at the last moment, 
however, he grasped for a few fragments 
of the father's characteristics as he descended 
into the illness. 

A comparison of the patient's achieve- 
ments with the older siblings showed that the 
latter were more successful in education, oc- 
cupation, and social participation. In the 
developmental years the patient became sub- 
missive to them and much hostility was ex- 
changed. An exception was found in a. very 
close positive attachment to one sister which 
had a direct sexual expression in a few cases. 

The analysis of his external relations 
showed that the patient lacked intimate 
friends which was quite apparent during 
adolescence when his previous acquaintances 
moved on to wider activitfes. Although he 
belonged to organizations, he formed n 
friendships in them. Over the years, his iso- 
lation increased, as his interests and hobbies 
grew more solitary. Sexual activity was ex- 
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tremely limited since there was little social 
dating or direct heterosexual contact. In 


terms of maturity and responsibility, the pa- 


tient was noticed to be slower and more 
passive than the other children from early 
childhood, a status which was supported by 
illness and other physical handicaps in this 
period. During the school years, the patient 
did not exert adequate effort so that family 
support was continually required. 

This description represents what we have 
called the social syndrome of schizophrenia 
in the youngest male of the lower middle 
class. However, the general trend towards 
interpersonal isolation with increased with- 
drawal was found to be a characteristic of 
the entire series of schizophrenic and neu- 
rotic patients. 

The next stage in the analysis was to de- 
termine whether the attributes were related to 
ordinal position, social class, or schizophrenia. 
The patient's position as the youngest male 
child was related to the excessive time spent 
with the mother and the close dependent at- 
tachment which led to the assumption of her 
social values. In addition position seemed 
to account for the close attachment to the 
sister and the inferior, submissive feelings 
directed toward the other siblings. 

Lower-middle-class status was correlated 
with the personality of the mother and the 
inadequacy of the father. Also, the sibling's 
achievements in education and occupation 
were typical of the social class as were the 
organizational activities of the patient. The 
general mobility of the patient's middle-class 
friends contributed to his isolation. Finally, 
the family's awareness of the patient's pas- 
sivity seems to be a type of perception 
limited to the middle and upper classes. 

It will be recalled that the syndrome was 
largely applicable to both schizophrenic and 
neurotic patients, but more intact in the 
schizophrenic. In comparing these 2 groups 
it was found that the characteristics of the 
father constituted a decisive difference in that 
his lack of participation in the home and 
hostile expression were much more apparent 
in the schizophreflic cases, Furthermore, the 
schizophrenics made only a preliminary ap- 
proach to heterosexual relations. Finally, 
there was considerable difference in their 
achievement as compared with their siblings, 


^ 


since the patients never became established 
in adult pursuits. 


Discussion 


Since the syndrome merely represents an 
attempt on our part to establish a coherent 
logical connection between the attributes, an 
effort was made to locate comparable studies 
in order to assess the relevancy and im- 
portance of this picture. 

In 7 studies we found descriptions which 
bear a close resemblance to our group, the 
most extensive being David Levy’s mono- 
graph on the overprotective mother. To select 
a few points of similarity, he stated that 
these mothers had a personality resembling 
an obsessive neurotic. He described the 
parents’ lack of a shared social life and the 
wholesale isolation of the patient.(15). 
Tietze mentions the overprotective perfec- 
tionism of the mother, the compliance of the 
son, and his close attachment to an elder 
sibling. She also stresses the general in- 
adequacy of the patient’s heterosexual de- 
velopment(28). McKeown found an an- 
tagonistic-demanding relationship with the 
father who stressed athletic and occupational 
achievement while the mother failed to pro- 
vide adequate support for the child through- 
out his development(17). One-half of the 
children whom Kasanin found were later to 
become psychotic had been considered queer, 
peculiar, and passive in their early years, 
calling for the protective solicitude of the 
mother and older siblings(13). Bowman 
found that there was a great distance between 
the patient and the other siblings with the 
exception of 1 or 2 close attachments. He 
also remarks on the patient’s increase of 
solitary reaction in adulthood(4). Gerard 
and Siegel stressed the dependency and gen- 
eral incapability of their patients of accepting 
adult responsibility. The mother was the 
dominant person in the family and the 
father weak, immature, and passive(9)- 
Reichard and Tillman found that the mothers 
of schizophrenic patients who were overtly 
rejecting or smothering were married to men 
who were quiet and ineffective. A separate 
category was established for domineering 
sadistic fathers whom they called schizo- 
phrenogenic. They found, as in our study, that 
the family conditions were more severe in 
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the schizophrenic cases than in the neurotic 
(26). This cursory review of the literature 
represents a very small fraction of the find- 
ings of these studies. From this comparison 
we conclude that the syndrome we described 
conforms with an evolving delineation of the 
social-personal relations concomitant with the 
development of schizophrenia in male pa- 
tients. 

Within this syndrome it is now our task 
to consider the significance of the variables 
held under control: ordinal position, social 
class, and diagnosis. The previous studies of 
the families of schizophrenics made very 
little mention of ordinal position, with the 
exception of Gerard and Siegel, who stated 
that their patients generally held a special 
position in the family referring in part to 
ordinal status(9). Our findings indicate that 
the intensity and extent of contact with the 
mother were supported by the ordinal posi- 
tion as the mother seems prone to act in a 
protective manner when she observes slow- 
ness and passivity in her youngest boy. Also 
it might be expected that the youngest boy 
will have submissive and inferior feelings for 
his older siblings at some stage of his de- 
velopment; our patients were never able to 
overcome this handicap. 

The significance of social class has wide- 
spread importance in our findings. Early 
studies of mother-child relationships in men- 
tal illness emphasized the rejecting actions 
of the mother, but as stated by Meltzer, we 
found that this type of overt aggressive be- 
havior is probably limited to the lower class 
(18, 22, 23). Supporting this we found that 
the mothers in David Levy’s series who were 
overprotective rather than rejecting were 
mainly middle class according to a close ex- 
amination of his sample(15). In considering 
the telationship of social class to the fathers’ 
behavior we found that their failure to ad- 
vance in the occupational and social activities 
of the middle class tended to support the gen- 
eral impression they created of being failures 
as men. Aberle and Naegle have described 
the manner in which middle class fathers es- 
tablish an identification with their sons and 
strive for their advancement; our cases dem- 
onstrate the consequences of the failure of 
this aspiration (2). 

In a negative direction we observed that 
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differences in family interaction based on 
ethnic origin were reduced in the middle 
class as the family presses for assimilation 
into the American system(3). However, 
middle class status does provide the educa- 
tional and occupational objectives of the 
siblings’ superior achievement. Also, middle 
class emphasis on social activities runs con- 
trary to the solitary tendency of the patients. 
Finally, social class was found to be related 
to the perfectionistic disciplinary attitude of 
the mother and her mobility strivings. This 
raises the interesting question of the relation- 
ship between social class and character struc- 
ture as the obsessive character of the mother 
apparently finds this form of expression in 
the middle class where ample time is available 
for household duties and the care of the 
children. 

A comparison of the schizophrenic and 
neurotic patients indicates that there is a 
gradient into the syndrome with more severe 
interpersonal relationships in the schizo- 
phrenics followed by a more regressed 
decompensation. The punitive hostile relation- 
ships with the father was the principal dif- 
ference between these diagnostic categories. 
This is of importance as the paternal role 
is changing with the rising status of women 
and the increase of leisure time bringing the 
father in closer contact with the rearing of 
the children. The remaining findings dealing 
with the sexual retardation and the immature 
social accomplishments of the schizophrenic 
are generally regarded to be secondary mani- 
festations of the disease process. 

We believe that the implications of our 
study with reference to the validity of psy- 
choanalytic theory are minimal, since there 
is very little information dealing with the 
first 5 years when the fixations are believed 
to occur. From Freud’s earliest writings, 
references were made to the consequences of 
the fixations on family interaction, and 
Flugel has expanded this suggestion into an 
integrated picture of family life. We did 
not find any significant conflict between 
Flugel’s theoretical scheme and the syn- 
drome which has been described. Of crucial 
importance to us is his suggestion that a 
parent’s ill-feelings for a child can be con- 
verted into an identification with the child 
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which would explain the mother’s pressure 
on her passive son(7). 

In summary it is our opinion that there 
is sufficient similarity between our cases in 
important elements to support the delineation 
of a social-psychiatric situation. The method 
described has made it possible to isolate 
aspects of the situation related to family 
structure and the social environment. In this 
analysis the unexpected finding regarding the 
role of the father in the schizophrenic cases 
was demonstrated. It is our opinion that this 
set of findings is still the material of hypoth- 
eses calling for further investigation which 
we hope to follow or stimulate among those 
who read this paper. 
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AN EVALUATION OF SUBCOMA INSULIN THERAPY *? 


DONALD C. GREAVES, M. D.; PETER F. REGAN, III, M. D.; New York Ciry; AND 
MAJOR LOUIS J. WEST, USAF (MC) 


This presentation will review and evaluate 
subcoma insulin therapy as it has been ad- 
ministered at the Payne Whitney Psychiatric 
Clinic during the years 1942-52. Subcoma 
insulin therapy, which has received its widest 
application in the treatment of schizophrenic 
reactions, has been used here as an adjunct 
to psychotherapy. It seems especially impor- 
tant to clarify the status of subcoma insulin 
treatment, for many reports have suggested 
that insulin coma or “shock” is the treatment 
of choice in these reactions. Unfortunately, 
the numerous reports on the “modified” in- 
sulin treatments fail to give detailed criteria 
which will clearly define the depth of re- 
sponse, thereby making comparison difficult. 

Furthermore, results of therapy have usu- 
ally been analyzed in terms of the number of 
remissions and on short- or long-term follow- 
up studies. The ability of a patient to live out- 
side of a hospital setting or to make an ade- 
quate adjustment in the social milieu to which 
he returns has been the determining factor. 
To the authors these studies seem inconclusive 
for the following reasons: insulin therapy 
is not a specific curative therapy for schizo- 
phrenic reactions. Furthermore, there are 
well-recognized factors which influence the 
prognosis of schizophrenic illnesses, and 
these factors are operative whether insulin 
is used or not. It would seem inconclusive 
to present results of treatment only on the 
basis of eventual outcome of the illness. 

With this background, emphasis is here 
placed on the detailed description of sub- 
coma insulin treatment, with due regard for 
the setting in which it was given and the 
selection of patients who received it. Indica- 
tions and contraindications for the treatment 
are presented and the results of treatment 
are analyzed. 

—— — 

1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
^ 1954. 
eee the Department of Psychiatry, Cornell 
H versity Medical College, and The New York 

ospital, Payne Whitney Psychiatric Clinic. 


INSULIN TREATMENT: COMA AND SUBCOMA 


Most authors, in a wealth of literature, feel 
that there is a positive correlation between 
the depth of the insulin treatment and a 
favorable response. This has led to an almost 
universal advocation of the use of deep in- 
sulin shock or coma insulin treatment in 
schizophrenia. Coma is defined as the state 
of hypoglycemia in which there is no re- 
sponse to outside stimuli. It is usually 
reached during the fourth hour of hypo- 
glycemia and after brief initial periods it is 
later extended to one hour or longer. With 
coma, a series of neurological signs appear 
in fairly constant progression, as described 
by Frostig(r), Himwich(2), Kalinowsky 
and Hoch(3). 

As opposed to the accepted definition of 
coma, the concept of subcoma insulin therapy 
is not clear. At the Payne Whitney Psychi- 
atric Clinic, the therapeutic level of subcoma 
insulin therapy is a deeply stuporous state, i. e., 
the “precoma” phase of clouded conscious- 
ness. This state we define as that level in 
which the patient barely responds to only 
I or 2 strong noxious stimuli, and does not 
respond to any weak stimuli, In reviewing 
the literature, however, one finds such terms 
as “half-coma,” “superficial coma,” “light 
coma,” “sopor,” and “ambulatory insulin 
treatment" (4, 5, 6, 7, 8, 9). All these might 
correctly be termed “subcoma insulin ther- 
apy,” yet they differ widely in dosage of in- 
sulin used, duration of hypoglycemia, signs 
used to indicate depth, mode of termination, 
and results of treatment. In order to avoid 
the confusion caused by nomenclature and 
by reliance on inconstant subjective, auto- 
nomic, motor, or so-called clinical phenom- 
ena, we have defined the effect of insulin in 
terms of the nature of the patient’s response 
to stimuli. The state of responsiveness is 
determined by the applieation at I 5-minute 
intervals of standardized stimuli in the 
auditory, visual, kinesthetic, light touch and 
deep-pressure modalities. These tests can be 
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per formed easily by nurses caring for the 
patient; charting can be done rapidly, and 
the depth of the subcoma reaction demon- 
strated. The desired duration of the “pre- 
coma” phase of subcoma insulin is 45-60 
minutes, and the total treatment duration is 
measured in terms of hours of effective 
treatment. 

This level of subcoma insulin therapy was 
the level desired during the period covered 
by the present study. The objective tests 
were not then in use, however, and the de- 
termination of depth of treatment depended 
on the judgment of the physician in charge. 
For certain brief periods, therefore, milder 
reactions were produced. In general, how- 
ever, treatment has been similar to that cur- 
rently used(10). A usual course of sub- 
coma insulin consisted of 50-60 effective 
treatments. 

Treatments are given in 3-bed dormitories, 
6 days a week. Insulin is injected at 7:30 
a.m. and the treatment is terminated by 
11:30 a.m., using gavage or intravenous 
glucose if the patient cannot drink. Begin- 
ning with small doses of insulin, the dosage 
is increased slowly depending upon the na- 
ture of the patient’s responses. The final ef- 
fective dose ranges between 20 and 200 units, 
with an average between 100 and 150 units. 
Close observation is maintained throughout 
the treatment period. 

The progression of clinical response is 
characteristic, As the first symptoms of hypo- 
glycemia appear, patients display lassitude, 
somnolence, perspiration, salivation, hunger, 
thirst, and hypotonia. Within 2 or 23 hours, 
clouding of consciousness becomes apparent 
and the patient shows thinking difficulty, im- 
paired alertness, and confusion. There are 
perceptual distortions and increasingly in- 
adequate responses to stimuli. As clouded 
consciousness deepens, speech becomes 
slurred and somnolence more profound. 
Motor manifestations vary from mild twitch- 
ing to wild thrashing. Grand mal convulsions 
may occur early or late in the treatment. 
With progressive impairment of cortical 
function, patients "exhibit apraxia, agnosia, 
aphasia, distortion of sense of time and 
space, and loss of speech. There is progres- 
sively less strength of response to strong 
stimuli. Finally, in the precoma phase, the 


patient gives only a minimal, inadequate re- 
sponse to strong noxious stimuli. Insulin 
dosage is adjusted to maintain this state for 
45-60 minutes. The fixed loss of all response 
indicates that coma has been reached, and 
the treatment is terminated for that day. 
Other indications for interruption of treat- 
ment are marked deviation of pulse or blood 
pressure, gross respiratory difficulties and 
grand mal seizures, Where convulsions recur 
frequently, they may be controlled with mod- 
erate doses of phenobarbital. 


SETTING OF TREATMENT AND SELECTION OF 
CASES 


The Payne Whitney Psychiatric Clinic is 
a 108-bed unit of a general hospital. Patients 
are screened and selected from voluntary 
applicants, and at any given time include 
a wide variety of psychiatric and psycho- 
somatic disorders. A broad cultural and 
socio-economic spectrum is encompassed and 
patients vary in age from adolescence to 
senility. Readmissions are rare, and chronic 
cases are seldom accepted. Psychotherapy is 
the primary technique and physical forms of 
treatment are considered adjunctive. Patients 
considered most suitable for subcoma insulin 
treatment were those having psychopatho- 
logic states accompanied by severe anxiety. 
Schizophrenic excitements and panic reac- 
tions were most frequently selected. Manic 
excitements and depressions were considered 
only when anxiety was a prominent feature. 
Psychoneurotic reactions were treated when 
cachexia or debilitation was present, or where 
a thinking difficulty, related to anxiety, made 
psychotherapeutic investigation ineffectual. 
Tn all instances the insulin was employed to 
facilitate exploratory psychotherapy. 

A certain number of cases received both 
insulin and electroconvulsive treatments dur- 
ing their hospital residence. Since certain 
authors advocate the combined use of insulin 
and electroconvulsive therapy in the schizo- 
phrenic patients, it should be emphasized that 
those patients under study, with very few 
exceptions, have received only one form of 
treatment during a single period. Insulin and 
electroconvulsive treatments have not been 
administered on the same day. In the schizo- 
phrenic group, most patients who received 
electroconvulsive treatment had failed to re- 
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spond to insulin alone, or were cases of 
chronic excitements that responded in- 
adequately to other forms of therapy. 


RESULTS 


During the decade 1942-52, 2,460 patients 
were admitted to the inpatient division of 
the clinic. Two hundred twelve (8.6%) re- 
ceived subcoma insulin therapy. The results 
of treatment in 159 patients with schizo- 
phrenic or affective illness are shown in Table 
1. This group comprises all the patients with 
these illnesses on whom detailed records were 
available. Improvement was estimated on 
the basis of the patient’s state at the initiation 
and completion of treatment, utilizing indi- 
vidual psychopathologic examinations, stud- 
ies of behavior, group adjustment, and dy- 
namic progress and understanding. Those 
patients were considered improved who 
showed subjective relief of distressing symp- 
toms, decreased thinking and concentration 
impairment, and less disturbed behavior. 
From Table 1, it can be seen that there was 
definite improvement, permanent or tem- 
porary, in 79.2% of the schizophrenic group 
and 76.9% of the affective group. 

Of the patients treated with subcoma in- 
sulin therapy, 133 were schizophrenic. This 
represents only about $ of the total number 
of schizophrenic patients (446) who were 
admitted during this 10-year period. The 
analysis of improvement of insulin-treated 
schizophrenic patients by diagnostic subcate- 
gory in Table 2 shows that 82.876 of the 
paranoid type improved, 79.0% of the cata- 
tonic type improved, and 73.0% of the re- 
maining types improved. 

Within the schizophrenic subgroups, a 
wide variation in response was found. Thus 
in the paranoid group (Table 3), illnesses 
characterized by acute or subacute disturb- 


TABLE 1 


Per CENT IMPROVEMENT AT TERMINATION OF 
SuncowA INSULIN TREATMENT 


(Diagnostic Groups—1942-1952) 


Sy 8 Per cent 
ea gnostic group Number imp: 

4 chizophrenic reactions ... 133 797 
. Affective illnesses ....... 26 76.9 
Total treated patients 159 
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TABLE 2 i 


Per Cent IMPROVEMENT AT TERMINATION OF 
Suscoma INSULIN TREATMENT 


(Schizophrenic Subgroups—1942-1952) 


Num- Per 
Num- ber cent 
ber of im- im- 


cases proved proved 


Paranoid schizophrenic re- 


actions .... 64 33 82.8 
Catatonic schizop! 

actions 43 34 79.0 
Other schizophrenic re- 

VV 26 19 73.0 
P 133 106 79.7 


ances with marked fear, incoherence, elation, 
or depression had improvement rates ranging 
from 88.2% to 95.0%, while those with a 
gradually developing disturbance had a rate 
of 61.1%. 

In the catatonic group (Table 4) excite- 
ments with severe anxiety had a 100% im- 
provement rate, as compared with 42.8% 
in the excitements where anger was the out- 
standing affective component. In stupors as- 
sociated with fear or depression there was an 
83.3% improvement. 

In the simple, hebephrenic, and mixed 
schizophrenic reaction (Table 5), improve- 
ment ranged from 81.2% to 100% if marked 
anxiety and fear were present. 

In contrast to the schizophrenic cases, pa- 
tients with affective illnesses (Table 6) did 
not do better when severe anxiety and fear 
were present. The predominance of these 


TABLE 3 


Per CENT IMPROVEMENT AT TERMINATION OF 
SUBCOMA INSULIN TREATMENT 


(Paranoid Schizophrenic Reactions—1942-1952) 


Num- Per 
Num. ber cent 
ber of im. im- 


cases proved proved 
Gradual delusional forma- 


tion ones 18 6 6x. 1 
Acute disturbance with de- 
lusions and 
I. Incoherencde 9 8 88.8 
2. Fear and depression. 2 19 95.0 
Acute or subacute disturb- 
ance with delusions and 
marked elation or depres- 
Sion 17 15 882 
Total. 64 53 828 
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TABLE 4 


Per Cent IMPROVEMENT AT TERMINATION OF 
Suscoma INSULIN TREATMENT 


(Catatonic Schizophrenic Reactions—1942-1952) 


Num- Per 
Num. ber cent 
ber of im- im- 
cases proved proved 
Catatonic excitment 
a. Marked depression 
or elation .......... 7 6 85.7 


b. Anger outstanding. 7 3 42.8 
C. Fear and severe anx- 


e 12 12 100.0 
d. No primary affective 
component 1 0 0.0 
Catatonic Stupor 
a. Marked fear or de- 
pression ........... 12 10 833 
Mixed catatonic picture .... 4 3 75.0 
FFC 43 34 79.0 


TABLE 5 


Per Cent IMPROVEMENT AT TERMINATION OF 
Suscoma INSULIN TREATMENT 
(Simple, Hebephrenic, Mixed Schizophrenic 
Reactions—1942-1952) 


ber of im- im- 
P f cases proved proved 
Elation or depression pres- 


ent but not leading ...... 8 4 500 
Anxiety or fear present but 
not leading 16 13 81.2 
Episode of severe anxiety 
BNC fear. ioie riesen aop gia? 2 2 100.0 
otal e Rat asa 26 19 730 
TABLE 6 


Per CENT IMPROVEMENT AT TERMINATION OF 
Suscoma INSULIN TREATMENT 


(Affective Ilinesses—1942-1952) 


i cases proved proved 
Manic excitements 
a, Fear and severe anx- 


iet; Mp V aa 3 2 666 
b. Elation with anger.. 2 2 100.0 
c. Sexual excitement .. 4 4 100.0 
Depressive illnesses 
a. Fear and severe anx- 
iet, aes II 6 545 
b. Marked resentment. 2 2 100.0 * 
c. Panic phase ........ 4 4 100.0 
Total .. 26 20 769 


* Mild improvement. 
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emotions was associated with an improve- 
ment rate of 54.576 in depressed patients, 
and 66.6% in excited patients. Patients with 
elation and anger, sexual excitement, resent- 
ment and panic, however, all responded well, 
It is interesting to note that the degree of 
improvement at the termination of insulin 
treatment did not necessarily correlate with 
the over-all course of the illness. Instead, 
the treatment had been directed at improve- 
ment of a phase of the illness, and results 
reflect its effect on such a phase. Thus, 
among the improved group, 13.8% had re- 
lapsed by the time of discharge from the 
hospital weeks or months later. Similarly, 
22.2% of the unimproved group were sub- 
stantially improved at the time of discharge. 
An analysis of general information about 
the insulin-treated schizophrenic patients 
shows that the improved group had a higher 
number of acute illnesses that were of shorter 
duration than the unimproved group. 


Discussion 


The primary consideration in this review 
has been the effectiveness of subcoma insulin 
as a symptomatic relief and adjunct to psy- 
chotherapy; through the years its use has 
been determined by psychopathology and not 
by diagnosis. In considering the data pre- 
sented, therefore, it should be kept in mind 
that the figures are not directly comparable 
to published results of the use of coma insulin 
therapy(11). The most valid comparison can 
be made in considering the treatment of the 
group of schizophrenic patients. In this 


group of 133 patients, 79.2% received. 


moderate to marked relief of distressing 
symptoms, In most patients, the most dra- 
matic relief was from anxiety with its at- 
tendant concentration difficulties, perplexity, 
confusion, and bewilderment. With such re- 


lief, patients were better able to adjust to the 


social requirements of the hospital and to 


proceed with dynamic psychotherapy in an. 


effort to modify the basic underlying illness. 
Tt is interesting to note that insulin treatment 
did not seem to act so affectively in relieving 
the anxiety associated with manic or depres- 
sive illnesses. 7 
In contradistinction to the immediate 
change produced by insulin treatment, 
many factors in addition to the immediate 
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psychopathologic picture played a role in the 
eventual outcome. Those patients with previ- 
ously stable personality, having an illness of 
relatively short duration and acute onset, re- 
sponded best to psychotherapy and had the 
most favorable eventual outcome. Con- 
versely, patients with insidiously developing 
illnesses of long duration or with unstable 
pre-illness personality, responded less well to 
psychotherapy. In this light, the percentage 
improvement rate at the time of discharge 
is inconclusive in terms of the efficacy of 
subcoma insulin treatment. It is felt that 
presentation of the immediate results of 
treatment, as done here, is important. Re- 
sults are analyzed in terms of actual psycho- 
pathologic change rather than in terms of the 
psychopathologic, social, and cultural factors 
which determine the eventual “ability” of the 
patient to live outside of a hospital setting. 
In brief, insulin therapy, whether coma or 
subcoma, is not a specific therapy for schizo- 
phrenic or affective illnesses, but a useful 
symptomatic treatment ; its effectiveness must 
be gauged by the degree to which it achieves 
symptomatic relief and not on the course of 
the illness alone. 


SUMMARY 


In contrast with the accepted definition 
and efficacy of coma insulin therapy, the 
status of subcoma therapy is still not clear. 
From 1942 to 1952, subcoma insulin therapy 
at the Payne Whitney Psychiatrie Clinic was 
considered to be that which produced a 
hypoglycemia sufficient to cause clouded con- 
Sciousness lasting 45-60 minutes, but stopping 
short of coma. It has been used in the treat- 
ment of 212 patients during this period. 
There was improvement in 79.7% of 133 
Schizophrenic patients, and in 76.9% of 26 
patients with affective illnesses. It appears 
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that, in the treatment of certain psychopatho- 
logic reactions which occur in schizophrenic 
and less frequently in manic and depressed 
patients, subcoma insulin is a useful form of 
therapy. The psychopathologic reactions 
which are affected favorably by this treat- 
ment are catatonic excitements with marked 
fear, depression, or elation; acute paranoid 
reactions with fear, incoherence, elation, or 
depression; schizophrenic episodes of exces- 
sive anxiety ; manic excitements with marked 
anger or sexual excitement; and panic phases 
in depressive illnesses. Catatonic stupors 
with marked fear reacted favorably. It 
should be emphasized that, while many dis- 
tressing symptoms can be controlled or re- 
lieved by insulin, the underlying illness is not 
necessarily altered, 
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VAGOTOMY—FIVE YEARS LATER +? 
WILLIAM M. SHANAHAN, M.D. Denver, Coto. 


This is a report of findings, 4 to 5 years, 
7 months (average 5 years) later, on the first 
25 Chicago area patients completely vagoto- 
mized by Dr. Lester Dragstedt and his staff 
at the University of Chicago. Emphasis was 
put on finding and personally interviewing 
every patient concerned. We were successful 
in 20 instances. Four individuals refused 
to be seen and 1 is dead. We were, how- 
ever, able to secure considerable information 
concerning these latter 5 patients—data con- 
cerning sex, age, marital status, ulcer history, 
physical result of vagotomy, over-all func- 
tional result of vagotomy on each patient, 
personal history, other psychosomatic condi- 
tions, previous psychiatric morbidity, subse- 
quent psychiatric morbidity, ulcer in family, 
and present complaints. The findings seem 
to justify some new conclusions and specula- 
tions, 


MATERIAL 


All 25 patients studied were white; 3 
were women and 22 men. The ages at opera- 
tion ranged from 31 to 64. Eighteen were 
married, 5 were single, 1 was separated, and 
1a widow. Thorough studies were conducted 
preoperatively; both transthoracic and ab- 
dominal approaches were employed surgi- 
cally. All cases were checked with insulin tests 
before discharge and found negative. Tests 
2 years later were positive on one patient, 
implying some vagal intactness and probably 
explaining the recurrence of ulcer with 
gastrectomy elsewhere. 

At the time of surgery ulcer symptoms had 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
7, 1954. 

2 The author is indebted to Dr. Henry Brosin 
for suggestions and encouragemnt in this study. 
He also wishes to acknowledge the consideration 
and cooperation of Dr. Lester Dragstedt and his 
staff in making available to him the clinical ma- 
terial for this study» 

8 Now associate clinical professor of psychiatry 
at the University of Colorado Medical School, Den- 
ver. The work reported here was done while the 

author was assistant professor of psychiatry, Uni- 
versity of Chicago Medical School. 
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been intermittently present from 6 to 20 
years, (average r5 years). In 4 instances 
there was probable ulcer in siblings. Nine of 
these 25 patients were first or only children, 
while 4 were the youngest in the family. 


PHYSICAL ULCER RESULTS 


Dr. Dragstedt and staff have followed 
these cases physically and roentgenologically 
after surgery and before leaving the hospital 
and also at intervals since discharge. In ac- 
cordance with the dictum that with complete 
vagotomy no ulcer is possible, none was 
found. In the 1 case mentioned above, vagal 
function returned and further surgery fol- 
lowed. 


FUNCTIONAL RESULTS 


One does not go far with personal follow- 
up of vagotomy cases before he is struck by 
marked differences in attitudes and feelings 
of different patients concerning the operation, 
the physicians involved, and the hospital. In 
16 cases (64%) we were warmly received 
and easily able to arrange appointments at 
the hospital. These proved to be grateful, 
enthusiastic patients who continue free of 
their disability and now are as productive or 
more so than they have been in many years. 

All these patients were men. They were 
characteristically conscientious, hard work- 
ing, ambitious, and moderately or very suc- 
cessful. Several had taken major family re- 
sponsibility in their teens when the father died 
or had become ill. First ulcer symptoms often 
appeared following the death of the mother 
or the birth of their first or second child. 
Seven (44%) of the 16 patients had had, 
before vagotomy, other psychosomatic illness 
which had not notably changed since. These 
conditions included migraine, asthma, dia- 
betes, impotence, and chronic backache. The 
group presented no outstanding history of 
previous psychiatric disorder. One man ha 
occasional 3-day depressions plus a tic in 
one eyelid, another was explosive and un- 
stable under pressure; a third had, earlier in 
his life, used alcohol to excess for about 5 
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years. Three of the 16 had never married 
but the others gave no history of divorce. 
Over and over they told of long years of 
intermittent pain, preoperatively, partial dis- 
ability, financial and physical worries, dietary 
and social limitation. With active ulcer they 
continued work but were acutely aware of 
decreased capacity and were very sensitive 
about it. Impatience, irritability, quick 
temper, and seclusiveness were common. 
After surgery they felt a new security and 
vigor and became patient, pleasant, and opti- 
mistic. Not one of these 16 men has de- 
veloped any new psychiatric morbidity since 
sutgery—i.e., clinical neurosis, psychosis, 
psychosomatic or character disorder, includ- 
ing alcoholism and addiction. 

One man, heavily alcoholic for years be- 
fore surgery, is reported to have stopped 
drinking and to have done well in every way 
until he died of a cardiac condition almost 
4 years later. 

Eight patients (32%) presented a very 
different picture. Four, 2 men and 2 women, 
were so dissatisfied with vagotomy that they 
refused to be seen at all, even on home visit 
at their convenience. They openly expressed 
considerable hostility and resentment toward 
the hospital and physicians. One was the 
patient whose vagal function returned. After 
surgery elsewhere he is functioning well. The 
other man was a drug addict before surgery 
and has since developed mucous colitis. He 
is doing some work but is a very unhappy, 
hostile individual who continues on opiates. 
So far as we could learn he is not troubled 
with : peptic ulcer. This case raises the 
question of the relationship between intaking 
and discharging vectors in the psychic econ- 
omy. It is possible that since the patient is 
now deprived of the dependency gratifica- 
tions incident to having ulcer the colitis now 
compensates for, or justifies his unconscious 
dependency wishes, In spite of this, these 
Wishes are not being gratified and this con- 
cots to his present hostile and embittered 

S 
n women were housewives who were 
nc to go to work by the death of the 
S eni in one case, and the gross irrespon- 
ii ity of the husband in the other. Shortly 
i er this they developed ulcer. One is now 
Sem-invalid with asthma and hypochondria 
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and the other is a semi- invalid with “weak- 
ness and heart trouble.” 

Of the 4 with unsatisfactory results, only 
one is working and he credits his limited 
capacity to surgery performed elsewhere fol- 
lowing vagotomy. He has alimentary glyco- 
suria, high ambitions, moderate capacities, 
and is not very successful. Of the other 3, 
one is a man of 60 who has had pensionitis 
since his teens and although free of ulcer 
now has a variety of hypochondriacal com- 
plaints. Another is a man who was 64 at 
the time of his surgery and had then been 
incapacitated and dependent on a single son 
for 2 years. He has become severely hypo- 
chondriacal since surgery and has not re- 
turned to work. He has apparently been 
failing physically because of age and gen- 
eralized arteriosclerosis since before surgery. 
The third is a woman who is well so long 
as she does not return to business activities, 
at which time abdominal symptoms return. 

Of the 8 functionally unsatisfactory cases, 
6 persons had psychosomatic disorder before 
surgery, including neurodermititis, functional 
bowel distress, asthma, arthritis, and colitis. 
These conditions are not worse at present. 


Discussion 


A thorough discussion of the underlying 
psychopathology and psychodynamics in 
peptic ulcer patients is to be found in 
Alexander’s book(1). We shall not review 
this material here but, shall, in the discussion 
to follow, build upon it in considering the 
implications of the functional results in the 
patients reported. 

Consideration of the character traits, his- 
tory, living circumstances, and reaction to 
ulcer symptoms in the individuals who 
achieved a functional as well as an anatomical 
result from vagotomy shows that these 
persons have much in common. A. similar 
consideration of those who got an anatomical 
result but not a functional one shows that 
these patients also have much in common. 
The functionally successful individuals were 
all males, while 3 of 7 unsuccessful function- 
ally were females whose circumstances forced 
them to be self-supporting but whose inclina- 
tions were definitely otherwise. 

The man who will get a satisfactory func- 
tional result from vagotomy is one who 
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shows long-standing successful reaction for- 
mation against his dependency, with a history 
of many years of steady, conscientious, fairly 
successful work. He usually has a stable 
marriage with a sympathetic, supportive wife 
who indulges him a great deal. He is severely 
threatened by active ulcer but continues to 
work. He is aware of limitation and resents 
this. He is not comfortable when he is put 
to bed or hospitalized, but is restless and in a 
hurry to return to work. 

The individual who will have a poor func- 
tional result is a woman, who got along 
fairly well until circumstances forced her to 
become self-supporting or to support her 
children, and who then developed an ulcer 
and is still faced by the same economic 
necessities; or a man who has openly ac- 
cepted his dependent inclinations through- 
out the years, has had them fairly well satis- 
fied preceding ulcer, and who is now in a 
situation where they will not be satisfied 
unless he is sick. Insofar as this man has 
worked and carried responsibility, he has 
done so grudgingly with a feeling of being 
imposed upon. Even in periods of good 
physical health he is sour, irascible, and com- 
plaining. A variation on this is the man who 
has achieved successful dependency by long- 
standing hypochondriasis, semi-invalidism, 
other psychosomatic disorder, or a combina- 
tion thereof. These individuals with a poor 
prognosis usually stop work when they have 
ulcer symptoms, calmly accept hospitaliza- 
tion and nursing care and, if they have any 
complaints, feel that not enough is being 
done for them. 

Szasz(3) has reported that good total 
prognosis is related to minimal investment 
of psychic energy in the organic illness and 
therapy and, visa versa, poor Prognosis goes 
with large investment. It is likely that the 
more acceptable the dependent wishes are 
consciously, the more a patient will invest 
energy in the illness of ulcer and react with 
resentment when vagotomy is anatomically 
successful. In those who accept dependency, 
ulcer, and probably any incapacitating illness, 
offer socially acceptable gratifications, The 
person with reaction formation against re- 
ceiving is thwarted and frustrated by physical 
illness. 

In 1947, Kapp et al.(2) separated peptic 
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ulcer patients into 2 groups coinciding with 
those above. Among our patients who 
achieved successful functional results we 
found men who had very militantly protective 
wives who insisted on knowing exactly what 
we wanted of the husband, who made ar- 
rangements for us to see him, who came 
along with him when he was interviewed, and 
who had to be present during the interview 
to be sure that we were not going to hurt 
him with needles, stomach tubes, or in any 
other way. One of these men was a husky 
bartender and bouncer ; another was a tough 
chief of a private police force; but neither 
offered any objection whatsoever to his wife's 
solicitude. In other words, there are some 
men who at home accept considerable mother- 
ing and dependence. These individuals could 
be placed in a third group called “simul- 
taneously independent-dependent” along with 
the 2 groups listed by. Kapp. 

This division is somewhat arbitrary be- 
cause the individual with even extreme Te 
action formation usually has some secret 
dependent gratifications. The important 
emphasis in evaluation should be on his atti- 
tude toward being taken care of as revealed 
in both expression and behavior. 

There has been some speculation as to the 
probable occurrence of new symptoms 0 
emotional decompensation in patients m 
cessfully vagotomized. This implies that the 
presence of ulcer with consequent dietary, 
hospital, and nursing care might give these 
patients some emotional satisfaction. On 
experience with those with successful Ye 
action formation would indicate that die 
restriction, inactivity through bedrest 110 
hospitalization increases the internal con d 
of these patients because it interferes Ts 
the pattern of life and activities uw 
when they are well and in a fairly ME 
neurotic equilibrium. Under these 1 
stances, these patients show considerable 1 
dence of frustration, namely, tension, anxiety, 
restlessness, sleeplessness, irritability, 1 
temper, sensitivity about reduced Prod 
and urgency to get back into action. fo 
the conditions frustrating the reaction v 
mation are removed by vagotomy these " 
tients get a new lease on life and frequen y 
achieve a far healthier, more stable, Ms 
happier adjustment than they had in 
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many years they were intermittantly troubled 
by ulcer. It seems to us reasonable, there- 
fore, to regard some of the traits which have 
been attributed to the personality of patients 
with peptic ulcer as pathoneurotic reaction 
symptoms to the frustration of reaction for- 
mation against dependency rather than as 
inherent in the character of these individuals. 

Insofar as the passage of neural impulses 
down the vagus nerves may be of any homeo- 
static value in peptic ulcer patients, the pro- 


cedure of vagotomy does not interfere but 


only prevents the impulses from reaching 
the end organ. The results in the cases we 
have studied would indicate that the partici- 
pation of the end organ in this process is not 
necessary for the vagal discharges to fulfill 
whatever function they have in the central 
conflict, One could not infer that separation 
of the end organ in any way mitigates the 
central conflict, but it would appear that in 
those with successful reaction formation, 
separation of the end organ permits the 
establishment of a more successful neurotic 
equilibrium. 

In ulcer patients who do not have success- 
ful reaction formation, vagotomy and the re- 
lief of ulcer disability does not free them to 
better serve impulses to achieve but instead 
confronts them with the necessity of finding 
some other claim or disability to better secure 
gratification. In this light the hostility and 
bitterness which they show toward anatomi- 
cally successful vagotomy is understandable. 


SUMMARY 


On an average of 5 years after complete 
vagotomy, 24 of 25 peptic ulcer patients had 
no physical recurrence; 6, or 64%, of all men, 
achieved an excellent functional result with 
improved vigor, amiability, and total adjust- 
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ment. No new psychiatric morbidity of any 
type has appeared in these patients. 

Eight, or 32%, 3 of whom were women, 
while anatomically cured, are dissatisfied with 
vagotomy, maladjusted, and incapacitated by 
hypochondriasis, other psychosomatic dis- 
order, or working under duress. 

Study indicates that the patient who will 
probably get a good functional result from 
vagotomy can be psychiatrically identified 
prior to surgery. Suggested criteria for the 
identification of those who may get a poor 
functional result are also presented. This 
does not mean that these cases should not 
be operated upon if the accomplishment of 
an anatomical result is deemed of sufficient 
importance. 

In addition to the individuals who accept 
their dependency and those who present re- 
action formation, there would appear to be 
a third group, namely, those who are inde- 
pendent at work and dependent at home. 

In peptic ulcer patients with satisfactory 
reaction formation, it seems that some char- 
acteristics previously considered a part of the 
patient’s personality are really pathoneurotic 
reactions to frustration of neurotic equilib- 
rium and that they will vanish with success- 
ful vagotomy. 

Intensive study of individual cases of 
functional success and failure after vagotomy 
will amplify our understanding of the psy- 
chodynamics involved and improve our 
ability to assist the surgeon in selecting cases. 
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CASE REPORT 


CUSHING’S SYNDROME AND ITS MANAGEMENT: 


PHILIP E. HERTZ, M. D., ENDRE NADAS, M. D., anp HENRY WOJTKOWSKI, M. D., 
Lyons, N. J. 


Recent medical publications contain an 
ever increasing number of reports describing 
the treatment of Cushing’s Syndrome by sub- 
total and total adrenalectomy. Reference is 
made particularly to articles by Sprague and 
associates(1), and by Abbott et al.(2). The 
present note reports a young man, whose 
clinical picture was dominated by a severe 
psychosis, which delayed appropriate surgical 
treatment for many months. However, despite 
the long delay, this case was brought to a 
successful therapeutic conclusion. 


"This 23-year-old soldier entered the VA Hospital, 
Lyons, New Jersey, by transfer from Japan from 
an army station hospital, on November 5, 1952, with 
the diagnosis of (1) schizophrenic reaction, para- 
noid type, (2) essential hypertension and (3) kera- 
tosis pilaris. According to the history, in May of 
1952, this young man, with a hitherto fine service 
record, became suddenly confused. He broke into 
the guardhouse of his station with the expressed 
purpose of grabbing a carbine and shooting himself. 
When hospitalized he continued to be wild, chewing 
the plaster off the walls of his room, cutting his 
forearm with a broken bottle, evincing hallucina- 
tions of an auditory nature, and expressing delusions 
of a grandiose, religious type. Diagnosed as schizo- 
phrenic, paranoid type, he was given 26 electro- 
convulsive treatments to reduce his excitement, He 
remained unimproved and was in much the same 
state when he arrived at Lyons. 

Upon admission there, he was found to be an ex- 
tremely agitated, confused, obese young man, with 
a full-moon face, short sparse hair and an extensive 
generalized acne. There were noted an increased 
cervico-dorsal pad (buffalo hump) and multiple blue 
striae on the upper thighs and lower abdomen. His 
blood Pressure fluctuated between 140 to 150 mm. 
hg. systolic and 9o to 100 mm, hg. diastolic. The 
laboratory studies revealed:a glucose tolerance test 
with a diabetic-type curve; 24-hour urine showed 
a normal 17-ketosteroids level of 9 mm. and an 
elevated 11-oxycorticosteroids level of 85 mm. All 
other laboratory findings were within normal limits, 
These included a complete blood count, hemoglobin, 


1 Published with permission of the Chief Medical 
Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no responsi- 
bility for the opinions expressed or conclusions 
drawn by the authors. 
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blood calcium, sodium and potassium studies, P. S. P. 
excretion, urea clearance, and urine concentration 
tests. The circulating eosinophils ranged from 64 
to 263 per cu. mm. Roentgenograms of the chest, 
long bones, and other vertebrae showed no osteo- 
porosis. The D-7 and the D-12 vertebrae revealed 
mild compression fractures, which were attributed 
to previous electroconvulsive therapy. The appear- 
ance of the skull on x-ray was normal, so were the 
intravenous pyelogram and the outline of the ad- 
renals visualized by presacral insufflation of air. On 
the basis of the above findings, a diagnosis of Cush- 
ing's Syndrome was made. 

During the ensuing months, the patient remained. 
obese, his acne resisted topical treatment, and his 
hair continued to be sparse, short, and brittle, The 
blood pressure was usually around 150 systolic and 
90 diastolic. His behavior was characterized by con- 
fusion, marked overactivity and emotional insta- 
bility. He was given a number of electroshock treat- 
ments on a maintenance basis which reduced his 
activity, although the beneficial effect derived from. 
this treatment was of brief duration. Inasmuch as 
there was no clear-cut evidence of the existence of 
an adrenal gland tumor, it was decided to try ir- 
radiation of the pituitary, and for this treatment he 
was transferred to the VAH, Bronx, N. V., in Octo- 
ber 1953. Here he received 1,500 r and when this 
dose produced no appreciable change, an additional 
3,000 r were administered to the pituitary, between 
April and May of 1954. At the termination of the 
latter course of roentgenotherapy, he was return 
to Lyons. 

In evaluating his condition, we noted that he had 
become more obese; however, his acne improved 
and there was moderate new growth of hair on the 
scalp, except for the areas of alopecia at the site 
of the irradiation. As for his mental state, he evi- 
denced transitory periods relatively free from psy- 
chotic manifestations. At this time, there was noti 
a slight cardiac enlargement on x-ray examination 
of the chest. 

When returned to the VAH in the Bronx for 
further evaluation and treatment, it was decided to 
perform an adrenalectomy. After a preoperative 
medication of 5 mgms. desoxycorticosterone, intra- 
muscularly for 2 days, a right adrenalectomy was 
performed on September 27, 1954. The resected 
right adrenal gland weighed 13 gms. (weight 
normal adrenal gland is 6 gms.) and microscopically 
showed cortical hyperplasia. After a preoperative 
medication of hydrocortone 20 mgms. every 8 hours 
for 5 days and desoxycorticosterone daily for 4 days, 
a left adrenalectomy was performed on October 19% 
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1954. The left adrenal gland weighed 24 gms. and 
microscopically showed marked cortical hyperplasia. 
On a medication of hydrocortone, 15 mgms. every 
6 hours, the patient had an uneventful postoperative 
course. His blood pressure remained around 110/70 
and his pulse ranged between 80 and 100. In the 
subsequent 4 weeks, his medication was stabilized at 
hydrocortone, 10 mgms. b.i.d. and sodium chloride, 
2 gms. t. id., on which regimen he was able to leave 
his bed, ambulate, and eat a regular diet without 
showing signs of adrenal insufficiency. 

Following the first adrenalectomy and consistently 
thereafter, he showed a steady and gradual improve- 
ment of his mental condition. By December of 1954, 
he was placed on an open ward with full privileges 
of the grounds. He was no longer depressed and 
had gained a hopeful attitude with a fair amount of 
insight into his past illness and his current condi- 
tion, A psychological test on February 1, 1955, 
found him to be functioning at a normal range of 
intelligence. On February 9, 1955, he was allowed 
to visit his family for 3 weeks. While at home, he 
was taking cortisone, 20 mgms. b. i. d., and sodium 
chloride, 2 gms. tid. When he returned to the 
hospital at the end of his leave, he had lost 5 pounds 
and evinced further marked improvement in his 
general appearance. Comparisons made between his 
appearance at this time and a picture taken prior 
to the onset of his illness in 1952, as compared with 
photographs taken at the height of his illness, 
graphically demonstrated his return to normal. The 
acne had disappeared; his hair was thick and of 
fine. Consistency ; his face became naturally thin and 
the buffalo hump disappeared from the cervico- 
mm region. The blood pressure remained about 

and subjectively the patient indicated a grad- 
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ual return of strength and desire to resume his 
former civilian occupation, as a bricklayer. At the 
time of this writing, he has been discharged from 
the hospital with a recommendation for a choice of 
occupation more compatible with his physical status 
and for continued periodic aftercare to be rendered 
in the outpatient department of the VA Hospital in 
Bronx, N. Y. 


SuMMARY 


I. A case of Cushing's Syndrome in a 23- 
year old male is presented. 

2. Proper diagnosis was delayed by an 
overwhelming psychotic picture, resembling 
schizophrenia. 

3. Initial treatment consisting of a 2-stage 
roentgen irradiation of the pituitary region 
was rendered, producing no significant 
mental improvement. 

4. Final treatment consisting of complete 
adrenalectomy, performed in 2 stages and 
followed by replacement therapy, resulted in 
complete remission of all physical and mental 
symptoms and signs within 6 months, fol- 
lowing the first stage of adrenalectomy. 
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HISTORICAL NOTE 


AUGUST HOMBURGER: PIONEER IN CHILD PSYCHIATRY 


June 29, 1955, marked the twenty-fifth 
anniversary of the death of August Hom- 
burger, one of the outstanding pioneers in 
the field of child psychiatry, a man who was 
among the first to grasp its organic, psycho- 
dynamic, psychosomatic, social, and educa- 
tional implications. It is strangely pathetic 
that not even his name is known to the vast 
majority of present-day specialists. Many 
of us, it seems, have grown into the habit 
of acting as though our knowledge and 
orientation have no roots in the past. I know 
of no other scientific discipline in which there 
is so little respect for historical perspective. 
There is a feeling that all we need is to know 
and teach “the latest,” which somehow has 
sprung up in our midst, much as Minerva 
was believed to have sprung from the head of 
Jupiter. A recent survey has disclosed the 
rather startling fact that the contributions 
and even the names of most of the psychiatric 
“giants” of the late nineteenth and early 
twentieth centuries do not exist in the aware- 
ness of the present generation of psychi- 
atrists. This has a corollary which does not 
bode too well for the future: The young 
men are apt to emerge from their training 
with the impression that we, their teachers, 
who have suddenly seen the light, have given 
them the last word in formulation and 
methodology and that all there is left for 
them to do is to apply, exemplify, and elabo- 
rate. This makes for a kind of echolalia with 
little room for originality, inventiveness, and 
experimentation. Some of us, who in our 
teaching emphasize the dynamics of indi- 
vidual growth with justified conviction, do 
not concede to our specialty the right to 
further dynamic evolution. 

It is, under the circumstances, tefreshing 
to honor the memory of a man who came into 
the field at a relatively early time “with clean 
hands,” without bias, and with the sole de- 
termination to study the behavior of children, 
the centrifugal and centripetal forces which 
shape personality, and the most effective 
clinical means of treating children. 
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Homburger had a phenomenal knowledge. 
A native of Frankfurt am Main, he began 
his medical career as a neurophysiologist and 
neuropathologist. His first publication was a 
monograph on psychoses and psychoneuroses 
associated with exophthalmic goiter. He be- 
came Privatdozent at the University of 
Heidelberg in 1912, on the basis of a book 
on the careers of psychotic criminals, which 
showed a remarkable understanding of the 
complexities of human conduct. This is 
especially noteworthy because Homburger’s 
work before then was limited exclusively to 
organic factors. He had reported studies on 
the Babinski reflex, the innervation of the 
urinary bladder, cerebral arteriosclerosis, 
cerebellar tumors, the structure of the neu- 
roglia, luetic meningo-myelitis, the effect of 
hypnotic drugs, and the durability of Wei- 
gert’s stain. 

In 1917, during the first World War, 
having given special attention to the somatic 
manifestations of soldiers’ “hysterical” re- 
actions, he was commissioned by his chief, 
Franz Nissl, to establish a psychiatric out- 
patient department at the University of 
Heidelberg. Homburger, who was made as- 
sociate professor of psychiatry, began to limit 
his interest more and more to the psycho- 
pathology of childhood. It is almost un- 
believable how much creative work and how 
much organizational activity he was able to 
pack into the 13 years between the time when 
he became interested in child psychiatry and 
the time of his death at 57 years of age 
Mayer-Gross, in his moving obituary, pointe 
out how much courage it must have taken to 
introduce, as Homburger did, a series of uni- 
versity lectures on psychotherapy “at a 11 
when neither official psychiatry nor officia 
internal medicine paid the slightest attenti? 
to the significance and effects of psychogene 
factors.” It is nowadays not easy to under- 
stand how much determination it must have 
required to step out of the monastic seclusion 
of the psychiatric department of a medi 
school and to get the community at large go 
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participate jn the concerns for mental hy- 
gine. Homburger somehow found the time 
and was persuasive enough to be invited to 
act as a psychiatric consultant to the juvenile 
court. He worked in close collaboration with 
the social agencies and helped to shape a 
child-centered orientation of social workers. 
Though Aichhorn’s work with “wayward” 
adolescents has become deservedly well 
known, very few people realize that Hom- 
burger organized near Heidelberg a residen- 
tial school for neglected and delinquent 
children. Those who knew him have told me 
that Homburger could accomplish things 
which few others could bring about, because 
of a rare combination of unswerving pur- 
posiveness with good-humored mellowness. 
Thave it from the late Dr. Gustav Aschaffen- 
burg that, when he walked along the streets, 
there were few people who did not know 
him and greet him cordially and few children 
whom he could not address by their names 
and to whom he did not stop to say a few 
words, 

In 1926, nine years after the opening of 
the psychiatric outpatient services, Hom- 
burger published his monumental textbook 
of psychopathology of childhood. To ap- 
Preciate fully the wide scope, the humane 
11 5 and the dynamic aspects of this work, 
Rn appropriate to discuss briefly two 

er texts, by deSanctis and Ziehen, which 

ad appeared just one year before Hom- 
urger's book. 

sewopsichiatria infantile by Sante de- 

once the originator of the concept of 

10 Praecociss ima, dealt with the pa- 

S id and diagnosis of conditions pertain- 

T o the “neuropsychiatry” of childhood. 

pa 7 scorned the modern direction 

1 0 5 clinical individualism.” He com- 

Ra met "the investigation of intimate 
din Re distracts the view of others 

9 5 e inevitable play of its nervous or, 
s Rire, vital partner." He went to 

ality 19 extreme of losing sight of person- 

"ud écause of his strict adherence to so- 
e localizing preoccupations. 

E Pus. offered an excellent summary and 
Tm ustive bibliography of all that had 
Saree as psychopathologic mani- 

an abu s children. According to Ziehen, 

ally behaved child either had a 


certain mental disease or was endowed with 
a certain psychopathic constitution. The 
symptoms of each condition were carefully 
recorded. However, their mode of onset and 
development, the personalities of the patients, 
and environmental and attitudinal factors 
were left untouched. On the whole, the 
book was an almost literal translation of a 
cataloging, nosographic adult psychiatry into 
terms of how much of it one might find in 
children. 

Homburger's pluralistic orientation could 
not abide by the therapeutically sterile and 
etiologically one-sided categorizing of Ziehen 
and deSanctis. His background had given 
him a mastery of neurology, which served 
admirably in his work with children but at 
the same time made him fully aware of the 
fact that cerebral anomalies alone could not 
account for social, attitudinal and other 
factors in his patients’ experiences. In the 
49 chapters of his book, he discussed psy- 
chologic, psychiatric, and educational theories 
and insights at considerable length. With a 
critical eye and with remarkable fairness, he 
acquainted his readers with association psy- 
chology, gestalt psychology, characterology, 
Kretschmer’s types of body configuration, 
Adler's organ inferiority, Freud's theory of 
infantile sexuality, and Jung’s ideas of the 
father’s significance in the destiny of the in- 
dividual. The book, being an elaboration of 
lectures given at the university, was written 
charmingly and clearly and leaves one with 
the impression not only of professional 
competence but also of warm sympathy and 
great human understanding. 

His clear thinking was matched by his 
capacity for what one may regard as truly 
prophetic vision. He foresaw his own role 
as a pacemaker. He wrote, in the introduc- 
tion to his book: 

The psychopathology of childhood will—of this I am 
firmly convinced—experience much deepening and 
enrichment in the years to come. Whatever I may 
have to say in these chapters, bears the nature of 
transitoriness and is still anchored in tradition. 

Yet he was not by far as transitory or tradi- 
tional as he modestly assumed. For one 
thing, he was one of the first child psychi- 
atrists who insisted on the benefits of inter- 
disciplinary collaboration. He mot only 
worked in close contact with psychologists 
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and social workers but he also was an untir- 
ing supporter of the Heilpüdogogik move- 
ment which, begun by educators in the nine- 
teenth century, may well be regarded as a 
precursor of modern orthopsychiatry. It is 
not generally known in this country that 
Heilpadogogik, which started with an empha- 
sis on the special education of retarded and 
deaf-mute children, broadened its scope grad- 
ually to include all problems of development 
and behavior. For a long time, its advocates 
recruited themselves from the ranks of school 
people, while psychiatrists maintained a dis- 
interested aloofness. Homburger’s departure 
from this attitude brought child psychiatry 
and education into close contact. He gave 
teachers an opportunity to participate actively 
in the study of children. This is very much 
in contrast with present practices in our 
midst, where teachers are regarded at best 
as passive recipients of reports from psy- 
chiatrists about their problem students. 
While thus mobilizing all the community 
facilities for the benefit of children with intel- 
lectual and emotional difficulties, Homburger 
was a strong believer in, and competent prac- 
titioner of, individual psychotherapy. Yet 
he realized that there was danger in the 
growing tendency to do psychotherapy in a 
social vacuum, with the rather supercilious 
disregard of symptomatic phenomenology, 
and with abandonment of all curiosity about 
somatic integrants of behavior. In 1928, he 


published an article entitled: “The Dangers 
of Overstressing the Concept of Psycho- 
therapy.” In it, he deplored the trend toward 
the isolation of psychotherapy from the rest 
of medicine. He said: 


What I am objecting to is not the practice of psy- 
chotherapy, not the deepening of its concept, nor the 
spread of psychotherapeutic thinking among physi- 
cians and medical students to which I have devoted 
myself fora long time. I do object to the fashion- 
able, self-sufficient routine and to the sectarian, 
rather conceited, and one-sidedly psychotherapeutic 
evaluation of the disturbed child. 


Lest one get the idea that all this has 
changed radically, it may be helpful to call 
attention to David Levy’s thoughtful and 
thought-provoking Academic Lecture before 
the American Psychiatric Association in 
1951. Levy expressed similar concerns and 
made an eloquent plea for the restoration of 
respect for the “data of observation," away 
from unbridled speculation and exclusive 
preoccupation with a frozen and one-sided 
routine methodology. 

Like Levy, Homburger was a pioneering 
and productive contributor to child psychiatry 
and at the same time a keen observer and 
constructive critic of its development, an en- 
thusiastic builder impatient with the kind of 
excesses which impede rather than further 
healthy progress. He has a secure place in 
the history of child psychiatry. dur 


COMMENT 


BIRTHDAY TRIBUTE TO CECILE AND OSKAR VOGT 


Dr. Cécile Vogt celebrated on March 27, 
1955, her eightieth birthday and her husband 
Professor Dr. Oskar Vogt, on April 6, 1955, 
finished his eighty-fifth year. 

The world famous scientists were honored 
in their Brain Research Institute in Neustadt, 
Germany, by a delegation from the Uni- 
versity of Freiburg with which the Institute 
is connected. 

At the turn of the century Dr. Oskar Vogt 
started a neurologic research laboratory 
which a few years later became the Neuro- 
biologic Institute of the University of Berlin 
and in 1916 was merged with the Kaiser- 


Wilhelm Institute in Berlin-Buch. In 1937 
the Vogts, to maintain their scientific inde- 
pendence, built the present institute, located 
in the Black Forest. 

For a number of years their main interest 
has been the study of brains of famous men 
which were willed to the Vogts. In 1924 
Dr. Oskar Vogt was one of the neurologic 
consultants to Lenin in Moscow after he 
suffered a stroke. At the present, one of the 
principal research interests of the institute is 
the question of mental aging. 

The JOURNAL salutes with great respect 
and esteem Dr. Cécile and Dr. Oskar Vogt. 


INSTINCTS 


Bibring * and Kubie,? who have recently 
reviewed Freud’s theory of instincts, both 
picked out for emphasis his 1915 definition 
of instinct as the measure of the demand for 
work imposed upon the mind in consequence 
of its connection with the body.” This defi- 
nition at first seems cryptic, but when 
thought through in the light of modern 
theories of heredity and maturation it makes 
a good deal of sense. In 1954, Fuller’, 
writing on “Nature and Nurture” says: He- 
1 1 is the capacity to utilize our environ- 
i E. ina particular way." Here is a wise 

Striking epigram from a zoologist who 
1 in animal behavior. I shall try to 
He two definitions into meaningful 
E Heredity must be brought into the discus- 
lon because all scientists agree that to some 
1 what we call “instinct” has to do 
js Md (innate, inborn, genetic, un- 
ee. ) patterns of behavior. The old po- 
10 e heredity versus environment is 
—tunately outmoded. It still persists among 
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Kubie, L. s. Psychosom. Med., 10:15, 1948. 
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er, J. L. Nature and Nurture: A Modern 
Synthesis, New York: Doubleday, 1954- 


those who would tell us about their favorite 
horse, dog, or parrot; but scientifically it is 
dead. 

Recently a new discussion of “instinct” 
has arisen in the realm of animal psychology. 
Lorenz, the director of the Max-Plank In- 
stitute for Ethology in Westfalen, Germany, 
and Tinbergen, lecturer in zoology at Oxford, 
have been largely responsible for the devel- 
opment of a new field in zoology called 
“Ethology,” which is essentially the com- 
parative study of animal behavior. It is a 
science that uses field studies and simple ex- 
periments. Impetus was given to its rise 
because it developed partly as a reaction 
against the recent trend of experimental psy- 
chology, in which a small number of partly 
domesticated laboratory animals were being 
intensively studied by increasingly intricate 
methods. Ethologists, on the other hand, 
emphasize the study of many species under 
natural conditions to find out how the be- 
havior patterns came about. Lorenz * studies 
the phylogeny of behavior; he believes that 
organisms have significarit histories; he is 
interested in causation, and such processes 
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as “selective pressure” and “survival value” 
in the environment. He has been the pioneer 
in describing social signals which release 
special behavioral responses, These he has 
appropriately called "releasers." They lead 
to sequences of motor reactions important 
for race survival. Such motor patterns are 
often greatly ritualized in birds, reptiles, and 
fishes, less so in mammals. Many interesting 
analogies can be brought out with human be- 
havior, especially at parturition and during 
the puerperium. Attacking the problem from 
the receptor side, he has shown how young 
animals are profoundly affected, at certain 
specific stages of development, by environ- 
mental events. At these susceptible times 
they can be “imprinted” by special experi- 
ences. Appropriate experiences line them 
up with the general behavior of the species, 
but abnormal and experimentally planned 
experiences can “imprint” them permanently 
with abnormal behavior patterns. 

The ethologists * * believe that innate be- 
havior patterns (“instincts”) are laid down 
in the neurological pattern of the brain ; that 
their motor patterns are inhibited by higher 
nervous mechanisms until the appropriate 
stimulus (“releaser”) is applied to the ani- 
mal. Then the instinctive act is performed 
automatically and in its complete sequence 
of motor expressions. The threshold for the 
releasing stimulus can be lowered by “selec- 
tive pressure,” for example, many of the in- 
stinctive patterns are related to mating ritu- 
als, display during courting, etc. The rising 
secretion of sex hormones in the spring is 
the selective pressure that lowers the thres- 
hold and allows release so easily at this 
season. Greater stimulus might do it at other 
seasons. Lorenz believes that patterns of 
motor behavior may occur “spontaneously” 
if the pressure is high. 

In America a number of psychologists? 
and zoologists * have taken exception to the 
views of the ethologists. They believe that 
the concept of “instinctive acts” as innate, 
hereditary forms of behavior, is no longer 


5 Tinbergen, N. The Study of Instinct, Oxford: 
Clarendon Press, 1951. 

9 Thorpe, W. H. Nature, 174: tor, 1954. 

* Beach, F. A., and Jaynes. Psychologic. Bull., 
51:239, 1954. 

SLehrman, D. S. Quart. Rev. Biol, 28:337, 
1953. 


tenable. They believe that the ethologist's 
description of neuronal patterns, inhibitory 
mechanisms, and releases is too schematic, 
They point out that modern students of 
embryological development show that from 
the very beginning (after sperm and ovum 
meet and cell division begins) the develop- 
ment of the embryo is greatly influenced by 
environment. The genes in chromosomes 
in each cell are primary guides as to how 
the cells shall grow and form tissues. But 
they can guide only in relation to two im- 
portant and continuous environmental forces : 

I. There are chemical changes in the fluid 
environment as cells multiply and differenti- 
ate. These are caused by the cells and affect 
all cells. At first the changes are simple, 
the effects of oxygen, carbon dioxide, elec- 
trolytes, etc., but later there are complex 
effects such as those from hormones. 

2. Nerve impulses from sense organs play 
on the growing nervous tissue as soon as it 
takes primitive form. These afferent im- 
pulses are to be looked on as physico-chemi- 
cal stimuli whose presence or absence affects 
maturation of the nervous tissue. These 
stimuli guide its growth by a feed-back pro- 
cess; they cause it to function with its 
efferent parts, and this leads to more affer- 
ent stimuli. This is called “experience” of 
the nerve cells at first; later in the more 
mature nervous system it attains the dignity 
of "learning." Thus, the genic influences on 
the formation of the organism are basically 
important, but certainly are not the only 
directing influences. In fact, Fuller states 
that "development is a continuous transaction 
between the organism and its surroundings 
and follows this with the definition quoted 
above, that “heredity is the capacity to utilize 
an environment in a particular way." His 
little book is the best guide we have seen to 
a modern concept of genetics in relation to 
human problems. 1 

The psychoanalytical concept of "instinc- 
tual drive” has little to do with the concept 
of maturation and inborn patterns of be- 
havior described in the 3 preceding para- 
graphs. It has much to do with Lorenz’ con- 
cept of lowered threshold caused by chemical 
stimulation, which he calls "pressure. 
Freud’s term Trieb was badly translated as 
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“instinct” 2; it would have been better if the 
less specific word “drive” had been used. 
These “drives” could be anything from a 
need for oxygen to the complex hormonal 
stimuli invoked by Lorenz to explain the 
onset of the courting rituals of birds. So in 
saying that a "drive" was “the measure of 
the demand for work imposed upon the mind, 
in consequence of its connection with the 
body” Freud is apparently repeating his be- 
lief that behavior at the complex interper- 
sonal level (which is explainable by such 
psychological constructs as the ego—super- 
ego—id theory), is profoundly effected by 
the chemistry of the body, especially its 
effects on blood circulation, hormones, and 
nerve impulses. That is no excuse, how- 
ever, for loose thinkers to confuse the differ- 


ent theoretical and operational levels, and 
talk of such impossibilities as the effects of 
alcohol on the superego! The ego and super- 
ego are useful psychological concepts with 
which to explain interpersonal relations. But 
that is all they are. And concepts are not 
yulnerable to drugs! 

Maturation of the organism, with adult 
reactions to environment, is attained only by 
continuous interaction of genes, humoral 
chemistry, and nerve impulses. Literally, the 
genes start the cells off to use the environ- 
ment in a particular way. The chemical and 
nervous changes keep this process going 
until an amazingly complex result is achieved 
which combines species uniformity and in- 
dividuality. 

SHG 


NEWS AND NOTES 


CANADIAN AND ONTARIO PSYCHIATRIC 
ASSOCIATIONS.—A combined meeting of 
these two Associations was held at the 
Royal York Hotel in Toronto, on Saturday, 
June 18, 1955, in conjunction with the meet- 
ings of the British and Canadian Medical 
Associations. There were morning and after- 
noon sessions and the annual dinner in the 
evening. Speakers included Dr. Robert O. 
Jones, Halifax (Psychotherapies: Choice of 
Method), Dr. Desmond Curran, London, 
England (Developments in Social Thera- 
pies), Dr. S. Bernard Wortis, New York 
City (Recent Advances in Physical Thera- 
pies). 

Psychiatry was also well represented on 
the combined program of the British and 
Canadian Medical Associations. The main 
psychiatric topics on this program were: 
Alcoholism in Industry, Depression Reac- 
tions, Suicide, Cortical Excision in the 
"Treatment of Focal Epilepsy, Basic Science 
in Psychiatry, The Place of Psychology and 
Psychiatry in Medical Education. 

This was the third time that the British 
Medical Association has met in Canada. It 
held its annual meeting in Toronto in 1906, 
and in Winnipeg in 1930. At the recent 
meeting a unique honor was bestowed upon 
a Toronto physician. Dr. Clarence Routley, 
for many years General Secretary of the 
Canadian Medical Association, organizer and 
first head of the World Medical Association, 
received the distinction of being elected 
president of both the British Medical Asso- 
ciation and the Canadian Medical Associa- 
tion. Never before has one man held these 
two offices. Dr. Routley’s great services to 
world medicine were fittingly recognized in 
this way. 

A striking feature of the combined meet- 
ings, which extended through the week, was 
the interest of the delegates from both the 
British and Canadian Medical Associations 
in psychiatric issues. At the closing gen- 
eral session, Dr. Desmond Curran of St. 
George's Hospital, London, forcibly indi- 
cated the place of psychology and psychia- 
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try in medical practice. His strong point 
was that the bulk of psychotherapy in all 
kinds of sickness must be in the hands of 
physicians and surgeons in all branches of 
the profession, and that all medical men 
should be gratified to undertake it and should 
do so. 

At a special meeting at the Toronto Psy- 
chiatric Hospital, Dr Aubrey Lewis, head 
of psychiatry at the Maudsley Hospital, 
London, spoke on Dilemmas in Psychiatry. 
In his usual qualified; felicitous manner he 
discussed many of the perplexing problems 
and situations that the psychiatrist encounters 
in his daily work. With characteristic re- 
straint, while throwing out suggestions point- 
ing up the resources of compromise and 
common sense, the speaker refrained from 
offering definitive solutions of these di- 
lemmas. 


Dr. TreapwAy HONORED.—On June 19, 
1955, the Devereux Foundation of Devon, 
Pa., dedicated the Walter L. Treadway Hall 
on the school’s campus at Santa Barbara, the 
California branch of the Devereux Schools. 

The guest speaker at the dedication cere- 
monies was Robert H, Felix, Director of 
the National Institute of Mental Health, 
Bethesda, Md. 

Dr. Treadway was commissioner in the 
United States Public Health Service and 
was active for many years in that Service, 
becoming eventually Assistant Surgeon Gen- 
eral. Since his retirement he has been living 
at Santa Barbara. 


Ecyprian CHD WELFARE BUREAU.— 
Founded. in Cairo last October, this organi- 
zation is the first information and research 
center specializing in childhood problems in 
Egypt. The center is now building a library; 
facilities to be available to all educators and 
Service organizations interested in problems 
of childhood. It will be the first of its kind 
in the Middle East. i 

Supported by no regular subsidies or pri- 
vate donations, the Bureau will gratefully 
accept gifts of books and periodicals relevant 
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to its field. All communications should be 
addressed to the director, The Reverend 
Victor Gohargui, 14 Sh. El Birgas-Zaidian 
Building, Garden City, Cairo, Egypt. 


Dr. HARGREAVES GOES TO THE UNIVER- 
siry or LEEDS.—Dr. G. R. Hargreaves, 
Chief of the Mental Health Section of the 
World Health Organization, is relinquish- 
ing his post in that organization in order to 
assume the position of Professor and Head 
of the Department of Psychiatry at the 
Medical School of Leeds University in Eng- 
land. 

Our congratulations and best wishes go to 
Dr. Hargreaves in taking over his new duties. 


Dr. Hocu Receives Aporte MEYER 
Awarp.—Dr, Paul Hoch, chief research 
psychiatrist at the New York State Psychi- 
atric Institute, has received the 1955 Adolf 
Meyer Memorial Award for his outstanding 
Contributions in the mental health field as 
conductor of research, educator, and author. 
_ The award was presented by the Associa- 
tion for improvement of Mental Hospitals 
at the annual meeting of the New York 
55 Society for Mental Health on April 20, 
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HimscHHonN Gir To New York 
School. or SoctaL Wonk.— Mrs. George E. 
Brewer, chairman of the School's board of 
trustees, has announced a gift of $50,000 by 
Joseph H. Hirschhorn, uranium mining ex- 
cutive, to bring social workers from “areas 
15 Substandard living” to the United States 
m Specialized social work study. The gift 
Vill provide the expenses of ro students for 
2 years, 

1 55 Kenneth P. Johnson of the graduate 
School Points out that the gift will provide an 
a for gifted but needy students 
aay other countries to learn of the demo- 
us MEA of life of the West which they 
3 110 Ting home to their own people with 
tas ri to improved standards of living and 
ce, and thus more determined resistance 

ommunism, 
3 nem Fellowships have been awarded 

Stine workers in South Korea, Japan, 

‘tba Sa, India, Pakistan, Egypt, Greece, 

' and the Gold Coast and Union of 
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South Africa. Fellowship classes will begin 
in September 1955. 

This is the first time that a large private 
contribution has been given to the School for 
training foreign students. 


Dr. Tompkins Heap or PSYCHIATRY 
AT Sr. ViNCENT's Hosrrra (New York 
Ciry).—Dr. Harvey J. Tompkins, director 
of the psychiatry and neurology service, Vet- 
erans Administration, Washington, D. C., 
has been appointed director of psychiatry at 
St. Vincent’s Hospital, administered by New 
York Catholic Charities. His appointment 
became effective June 16, 1955. 

In addition to directing treatment, educa- 
tion, and research in the new Jacob L. Reiss 
Memorial Mental Health Pavilion of St. 
Vincent’s Hospital, now nearing completion, 
Dr. Tompkins will act as coordinator of all 
the psychiatric services of Catholic Charities 
throughout the Archdiocese of New York. 

The $2,500,000 seven-story mental pavil- 

ion was erected in memory of the late 
Jacob L. Reiss. It will have accommodation 
for 97 inpatients with ample facilities for 
day patients and for the treatment of chil- 
dren. 
The “open hospital” plan will be empha- 
sized and therapeutic techniques will be com- 
prehensive, without preference for any par- 
ticular psychiatric doctrine or school of 
thought. 


PSYCHOTHERAPY IN PSYCHOSOMATIC 
PnosLEMs.—The University of Minnesota 
announces a continuation course in office psy- 
chotherapy in psychosomatic problems from 
September 7-9, 1955, to be held at Douglas 
Lodge in northern Minnesota on the shores 
of beautiful Lake Itasca. 

The course is designed to meet the needs 
of the general physician and the nonpsychi- 
atric specialist. It will be under the direc- 
tion of Dr. Donald W. Hastings, head of 
the department of psychiatry and neurology, 
University of Minnesota Medical School. 

The fee, 130 dollars, will include registra- 
tion, tuition, meals and lodging, instruc- 
tional material, transportation to Douglas 
Lodge and return, and fishing license. Rec- 
reational facilities will be available. For 
further information write to the Director of 
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Continuation Medical Education, 1342 Mayo 
Memorial, University of Minnesota, Minne- 
apolis 14, Minn. 


SIXTH ANNUAL NORTH SHORE HEALTH 
Resort LECTURE SERIES. Psychiatric Prob- 
lems in Medical Practice is the theme for 
the 1955-56 season of this annual lecture 
series to be held the first Wednesday of 
every month from October through June, at 
the North Shore Health Resort, Winnetka, 
III. 

The first lecture, Management of Psychi- 
atric Emergencies,” will be given by Karl 
Bowman, M.D., University of California 
Medical School, Wednesday, October 5, at 
8:00 p.m. 

The American Academy of General Prac- 
tice continues to credit its members with in- 
formal postgraduate study for attendance at 
these lectures. 

Further information may be obtained by 
writing Samuel Liebman, M. D., Medical 
Director, North Shore Health Resort, Win- 
netka, Ill. 


NATIONAL MULTIPLE Screnosis SOCIETY. 
—Fifteen progress reports by experts in the 
study of multiple sclerosis were read at the 
Medical Advisory Board meeting of this 
Society, held at the Conrad Hilton Hotel in 
Chicago, June 12, 1955. Although promising 
research projects are being carried out, ex- 
perts at the meeting emphasized that the 
cause of multiple sclerosis is as elusive now 
as it was in 1835 when the disease was first 
observed and reported. 

Since its founding in 1946, the Society has 
supported 48 research projects, including 5 
research clinics, at a total cost of $792,414. 


ILLINOIS PSYCHIATRIC Socigrv.—On May 
18, 1955, the Illinois Psychiatric Society 
elected the following officers for the year 
1955-56: president, Dr. Roy R. Grinker; 
vice-president, Dr. George R. Perkins; sec- 
retary-treasurer, Dr. Samuel Burack; coun- 
cillors, Drs. Percival Bailey and Charles B. 
Condon. 


Nassau (New York) District BRANCH. 
—Newly elected officers of this District 
Branch of The American Psychiatric Asso- 
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ciation are; president, Dr. Lester E. Shapiro, 
Rockville Centre, N. Y.; vice-president, Dr, 
Ursula G. Stewart, Elmont, N. Y.; and sec- 
retary-treasurer, Dr. Irving Chipkin, Hemp- 
stead, N. Y. 


EASTERN GROUP PSYCHOTHERAPY As- 
SOCIATION.—The next meeting of the Asso- 
ciation will be held at the New York Acad- 
emy of Sciences, 2 East 63rd Street, New 
York City, Friday, October 7, 1955. The 
business meeting will be called at 8:00 p.m., 
the professional meeting at 9:00 p.m. The 
subject for discussion is “The Patient as a 
Therapist” ; the speakers: Dr. Hugh Mullan 
and Dr. Edrita Fried. 


New York ACADEMY OF MEDICINE AN- 
NuAL FonrNiGHT.—The New York Acad- 
emy of Medicine’s twenty-eighth annual 
graduate fortnight will be held October 10- 
21, 1955. The program, devoted to Problems 
of Aging, will consist of 20 evening lectures, 
4 evening and 6 morning panel meetings, 19 
afternoon hospital clinics, a scientific exhibit, 
and visits to 5 community educational and 
recreational day centers for the aged. 

Programs and registration cards may be 
obtained by writing Dr. Robert L. Craig, 
Secretary of the Graduate Fortnight Com- 
mittee, 2 East 103rd Street, New York 19, 
N. V. 


VOLUNTEERS IN MENTAL HOSPITALS.— 
A pamphlet by this title, recently published 
by the National Association for Mental 
Health, Inc., reviews the objectives and the 
scope of volunteer programs in mental hos- 
pitals, and emphasizes the importance of 
organizing and continuing such programs 
already established in some mental hospitals. 

Written jointly by Marjorie H. Frank, 
assistant executive director, N. A. M. H. 
Ruth Evans, former field representative, 
N. A. M. H., and Dr. O. Kirkpatrick, director, 
Hudson River State Hospital, Volunteers 
in Mental Hospitals may be purchased for 
25 cents from the National Association for 
Mental Health, 1790 Broadway, New Yor 
19, N. Y. 


American Group PSYCHOTHERAFY As- 
SOCIATION WESTERN REGIONAL MEETING. 


i 
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A transcription of the proceedings of the 
first annual Western Regional Meeting, held 
at the University of California, June 4-5, 
1954, has been prepared in pamphlet form 
by Dr. D. A. Shaskan and Dr. H. S. Mor- 
genstern from electronic recordings of the 
formal meetings, including both papers and 


discussions. Copies are available at 2 dollars 


per set from Dr. Shaskan, 259 32nd Avenue, 
San Francisco 21, Calif. 


WHO Reports o Drucs.—The fifth 
report by the World Health Organization 
Expert Committee on Drugs Liable to Pro- 
duce Addiction is now available in the United 
States through the Columbia University 
Press International Documents Service, 2960 
Broadway, New York 27, N. Y., at 30 cents 
per copy. 

The pamphlet contains information re- 
garding the addiction potential of morphine, 
narcotine, and synthetic substances of vari- 
ous kinds, as well as reports on special prob- 
lems in drug addiction, 


Recent ADVANCES IN THE Maze TEST. 

—Pacific Books, Palo Alto, Calif., has pub- 
lished a paper-covered booklet describing 
Tecent progress in the development of these 
tests. Contents include a general survey of 
recent advances, detailed information with 
regard to methods of scoring, and a bibli- 
ography, 
. Copies may be obtained from the pub- 
lisher at 2 dollars each; the mazes are sold 
by the Psychological Corporation, 522 Fifth 
Avenue, New York 36, N. Y. 


ARCHIVES OF CRIMINAL PsYCHODYNAM- 
ICS.—The first number of this new journal, 
founded and edited by Ben Karpman, has 
appeared. It is dated Winter, 1955, and is 
published in Washington, D. C. It is psycho- 
analytically oriented. This first issue in- 
cludes 246 pages of text; there are to be 4 
issues to the volume; price $10 per volume. 

The interesting feature of the first number 
is the introduction and platform by the Edi- 
tor. It runs to one hundred pages. He ex- 
plains that "originally intended as a rela- 
tively brief statement, the material has gotten 
somewhat out of control," which is not alto- 
gether out of keeping with the Karpman 
pattern. But he adds—and this is what lends 
special interest to the Introduction—that it 
is “a mosaic, or synthesis if you will, of most 
of my own contributions on the subject 
especially dating after 1940, cemented by the 
addition of relevant material from other 
sources." Thus some 30 of Dr. Karpman's 
publications are dealt with and these hun- 
dred pages constitute therefore not only an 
introduction to the new journal, but also an 
introduction to the Karpman opus. 

Dr. Melitta Schmideberg is associate edi- 
tor, and 12 others make up the editorial 
board. In addition to original articles, the 
Archives includes. book reviews, abstracts 
from the literature, and some poetry. 

The Journat extends cordial greetings to 
the Archives of Criminal Psychodynamics. 

Correspondence should be addressed to 
the Editor, Station 1, Washington 20, D. C. 


THE INDUCTIVE METHOD 


, Reasoning is fallacious if not based upon facts; but facts and reasoning should go ps 
in hand; for if the facts are not able to support the reasoning, then reasoning is good x 
nothing, they should always bear a due proportion . . . the man who judges from general 
Principle only, shows ignorance; few things are so simple as to rom wholly umm 2 
general principle... We should never reason on general principles only, much less 
Practice upon them, when we are, or can be master of all the facts; but, where we have 


nothing else but the general principle, then we must take it for our guide. 


JohN HUNTER 


BOOK REVIEWS 


Tue MEANING or Social. Mepicine. By Iago Gald- 
ston, M.D, (Cambridge: Harvard University 
Press, 1954. Price: $2.75.) 


The Meaning of Social Medicine is a little book 
on a very big subject. In an age oft threatened by 
tidal waves of printer’s ink one is grateful to Dr. 
Galdston for having condensed his argument into 
some 115 pages. Since the subject matter of the 
book is of great complexity and urgency, he fore- 
stalls intellectual “stuttering” by starting out with 
a clarifying distinction between “socialized medi- 
cine" and “social medicine.” The much heralded 
“socialized medicine” is concerned primarily with 
the distribution of the benefits of medical treatment 
and is therefore largely a government function, 
whereas the budding science of “social medicine” 
seeks to discover the social foundations of the whole 
of medicine; its philosophy and resulting methodol- 
ogies. In summary: Social Medicine. . em- 
braces the study of the environment with man in it.” 

The author boldly states his disaffection with 
mere curative medicine, Despite the great achieve- 
ments of bacteriology in identifying and eliminating 
specific noxious agents, society’s burden of disease 
is still growing. Trenchant is the author’s summa- 
tion that “modern medicine has in a large measure 
converted mortality into morbidity.” He further 
criticizes the “starchy” exponents of etiological 
medicine and decries the silencing of the voices of 
Pettenkofer and others who refused to be thrown 
into “buck fever” by the discovery of a specific 
germ, The emphasis on the invader threatened in- 
deed to blot out the role of the invaded. 

Without denying the reality of specific pathogens 
the author challenges the right to consider them as 
the causa causans of the ultimate configuration of 
disease. The harboring of pneumococci may pre- 
cipitate pneumonia in one individual and fail to do 
so in others. This well-known fact of individual 
pathology is extended to a consideration of the 
“epidemic constitution” of a society. In a very stim- 
ulating study of the French medical historian and 
epidemiologist, Ozanam (Bulletin of the History of 
Medicine, Supplement No. 3, 1944), Galdston 
defines the core-problem of epidemiology as being: 
"not what caused this epidemic or that epidemic, 
but rather what makes it possible for epidemics to 
prevail among peoples." He traces the concept of 
the epidemic constitution from Hippocrates to 
Sydenham and onward as a "generic factor common 
to all species of epidemic disease.” That factor may 
be found in a specially susceptible sick society. The 
author finds valid sunport for this point of view in 
the case of the horrible influenza-pneumonia pan- 
demic of 1918. The etiological explanation of the 
Pfeifer bacillus proved to be a scientific mirage, 
but there are very few who now doubt the causality 

of the shock administered to society by the experi- 
ence of a near-total war. 
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The relative incidence of types of mental illness 
in various cultures has been treated by this reviewer 
in a survey entitled “Observation on Cultural Psy- 
chiatry During a World Tour of Mental Hospitals” 
(Am. J. of Psychiat., Vol. 108: 462, Dec. 1951). 
The facts presented there pointed to a positive cor- 
relation between cultural situations and certain 
mental disease processes, even though no definite 
claims could be made as to the how and why of 
such linkages. Galdston’s thesis is far more en- 
compassing. While granting psychiatry its due, 
he is evidently concerned that “social medicine” 
should not be regarded as a psychiatric subspecialty. 
Were it not for this consideration, one might won- 
der why the author treats of the contribution of 
psychoanalysis to this field in a somewhat cursory 
manner. It is of course true that from Hippocrates, 
Sydenham, Virchow, and Cannon down to Hans 
Selye the emotional stresses of the patient as a 
member of society have been given increasing atten- 
tion. However, if we are to witness the growth of 
psychosomatic medicine on a social scale, the dy- 
namics of unconscious motivation and reaction pat- 
terns are bound to engage our deepest concern. A 
corrective of the above underemphasis is found in 
the author's strong plea for a socio-cultural orien- 
tation in medical education. We are to prepare the 
future physician for his classic function as a doctor, 
i. e., a teacher of health. 

The meaty little volume ends with a survey of 
the development of “Social Medicine in England. 
Its course is traced from the reaction to the abysmal 
distress caused by the Industrial Revolution. It is 
highlighted by the humaneness emanating from 
Florence Nightingale, It is seen taking shape in 
the socio-political planning of the Beveridge report 
and other parliamentary health acts following the 
social dislocations of two world wars. It finally at- 
tains academic enthronement in the pioneering per- 
sonality of Professor John A. Ryle. 

Having now said enough to prove that the 16. 
viewer read the book, an earnest word might be 
added to recommend its reading by all vitally con- 
cerned in the growth of medicine. The reader wh 
not only be rewarded by an illuminating scientie 
discussion, he will also share in a cultural experi- 
ence because of the author's dialectic skill and his- 
toric perspectives. 

Henry RAPHAEL Gorn, M. D., 
New York City. 


Tue Construction or REALITY IN THE CHILD. 9 
Jean Piaget. Translated by Margaret A 
(New York: Basic Books, 1954. Price: $6.00. 


Directly in the tradition of the early classical 
writers on child development, Taine, Darwin, an 
Preyer, this book by the great Swiss philosopher 
and psychologist, Piaget, is based on observations 
on his own children. Many other analogies cou 
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be drawn between Piaget and his nineteenth-century 


* predecessors; that they were in large measure 


maturalists and philosophers and that like Wilhelm 
Preyer's monumental work, this is one of a trilogy. 
However, Piaget has built upon 2 decades of his 
own observation and experimentation as well as 
that of his predecessors and reached new and 
illuminating theoretical heights. 

This volume, first published in 1937 as La 
construction du réel chez l'enfant, is the middle 
work of the trilogy made up of La maissance de 
l'intelligence chez l'enfant (1937), and La formation 
du symbole chez l'enfant (1945). Like practically 
all of the author's psychological writings this work 
stems from his insatiable, lifelong, epistemological 
interests. Beginning with the hypothesis arrived at 
in his adolescence, that all evolution, including that 
of the intellect, proceeds in terms of structures-of- 
the-whole or from the totality to the particular, 
Piaget describes the development of reality and 
conceptual thinking from sensorimotor activity in 
the child, within the first 2 years of life. He pro- 
ceeds painstakingly and logically from the develop- 
ment of the concept of an object, gradually moving 
this object through space and time to the develop- 
ment of the concept of causality and finally from 
the simplest sensorimotor origins to the child’s 
Concept of the universe. The structure of the book 
18 deceptively simple. Piaget states and discusses 
a hypothetical construct and then offers proof from 
Observations on one or more of his 3 children, 
Lucienne, Jacqueline, and Laurent. These observa- 
tions are largely naturalistic but simple experiment 
and some comparative observations are also 
included. 

Everything is grist to his mill. The amazingly 
Sensitive and almost intuitive insight into behavior 
1 cinating to follow through the intricacies of 

s logical Structure. One can forgive Piaget any 
Potential error after reading the work. It no longer 
T that teleology is rife, or that in view of 

ndings by others some of the explanations of 
p Of some behavior patterns are probably 
1 8 5 In almost 400 pages of closely printed text 
92 are probably not more than 2 dozen references, 
Es 9f these to his own writings and those of his 

1 ketE I cannot recall reference to a single 

is n Source. Much to support or contradict 
Pia impressions exists in the literature. Elsewhere, 
8 has said that he “could not think without 
nm cae is precisely what he has done 
bat nee k is not a report of an investigation 
observation e treatise supported by acute 
onstructet n the course of the writing, he has 
times of a ALES hypotheses to occupy the life- 
supremely i Ost of investigators. It is one of the 
indivi dinate rritating phenomena that there are more 
tempting 18 5 5 hypotheses than persons at 

his age Unlike many, Piaget realizes 
Validation and 1 requiring experimental 
ion for mere imself, done much in that di- 
WDotheses amore than 3o years. Above all, his 
are testable which unfortunately cannot 


be said for many in the field of psychodynamics. 
Piaget's writings are fundamental and genuine psy- 
chodynamic literature and are essential to any 
rounded appreciation of this area. 

The dust cover lists this as one of the basic clas- 
sics in psychology and there is little doubt that it 
will remain so for all time. It is therefore surpris- 
ing that there is no historical introduction locating 
this landmark on the map of psychologic thought or 
even among Piaget's 22 volumes. It is not stated 
that it is one of 3 volumes making a totality from 
which this volume is not completely separable. Even 
the year of original publication is not given, as if 
it were feared that no one would care to read a 
book 17 years old. This is somewhat shabby treat- 
ment of a classic. Even more annoying is the 
absence of an index. Nevertheless we should be 
grateful for even the bare printing of the work. 
Not knowing the original I cannot judge the trans- 
lation, but recalling Piaget's uncompromising way 
with the reader, I imagine that some of the heavy 
going is not the fault of the translator. 

Piaget once wrote that he had begun to write 
quickly “for fear that I might not finish in time if 
the world situation should again become troubled... . 
I hope to be able some day to demonstrate re- 
lationships between mental structures and stages 
of nervous development, and thus to arrive at that 
general theory of structures to which my earlier 
studies constitute merely an introduction.” Let us 
hope that he is able to work undisturbed for if 
anyone living could do this, Piaget is the man. 

BENJAMIN PasaManick, M. D., 
School of Hygiene and Public Health, 
The Johns Hopkins University. 


Hypsrostosis Crann. By Sherwood Moore, M. D. 
(Springfield: C. C. Thomas, 1955. Price: 
$10.50.) 

In the preface of this book Dr. Moore writes 
apologetically, There is such an extensive literature 
on the subject of this book that an additional pub- 
lication may be redundant.” Nevertheless, he has 
attempted to present evidence supporting the concept 
that there is a clinical syndrome associated with 
hyperostosis cranii. Although the book is replete 
with charts, photographs of roentgenograms and 
graphs, the cause, pathogenesis, and clinical sig- 
nificance of hyperostosis cranii remain as enigmatic 
as ever. 

The author concludes that hyperostosis cranii 
falls into 4 types and 3 degrees of development; that 
there can be a number of combinations of the 4 
forms; that the clinical findings are identical in all 
types; and that the degree of the hyperostosis is 
not a measure of the intensity of the syndrome, since 
third degree hyperostosis can exist without ac- 
co ing symptoms and symptoms can be present 


mpanying 2 
ithout demonstrable hyperostosis ! 
1 T. L. L. Soniat, M. D., 
Ochsner Clinic, 
New Orleans, La. 
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Tue PEP TI ULCER IpwmUar. By Gerdt Wrei- 
mark. Translated by L. James Brown. (Co- 
penhagen: Ejnar Munksgaard, 1953.) 


This book is of exceptional character: it com- 
bines comprehensive discussions of the vast litera- 
ture with the report of the author’s original in- 
vestigations of 2 unique peptic ulcer series. The 
lack of generally accepted evidence of psycho- 
somatic factors stems, in the opinion of the author, 
from fragmentary studies which fail to include 
unobjectionable control series. It remains to be 
shown how peptic ulcer individuals differ from the 
rest of the population in terms of dimensions of 
personality, predisposition, and heredity. 

The unusually thorough and comprehensive ap- 
proach which characterizes this investigation was 
favored by the cohesiveness of the Swedish popu- 
lation as well as the ease with which follow-up 
observations can be organized under the Swedish 
medical system. The first series consists of 164 
male patients, treated for gastric or duodenal ulcers 
at the medical department of the Central Hospital 
in Orebro; the second series comprises 128 psy- 
chiatric patients at Sahlgren’s Hospital, Gothen- 
burg, who had gastric or duodenal ulcer. The con- 
trols for the first series were chosen by tracing the 
names of the patients of this series in the district 
register where all inhabitants are recorded accord- 
ing to date of birth. The name of the next male 
Örebro resident was noted and the man selected as 
control. If this control was found to have a history 
of peptic ulcer, the one next in the register was 
chosen and so on. In this way, the age distribution 
was practically identical with that of the ulcer 
series. For the second series, a male control born 
within the same 5-year period with the closest sub- 
sequent hospital record was taken. The author 
points out that his control series are unique in 
their unselected composition; that they are superior 
to any other control series in the literature. He 
consequently places great emphasis on the signifi- 
cance of this methodological advantage. 

Psychiatric, familial, somatotypical, anamnestic, 
and statistical examinations are presented in great 
detail and illustrated with many tables and dia- 
grams. Some of the most interesting findings will 
be briefly stated. Duodenal ulcer is more common 
than gastric ulcer. Many data suggest that gastric 
ulcer and duodenal ulcer should be considered sep- 
arate clinical entities. Duodenal ulcer shows greater 
tendency to familial occurrence than gastric ulcer. 
Duodenal ulcer shows a predilection for individuals 
of tall-narrow body build, The Prognosis of duo- 
denal ulcer in persons of this body build is less 
favorable than in persons with wide-heavy body 
build. It is difficult to deny the existence of a con- 
stitutional background in ulcer disease. Findings of 
Kretschmer on the relationship between body build, 
vegetative mode of reaction, and phychophysiologic 
irritability can be rclated to peptic ulcer etiology. 
Personality studies, based on Sjébring’s theory of 
personality variation, revealed that duodenal ulcer 
individuals differ statistically from the controls, 
whereas those with gastric ulcers do not. Duodenal 


ulcer individuals manifest higher intellectual ca- 
pacity, lack the characteristics of syntonic person- 
alities and seem frustrated because of discrepancies 
between their aspirations and their possibilities to 
achieve them. There emerged sufficient evidence to 
conclude that the dimensions of personality, body 
build, and autonomic dysfunctions are constitution- 
ally correlated and indicate an inherited predispo- 
sition. 

One must agree with the author’s conviction that 
the psychosomatic theory of peptic ulcer has not 
received the quantitative research attention which 
it merits. The value of this report lies in the vast 
amount of work and the extensive scope of investi- 
gative techniques. The availability of the control 
material eliminates methodological shortcomings 
which lessen the validity of many otherwise bril- 
liant studies on the same subject. To compose 2 
series of ulcer patients, one with and the other with- 
out psychiatric disorders, each matched by a control 
series singularly free from flaws of selectivity, gives 
proof of the author’s superior research ability. 
Many of the data as well as the techniques by which 
they were gathered should be evaluated by special- 
ists in these fields of research. Psychiatrists and 
psychologists in this country may dismiss Sjóbring's 
theory of personality variation as too descriptive 
and look in vain for interpretations of the experi- 
ential-dynamic aspects in the personality studies. 
The fact that significant differences were found be- 
tween the individuals with and those without duo- 
denal ulcers suggests strongly that specific person- 
ality factors were brought into focus. 

'The arrangement of the contents appears rather 
clumsy as repetitious chapter discussions and sub- 
summaries interfere with clarity of presentation. 
A greater condensation of final data would greatly 
benefit the book. Without doubt, however, this 
work must be regarded as a major contribution to 
the psychosomatic literature on peptic ulcer, Its 
methodological advantages command serious Te 
considerations of etiological concepts which ignore 
or question the significance of constitutional factors. 

Fritz A. Freynan, M. D., 
Farnhurst, Del. 


MANUAL or PsvcHoLocican Menicine For PRACTI- 
TIONERS AND SrUDENTS. Third Edition. By 
A. F. Tredgold and R. F. Tredgold. (London: 
Bailliere, Tindall and Cox, 1953. Distributed in 
the United States by Williams and Wilkins 
Co., Baltimore. Price: $7.00.) 


Events in the unwritten chapters of history have 
a curious assertiveness in unfolding themselves 7 
if in accordance with some prearranged plan, de? 
spite opposition and antagonism. So it is that, at- 
though there are still Freudians and anti-Freudians, 
psychoanalysis asserts itself with a certain inen“ 
tableness in dictating the history of psychiatry in 
America and, more tardily, in England also. 1 85 
is something of an anachronism, therefore, er $ 
newly published manual of psychiatry which ral ig 
petulantly mentions psychoanalysts in the d 
sentence as quacks, and which is indebted to Frew 
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only to the extent of borrowing his early outline of 
the 4 neuroses, namely hysteria, obsessional states, 
anxiety states, and neurasthenia. There is also an 
anachronism about a text that in 1953 prescribed 
as little as 300,000 units of penicillin twice a day 
for 7 days, then a course of induced pyrexia, then, 
perhaps, a course of bismuth or arsenic, as the treat- 
ment for syphilitic disease of the brain; or that pre- 
scribed bromide and luminal as usually preferable to 
dilantin in the treatment of epilepsy. Tredgold’s 
psychiatric handbook, Manual of Psychological 
Medicine, would have been a milestone in English 
psychiatry had it first appeared in 1903 instead of 
1943. The appearance posthumously in 1953 of a 
third edition, revised by the original author with 
the assistance of his son, must surely be indicative 
of a demand which could have arisen only in a psy- 
chiatrically starved and backward medical com- 
munity, 

The psychiatric theory on which the book is 
based is in part conventional and in part idiosyn- 
cratically, even irresponsibly, conjectural. Thus, 
an example of conventional theory is the distinction 
between brain and mind, between organic and non- 
organic psychiatric diseases. The organic diseases 
include the usual toxic conditions and brain in- 
Juries, and all examples of mental decay and mental 
defect, for which a constitutional basis or predis- 
Position is postulated should it not be demonstrable. 
Mental defect and mental decay are 2 of the 3 
major categories of mental disease; the third is 
mental disorder. It is allowed that some mental 
disorders may have an organic correlate as yet un- 
demonstrated. Thus, schizophrenia is dealt with 
Pis "s as a mental disorder and again as a 

efect, uni i i i 
1 5 „under the heading of schizophrenic 

An idiosyncratic and conjectural part of Tred- 
gold's psychiatric theory pertains to the diseases 
1 8 he categorizes as mental disorder. These 
M are caused by 2 groups of factors, "first, 
«a Dredisposition, usually inherited, and secondly, 
e emerit stress" (p. 20). Most patients with 
S g predisposition to mental disorder “come 
dee s characterized by an unusual number of 
5 ee being affected with different kinds 
1 8 5 abnormality. Thus, one member may be 
17 8 (E “pressive, another a schizophrenic, another 
1192 rer from presenile dementia, mental defect, 

ince ub or a psychoneurosis" (p. 19). 
dor . and diabetes are also regarded as 
277) tk y prevalent in psychopathic stocks (p. 

eai - horses of inherited predisposition are 

RaR o nearly to death that they may as well 

A een abandoned for dead. 

1597 idiosyncratic and conjectural part of 
abridged S psychiatric theory is contained in his 
sonality. oe of McDougall’s theory of per- 

apter read e penultimate paragraph of the first 

Awe ads as follows: “There are other persons, 
they How advance to a higher plane, in that 
taioraa the higher sentiments and ideals of be- 
Quences an Ru not actuated by fear of conse- 
mi comen personal advantages to be gained 
Pliance with the laws of society, but by 


feelings of honour, duty, personal obligation, jus- 
tice, social ideals and moral aspirations. Such sen- 
timents and ideals when firmly incorporated into 
the structure of mind exert a far greater control 
over primitive urges than does the mere fear of 
consequences. 

The tone of moralizing in this paragraph paves 
the way for an overemphasis on conduct to be 
judged, with too great a lack of scientific and 
medical impartialness. Hysteria, for example, is 
defined as “a functional disorder of mind character- 
ized by the unconscious production of mental and 
physical symptoms which enable the individual to 
escape from some difficulty or to gain some real or 
imaginary advantage’ (p. 55). Diagnostically, 
therefore, the physician must always be on the look- 
out for hysteria when such matters as insurance 
compensation claims are at stake. Therapeutically, 
removal of the symptoms can usually be accom- 
plished with comparative ease, either by firm 
insistence, persuasion, or suggestion, the latter with 
or without hypnosis” (p. 63). Subsequent psy- 
chotherapy is advised and, in a later chapter, 8 
pages are devoted to this method of treatment. In 
a nutshell, “the chief methods of mental treatment 
are reassurance, explanation, persuasion and sug- 
gestion” (p. 279). 

Another example of a judicial and forensic 
emphasis is the author’s treatment of mental and 
moral deficiency in close conformity with defini- 
tions laid down in the English Mental Deficiency 
Act of 1927. The use of intelligence tests, for the 
ascertainment of educational capacity during the 
school age, is mentioned, but the author admits: 
“Personally, I never use the Binet-Simon scale for 
the diagnosis of defect as defined by the Mental 
Deficiency Acts, nor am I interested in what may 
be the individual's I. Q.“ (p. 258). 

With regard to theoretical matters, especially in 
so controversial a field as psychopathology, a re- 
viewer's opinions are as much open to debate as 
those of the author under review. There is, how- 
ever, no place for dogmatism and bias in dealing 
with such a topic as cretinism. Tredgold makes 
statements about cretinism that are outmoded, 
wrong, and therapeutically dangerous (p. 250-251). 

While allowing that in the majority of cases of 
cretinism the family history is normal, he says, in 
discussing causation. "In a proportion of cases, 
there is a definite psychopathic family history, 
similar to that in ordinary aments.” This statement 
is nonsense. 

Under the heading, pathology, one finds: “The 
brains of cretins who have remained defective, 
whether they have or have not been treated, show 
a paucity and incomplete development of cortical 
cells similar to that in primary amentia," This 
statement is not accurate. Though histological 
anomalies in the brain cells of cretins have been 
found, frequently no pathology can be demonstrated 
histologically. 

The first seas under the heading, mental and 
physical features reads thus: "The child is usally 
normal at birth, and it is not until he is about six 
months old that anything peculiar is noticed." This 
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statement is totally misleading. While hypothy- 
roidism may have its onset at any age of life, in its 
congenital form thyroid deficiency may be so acute 
at birth that, no longer supplied with maternal 
thyroid hormone through the placental circulation, 
the baby shows full-blown symptoms of cretinism 
between 1 and 2 months of age. The diagnosis can 
be established with certainty on the basis of clinical 
symptoms and laboratory tests, including bone X- 
rays and radioiodine uptake, neither of which are 
mentioned. ! 

Misinformation with respect to diagnosis of 
cretinism is especially regrettable, owing to the 
extreme practical importance of beginning treat- 
ment at the earliest possible moment. With some 

Exceptions, infants diagnosed and treated before the 
age of 6 months subsequently achieve an IQ rating 
of average or better. With every month of delay 
in treatment, there is an increase of irreversible 
impairment of IQ. 

Not only is earliness of treatment of utmost 
importance, but also the amount of medication pre- 
Scribed. Once again the book is erroneous and 
sadly behind the times. The dosage of thyroid 
should not be held so low as 1 grain between 6 and 
18 months of age, and the rate of dosage increase 
should not be 3 grain annually, up to a maximum 
of 5 grains. The correct treatment of cretinism is 
as follows: Very young infants should begin treat- 
ment with 4 grain daily of dessicated thyroid 
standardized according to the U. S. P., and older 
infants on 3 grain daily. The dosage should be 
increased by $ grain increments every 3 or 4 weeks 
until optimal therapeutic effects are obtained, or 
until tolerance has been reached. The optimal 
dosage must be ascertained, on the basis of clinical 
and laboratory findings, for each individual patient. 
Under the age of 2 or 3 years, most cretins usually 
need 1 to 2 grains daily, while those older require 
2 to 3 grains. 

In conclusion, Manual of Psychological Medicine, 
by Tredgold and Tredgold, is sufficiently slipshod 
in its facts and biased in its conjectures to be 
dangerous and misleading to students making their 
first acquaintance with psychological medicine, and 
an impediment to those Practitioners who have a 
genuine interest in psychological illness and in un- 
raveling its many baffling problems. It is to be 
hoped that dissatisfaction with this third edition 
will grow so great that the junior author will meet 
the challenge with a completely new volume. 

Joun Money, Pu. D., 
The Henry Phipps Psychiatric Clinic, 
The Johns Hopkins Hospital. 


» 
TREASURY OF PHILOSOPHY. Edited by Dagobert D, 


Runes, Ph.D. (New York: Philosophical Li- 
brary, 1954. Price: $1500.) h 


The editor tells us that there are about 10,000 
men and a score of women who may claim to be 
classed as philosophers, Pondering the multitude 
of definitions of philosophy after he had completed 
his book the editor could only conclude that “Dhi- 
losophy is the search for the indefinable.”. Which 
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suggests the view of an earlier commentator that 
all the wealth of words that have been uttered and 
written about the “absolute” and the "infinite," with 
which philosophy in pure culture deals, conyeys no 
meaning to such as “have not the faculty of under- 
standing the unintelligible.” 

Insofar then as the pure philosopher may be 
either a mere dialectitian or a pursuer of an ignis 
fatuus, may it not be a high tribute to the female 
sex that the compiler of this book of 1,280 pages 
found only a score of women who might qualify as 
philosophers as against 10,000 males? At any rate 
of 10,020 or so possibilities Editor Runes selected 
about 400 persons, including one woman, excerpts 
from whose writing make up this Treasury. 

The authors are arranged alphabetically from 
Abailard to Zeno the Stoic and the space allotted 
to each ranges from one page to 18 (Thomas 
Hobbs, Plato). All the great names are here and 
a multitude of lesser ones who had something to 
say, whether or not strictly philosophical, depending 
on one’s definition. 

For a sampling let us take every tenth name: 
Abailard, Alcuin, Anaximenes, Sri Aurobindo, 
Roger Bacon, Berkeley, Bradley, John Burroughs, 
Chrysippus, Comte, Nicholas of Cusa, John Dewey, 
George Eliot (the lone woman), Fechner, Etienne 
Gilson, Judah, Helevi, Helmholtz, Hóffding, Hus- 
serl, Jamblicus, Joubert, Lamarck, Lenin, Locke, 
Machiavelli, McDougall, Montaigne, Nietzsche, 
Pascal, Plando, Proclus, Romero, Saint-Simon, 
Seneca, Spinoza, Tertullian, Vivekananda, Christian 
Wolff, Zeno the Stoic. 

The time span is from the sixth century B. C. to 
today. 5 

Under each writer’s name is a short biographical 
sketch, a list of his major works, and an estimate 
of his significance in the field of philosophy broadly 
conceived. This informative introduction to each 
author adds substantially to the value of the work. 
Much of the material presented here appears in 
English translation for the first time. 

At the end of the volume is a list of references 
to the sources of the quoted excerpts. A full index 
is also provided. 

It is the conventional thing for reviewers of an- 
thologies to wonder with raised eyebrows why this 
writer was included and that other omitted. So 
might we here; but after all the editor who 111 
taken the great pains to assemble the vast materia 
composing this book must not be grudged the right 
to make his own selections, There are names here 
that would not be admissable by any strict or p 
fessional definition of philosophy; only the popu 
lar or colloquial use of that word, whereby any 
striking or well-stated opinion about almost 115 
aspect of human experience may be called phi 
losophy, justifies their inclusion. 

However, the editor has ranged the field mE 
the Orient to the West through the ages and zi 
result is a useful work of reference, as well as 5 
sirable for general reading, which will widen the 
cultural horizon of anyone save possibly a few 
experts. CBF. 
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COURSE AND OUTCOME OF SCHIZOPHRENIA * 
F. A. FREYHAN, M. D., FARNHURST, DEL. 


It becomes increasingly difficult to evalu- 
ate prognostic and therapeutic aspects of 
schizophrenia, This is due to the specializa- 
tion of psychiatrists who have different con- 
cepts, work with different therapeutic tech- 
niques, and gain their clinical experiences 
with dissimilar patients. Greater uniformity 
of clinical management prevailed prior to the 
introduction of somatic and psychological 
therapies in the last 2 decades. Since then 
it has become apparent that there is more 
randomness in schizophrenic patients ad- 
mitted to public hospitals than in patients 
often carefully selected by private or teach- 
ing hospitals on the basis of their fitness for 
particular therapies. Dissimilarity in onset, 
personality, and background devaluates the 
Significance of schizophrenia as an identify- 
ing denominator for the purpose of com- 
parative studies of outcome. How could it 
be otherwise with regard to an illness from 
Which some patients, once hospitalized, re- 
Cover without subsequent impairment while 
others enter a hospital to remain there the 
Test of their lives. Recognition of the in- 
congruity and incompatability of clinical 
Samples enables us to understand some of the 
Controversies about conflicting claims on 
therapeutic Statistics, 
t is the purpose of this study to gather 

me facts about the course and outcome of 
Schizophrenia in Delaware. The setting has 
110 advantage of what we may call the 3 
ot unities: of action, of time and 
m T There is but one psychiatric hospital 
90 l state of Delaware. This reduces 
dd 1 A the number of administrative 
Siu E tue and provides a maximum 

Tm al uniformity which few, if any, 
ee 809 in this country can equal. More- 
: Bor onl has been under the director- 

9 95 T. Tarumianz for over 35 years. 

Writer has continuous personal knowl- 


ed 

study 5 all schizophrenic patients in this 
ce 

WY Since 1940, 


TR 
eu 5 the rroth annual meeting of The Ameri- 
7. 1934. atric Association, St. Louis, Mo., May 3- 


The present report is a summary of find- 
ings which will be dealt with in detail in a 
subsequent publication, The investigation, 
still in progress, was motivated by 2 questions 
which are recurrent themes in research on 
schizophrenia; (1) what is the natural course 
of this disease?, and (2) how have modern 
therapies affected this course? To find some 
answers to the first question, I studied the 
developments up to the present of 100 schizo- 
phrenic patients admitted consecutively since 
January 1, 1920. It should be stressed that 
these patients by virtue of hospitalization 
were exposed to influences on the so-called 
natural course of the disease. In a relative 
sense, however, they are undoubtedly closer 
to such a course than patients subjected to 
intervention by specific therapies. The 1920 
group can, therefore, serve the purpose of a 
control against 100 schizophrenic patients 
admitted consecutively since January 1, 1940. 
The latter group had the benefit of therapies 
unknown in 1920. 

We shall not make the error of seeing both 
groups as equally constituted. There are 
many differences of chance. There are in- 
adequacies in the quality of information. 
Furthermore, we cannot ignore differences 
of social attitudes toward mental illness 
which may have played a part with regard 
to hospitalization. But for all these noncom- 
parable aspects, the groups have strong ele- 
ments in common. In 1920 as in 1940, pa- 
tient$ were admitted without selection. They 
were exposed to the same clinical and thera- 
peutic management then prevailing. Almost 
all who got well but relapsed returned to this 
hospital. Those who became chronically ill 
have been under continuous observation for 
the entire time of illness. (For statistical 
purposes, present status" refers to Decem- 
ber 15, 1953.) jo 

No effort was made to distinguish between 
diagnostic types. Already «Kraepelin found 
that: 

Delimitation of the different clinical pictures can 

only be accomplished artificially. There is certainly 

a whole series of phases which frequently return, 

but between them there are such numerous transi- 
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tions that in spite of all efforts it appears impossible 
at present to delimit them sharply and to assign 
each case without objection to a definite form. 


The temporary predominance of catatonic, 
paranoid, or hebephrenic features leads fre- 
quently to diagnostic coercion and creates 
continuous disagreements among psychia- 
trists. Furthermore, progression of illness 
changes the clinical picture and necessitates 
repeated modifications of type diagnoses. 


THE SAMPLES: THEIR PRESENT STATUS 


The 1920 sample consists of 51 male and 
49 female patients. The 1940 sample consists 
of 50 male and 50 female patients. Their ad- 
mission ages are shown in Fig. 1. In Table 1, 
for reasons of comparison, the 1920 sample is 
shown after 13 years—this being the time 
span of observation for the 1940 sample— 


TABLE 1 


COMPARISON OF PRESENT STATUS OF 1920 AND 
1940 SAMPLES 


D.S.H.* Out f Dead 
27 29 
24 II 
54 4 


* D.S.H.—Delaware State Hospital. 
1 Out—separated. vp 


~ Years -= 


on BERRY 


AGE ON ADMISSION 
Fic. r.—Schizophrenia, 


COURSE AND OUTCOME OF SCHIZOPHRENIA 


100$ of Total 
90 
80. 
70 
60 
50 
40 
30 
20 
10 
° DSH 0⁰ DIED IN 
HOSPITAL 


Fic. 2.—Status—December 15, 1953—Schizophrenia, 


of Total Group 


1920 mm as of today 
1920 ma as of 12/15/33 
19400 as of today. 


BSS3Isss 


Fic, 3.—Schizophrenia. 


as well as after 33 years. Information re- 
garding their present status is illustrated in 
Figs. 2 and 3. i 

These findings indicate a drastic increase 
of separations since 1940. We also note a sub- 
stantial loss of 1920 patients due to death. 
If we compare the 1920 status after 13 years 
with that of today, we recognize further 
mortality as the main difference since only 
3 patients left the hospital subsequently. 

What has been the fate of those who are 
still hospitalized? Their present situation 
can be characterized according to 3 socia 
levels: (1) patients who are regular hospital 
workers and live the modestly normal hospi- 
tal life with its absence of competitive an 
social demands; (2) patients who have main- 
tained a limited capacity for interperson? 
relationships but need to live on the war Ss 
and (3) patients who have deteriorated to 
the level of complete isolation, untidiness 
and indifference (Table 2). 


TABLE 2 


TO 
PRESENT SITUATION or SAMPLES ACCORDING 
Socian LEVEL 


Deterio- % 

Working Ward rated n 
18 17 

21 11 4 


erence in time passed since onset 
may account for the greater number 
iorated cases in the 1920 sample. 
speaking, there is little that these 
we in common clinically except the 
of their psychoses. 


seem that mortality has decreased 
groups are compared at the 13-year 
This may be explained by the fact that 
jority of patients of the 1920 group, 
ithin a few years of hospitaliza- 
tuberculosis. Generally, there is 
e of relationship between mental 


| cardiovascular diseases, 7 died of 
sis, 7 of neoplasm, the rest of other 


time of death, 10 patients were de- 
ed, 13 were better-ward patients, and 
hospital workers. 


AND MULTIPLE ADMISSIONS 


Eon 
gross sense, all Schizophrenic persons 

to hospitals can be arranged accord- 
lasses and 4 types of outcome: (1) 
sions—(a) leaving the hospital, 


ntually taking a favorable or un- 
course. The outcome, according to 
ement, is illustrated in Fig. 4. 
with multiple admissions do not 
à clinical entity. Among them are 
o showed excellent improvements 
ed to their pre- illness level as well 
mildly improved, but returned to 
cause of some social changes or 
in their environments, For the 
Dart, however, multiple admissions 
9n the capacity for compensation and 
on of schizophrenic patients. 
an activity-index of the movements 
tients of 1920 and 1940 whose 
3€ appeared more favorable. We 
7€ à good deal of movement-activity 
?0 sample. This is highly significant 
nonstrates that nearly half of the 
2€came eventually chronic mani- 
Jnitial capacity for improvement. 
e also, only more impressively 


cause of death. Fifteen patients 
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DIED IN 
HOSPITAL 


STATUS - DECEMBER 15, 1953 
of Multiple Admissions 


SSS 88888 8 8 


OUT 


DIED IN 
HOSPITAL 


STATUS - DECEMBER 15, 1953 
Fic. 4.—Schizophrenia. 


so, for the 1940 sample. Here, more than 
50% of the patients who now constitute the 
chronic group, responded favorably at first. 

These facts clearly reveal the impossibility 
of establishing dependable prognostic cri- 
teria. We do not know on first admission 
whether the patient will return if separated ; 
and if he returns we again cannot predict 
the further course. The concentration of 
schizophrenic psychoses in one hospital in 
Delaware has enabled me to recognize the 
important implications of the multiple admis- 
sion group. While hospital statistics classify 
these patients as readmissions, there is in- 
sufficient reference to this group in clinical 
studies. This is regrettable because it impairs 


TABLE 3 


Activity INDEX or PATIENTS WITH FAVORABLE 
INITIAL Course 


Frequency of admissions: 


2 3 4 5 6-9 Total 
Number of patients 
1920 ...... 19 XB 3 3 I 37 
1340. cay 2I 17 6 4 6 54 
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the value of statistics on therapy. How is 
one to evaluate the effect of a therapeutic 
technique on a patient who has previously 
improved without this particular therapy or 
perhaps without any therapy? It should be a 
prerequisite for therapists to specifically re- 
fer to multiple admissions in a manner which 
explains the superiority of the treatment re- 
sults over previous states of improvements. 


DIAGNOSTIC ASPECTS 


There is little doubt that the manner in 
which the diagnoses were made applies to 
all patients. Initial caution and discrepancies 
are reflected in a number of cases which were 
diagnosed differently before the schizophrenic 
nature became apparent and the diagnoses 
were changed accordingly. In the 1920 
sample, these initial diagnoses were: psycho- 
neurosis, 1; manic-depressive psychoses, 8; 
in the 1940 sample; psychoneuroses, 4; 
manic-depressive psychoses, 5; without psy- 
chosis, 1. A retrospective examination of 
these cases leaves little doubt as to the 
presence of schizophrenic psychopathology 
at the onset. This is not altogether post hoc 
reasoning in view of the fact that the initial 
diagnoses were often tentative but not re- 
viewed subsequently, or were made on the 
basis of insufficient observations when pa- 
tients left the hospital prematurely but re- 
turned later after progression of illness. 
Three of the psychoneurotic cases have since 
developed malignant hebephrenic patterns. 
On careful analysis of their initial com- 
plaints, however, we do not find psychoneu- 
roses but the pseudoneurotic syndromes as 
described by Paul Hoch. 


ONSET VARIETIES 


The relationship between onset of illness 
and outcome has long been a matter of prog- 
nostic interest and etiological speculation. No 
sharp lines can be drawn, of course, and ob- 
servations are often inaccurate and mislead- 
ing. Nevertheless, we can distinguish between 
gradual personality changes and rather 
sudden transitions from social existence into 
psychotic states. The type of onset has 
fundamental bearing on the relationship of 
personality structure and psychosis. Con- 
ceptual differences pertain to the onset varie- 
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TABLE 4 
OUTCOME Accorpinc To ONSET 
1920 D.S.H. Out 
Sudden 4696 54% of total with sudden 
onset 
Gradual ....... 76% 24% of total with gradual 
onset 
1940: D.S.H. Out 
Sudden ........ 2996 7196 of total with sudden. 
onset 
Gradual ....... 5196 49% of total with gradual 
onset 
ties. If we cut across the boundaries of 


various theories, we can reduce some of the 
differences to two basic versions: psychosis 
as a process and psychosis as hypertrophy 
of a personality type. Among many others, 
Sullivan(4), and more recently Bellak(2), 
discussed the justification for a nosologic dis- 
solution of schizophrenia on the basis of on- 
set and outcome varieties. 

The data here presented (Table 4) ate 
fair approximations at best and are far more 
reliable for the 1940 sample. 

As with many other characteristics, the 
significance of these data in relation to prog- 
nosis is dubious since we are not dealing with 
informative correlations. For example, the 
distribution of gradual onsets in the 1940 
sample is practically identical in groups with 
favorable and unfavorable outcome, whereas 
strong predominance of acute onsets is as- 
sociated with favorable outcome. If we turn 
from predictive to postdictive interpretations, 
it still remains obscure why some patients 
with sudden onsets fail to get better while 
others with gradual onset do. Obviously, 5 
prognostic value of the onset varieties, thoug 
considerable, is limited in general application. 


PERSONALITY AND FAMILY BACKGROUND 


A similar difficulty arises with regard to 
the prognostic significance of the prepsy” 
chotic personality. If we include the hou 
characteristics commonly associated wit 
“schizoid personality", we obtain this distri- 


` bution: 


TABLE 5 
Out 1 
26% of total of schizoid ue 
53% of total of schizoid 


D.S.H. 
++ 74% 
- 4796 


are cong 
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It is evident that patients with conspicuous 
prepsychotic personalities are more fre- 
quently those with unfavorable outcome but 
that this is not exclusively so is shown in 
the presented data. Generally, very little in- 
formation can be gained by tabulation of 
traits since the patient's capacity for com- 


: pensation must be judged against the back- 


ground of his pre-illness way of life. 

The family matrix deserves special men- 
tion since the majority of psychotic relatives 
were or are also patients in the D.S.H. 
While no details can be given in this sum- 
mary, the following facts highlight the unique 
concentration of families in one hospital, 
characteristic for Delaware. In the 1920 
group, 18 patients are related to 31 patients 
in the D.S.H., while in the 1940 'group, 21 
patients have 35 relatives in the hospital. 
Among these cases we find the majórity of 
relatives to be parents, children, and siblings. 
The number of relatives to one patient, all in 
the same hospital, varies from 1 to 6. While 
only general prognostic conclusions can be 
associated with family incidence of psy- 
choses, certain elements of psychopathology 
can be identified as dominant themes in many 
of these families, as has been described by 
Manfred Bleuler, 


THERAPEUTIC ASPECTS 


The patients admitted since 1940 had the 
enefit of specific therapies as well as of 
Ge Management. In addition to con- 
vulsive therapy, insulin coma therapy, and 
Piychosurgery, there were, compared with 
Ec Intensified socia] activities, closer con- 
Bn trained personnel, and more psy- 
ie D Table 6 gives a presentation of 
lc therapies, 
ii din interpretation of the results must be 
0 x in the awareness that they tell only one 
7 of a story, namely the status of each 
mediat on December 15, 1953. The im- 
late responses, improvements or failures, 
of the pals not apparent. Eighty patients 
Somat; 940 group had one or more of the 
0 
ain e, Patients who had convulsive and in- 
holds says had a favorable outcome. This 
Prestim also for the group of 20 who 
tients Woh had no treatments. Of 16 pa- 
Who underwent Psychosurgery, only 


€ therapies. We see that the majority . 


TABLE 6 
SCHIZOPHRENIA: Somatic THERAPIES 
1920 Group 
Treatment D.S.H. Out Dead Total 
Convulsive „ 
Surgery ..... — 1 = I 
Combination ... — 1 1 
1940 Group 
Treatment D. S. H. Out Dead Total 
Convulsive (Metrazol, ECT). 33 40 2 75 
Insulin coma .. OAM EE UIT 
Psychosurgery 12 4 o 16 
Combinations N 1 20 
20 


4 left the hospital. It must be kept in mind, 
however, that only those patients were se- 
lected for surgery who had failed to respond 
to other treatments and were no longer in an 
acute state of illness. Very little can be said 
with regard to each type of therapy since 
the distribution in this particular group of 
100 patients is uneven. The low frequency 
of insulin coma treatment is due to the short- 
age of trained personnel during the war 
years. We see that 11 patients of the 1920 
group had treatments after they had been in 
the hospital for over 20 years. These figures 
may seem very low, and they are not repre- 
sentative for the management of chronic 
schizophrenic patients in general, In most 
of these cases, however, there was little need 
for these therapies since the patients had 
made the type of adaptation which cannot be 
influenced or should not be tampered with. 
The results with psychosurgery on chronic 
patients have been reported previously and 
cannot be related to this sample. 

A further improvement can be seen in the 
decrease of time spent in the hospital by 
patients now separated from the hospital. 
A tabulation of total time spent in the hospi- 
tal for both single and multiple admissions 


shows: 

1920 
3 years—11 months—22 days 
..5 years— 3 months—23 days 


1940 
2 years—8 months— 6 days 
3 years—7 months 11 days 


We shall not deal with the present status 
of the separated patients since the informa- 
tion is not complete at this time. Further- 
more, no attempt will be made to distinguish 
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between degrees of improvement at the time 
of separation. The application of rating 
scales adds to the difficulties of evaluation 
without the provision of a tangible benefit. 
For long-term studies there is no advantage 
in categorizing behavioral items since the 
decisive criterion must be the capacity for 
social living. Experience has shown that 
patients, with few exceptions—and there 
will always be exceptions—remain outside 
the hospital as long as they appear improved 
in the environment from which they came. It 
would be puristic to cling to principles of in- 
sight or ideals of restitutio ad integrum as 
if the patient were an entity to himself, living 
in a vacuum. The patient's reintegrative 
capacity can be judged only against the 
background of what constitutes his world, 
his situation, his partners, and people. The 
number of multiple admissions provides a 
measure of the sensitivity of the environ- 
ment's attitude: anxious to return him to 
the hospital when he is worse, but desirous 
to take him back as soon as he improves. 
Such a general view is admittedly of no 
value to experimental designs, but proves to 
be useful for this purpose. 


COMMENTS 


The summarized findings reveal some facts 
about life and death of 200 schizophrenic 
patients. We followed their movements since 
1920 and 1940 in order to make some com- 
parisons. It is impressive to find that rate 
and speed of movement of the 1940 patients 
have more than doubled. Separation in both 
groups occurred for the majority within the 
first 2 years of hospitalization. This implies 
a fair degree of recovered social stability. 
But whereas we can summarize certain data 
in tables and statistics, we are on less factual 
grounds with regard to their implications. 

It would be tempting to conclude that the 
better results reflect eo ipso on the effective- 
ness of new therapies. While there is evi- 
dence of this, our findings also suggest what 
has often been stressed by others: that the 
patients who respond favorably may be those 
destined for a more benign course of illness. 
The complexity of this problem becomes 
apparent when we analyze not only the suc- 
cesses but the failures. If we exclude the 
patients who died, we find that 40-45% of 


0 


both groups have developed the malignant 
pattern of chronicity. Whether we find the 
ratio of favorable / un favorable responses 
high or low depends a great deal on our 
knowledge of schizophrenia. It has recently 
been the trend to emphasize greater confi- 
dence in the recoverability of schizophrenic 
patients and to condemn the fatalistic out- 
look of yesterday. Most of the favorable re- 
sults have consequently been attributed to 
newer concepts and therapies. Eugen Bleuler 
(1) stated in the beginning of this century 
that schizophrenia "can stop or retrograde 
at any stage." He reported about 515 pa- 
tients treated in the Burghoelzli Hospital be- 
tween 1898 and 1905 as follows: 60% of. 
the patients had regained the ability to sup- 
port themselves outside the hospital and to 
carry on their vocation, 22% had become 
severely deteriorated and 18% were inter- 
mediary types classified as medium deterio- 
ration." Thus, only 40% of all admissions 
manifested a more severe trend from the 
outset. As is well known, Bleuler believed 
in early release in order to combat the psy- 
chological stagnation produced by the se 
curity and monotony of hospital life. He 
was convinced that 


the therapy of schizophrenia is one of the most 
rewarding for the physician who does not ascribe 
the results of the natural healing processes of psy- 
chosis to his own intervention. 


If we project Bleuler’s findings and phi- 
losophy in the present, we must find it difficult 
to define the essence of progress in current 


results. Is it possible, for example, that an A 


overconservative hospital policy delayed sep 
aration of patients and that modern therapies, 
independently of their specific effects on the 
patients, produced a change of attitude on 
the physician’s part? The polypragmatic 
climate of today may very well have broug 

about a greater willingness to send patients 
home “since they had treatments.’ This 
could account for the faster tempo of move 
ment found in recent results. It Seems 
furthermore, justified to assume that 1 
and prognosis are favorably influenced by H 
speed of re-socialization which somatic oe 
psychological therapies facilitate „throu ol 
rapid reduction or removal of disturbing 
symptoms that disorganize the inner con 

tinuity of the schizophrenic individual. 
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It has been postulated that deterioration 
is the result of therapeutic neglect. The 
1940 patients had the opportunities for 
therapy and social rehabilitation, Of the 42 
patients who became chronic, only 17 re- 
mained hospitalized continuously, whereas 25 
improved sufficiently to leave the hospital 
for various intervals. The greater majority 
of these patients were subjected to various 
changes designed to counteract environmental 
stagnation. They were exposed to a variety 
of therapists and were given individual at- 
tention. Some had psychotherapy individu- 
ally, others in groups. Some could never be 
reached as they isolated themselves from the 
beginning, 

Through my continuous contacts with all 
Patients hospitalized since 1940, I have had 
the opportunity to search for situational and 
psychological factors which could only be 
brought to light in the course of time. But 
while important information was gained, the 
impression was formed that no theory, intra- 
or interpersonal, can explain deterioration 
with any measure of general validity. It is 
always possible, and shown by 3 patients of 
1920, that social living can be resumed in 
Spite of 20 or more years of stagnation. But 
While from time to time such cases are pub- 
lished in order to highlight the effectiveness 
of a therapeutic technique, somatic or psy- 
chological, there is as yet no evidence of a 
common denominator which could provide a 
therapeutic beachhead in the battle against 
chronicity, 

What can be concluded? Many will argue 
that collective studies are pedestrian exercises 
in figures which cannot enlighten us on 
R of individual dynamics or therapeutic 
fe Because of the prevalence of this 
ibas we find today a widespread reluctance 
Seated in researches which tran- 
ER eintimate realm of individualized case 
big But we need not be fearful of sur- 
turnin ing Psychodynamic prerogatives when 
Vitel. investigative attention from indi- 
Both d © generic aspects of schizophrenia. 
aia Stand in opposition but form 
Phrenia, Parts of a total concept of schizo- 
of 1 55 always guard against the “fallacy 

e S. sting cases,” the generalization of 
Promising discovery, “the biased 
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sampling which arises when we concentrate 
our attention exclusively on the changes that 
develop in some interesting section of the 
total group" (5). 

The reported findings gain in significance 
because they pertain to total groups rather 
than to selected sections, As such they repre- 
sent much of the variety and variability of 
schizophrenia which must be taken into ac- 
count on questions of the natural course and 
its modifiability. 


CONCLUSIONS 


I. Long-span observations of 2 samples 
of schizophrenic patients, 20 years apart, in 
a setting of comparative uniformity disclose 
duplication of hospital separations since 1940. 

2. Modern clinical management accounts 
for this significant improvement. 

3. The beneficial impact of specific thera- 
pies appears inseparable from compensatory 
capacities possessed by favorably responding 
patients. 

4. The malignant pattern of chronicity 
could not be reliably predicted on grounds 
of onset or personality nor averted by thera- 
peutic efforts. 1 

5. The summing-up of continuous obser- 
vations and the analyses of factual develop- 
ments are indispensable to our knowledge of 
schizophrenia and to an ascertainment of 
progress with therapies. 
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DISCUSSION 


Aurrep STANTON, M. Dy (Wellesley Hills, 
Mass.).—It is good to know that the coherence of 
the patient population which Dr. Freyhan describes 
is being used for observation of many of the puzzling 
developments in hospital psychiatry during the past 
few decades. His paper gives evidence that 30% 
more of the schizophrenic patients admitted in 1940 
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were outside the hospital and in better condition 
than of those admitted in 1920. Dr. Freyhan did not 
have space to give the statistical details which would 
indicate how probable it is that this difference oc- 
curred from chance, to correct all his tables to the 
comparable period of 13 years, or to show how the 
prognostic criteria were matched between the 2 
groups; I shall assume that the differences are 
significant in what I say. It is an entirely plausible 
finding, and similar observations have been made 
at the Boston Psychopathic Hospital by Bockoven, 
and in a most careful study by Morton Kramer at 
the National Institute of Mental Health. 

It is a finding of the greatest importance for those 
of us who work in mental hospitals. Deutsch 
suggests that in the middle of the last century dis- 
charges of patients in hospitals reached 90% and 
higher—and apparently these figures cannot be en- 
tirely brushed aside. The prognosis fell toward the 
end of the century, with the erection of the larger 
hospitals whose purpose was to bring about such 
improvements on a mass basis, and with the substi- 
tution of custody as a standard of care for the earlier 
moral treatment. Speaking very broadly, the custom- 
ary level of discharges of first admission patients 
seems to have reached a low point precisely in the 
1920's when neurologizing psychiatry was in its hey- 
day; when Sullivan reported over 80% discharges 
from his special ward at Sheppard and Enoch Pratt, 
the profession met his report with the belief that 
his patients were, as they put it, not really schizo- 
phrenics. Nevertheless, beginning about this time 
reported rates began to improve; although the many 
complexities in the statistical reports were indicated 
by Dr. Freyhan, it seems to me that there is little 
room for doubt any longer that a definite and quite 
general improvement has taken place. I remarked 
that this is a matter of greatest importance because 
it is just as possible for them to slip back again as 
they did before, unless this time we can identify 
the contributing factors. 

Dr. Freyhan mentions the 4 common ways of 
dealing with the improvement of a schizophrenic 
patient. Let me enumerate them in my own lan- 
guage: (1) because of the natural history of the 
disease; (2) because of the polypragmatic thera- 
peutic program and the therapeutic atmosphere (or 
its opposite, when deterioration is attributed to 
therapeutic neglect) ; (3) specific types of therapy; 
and (4) alteration of discharge policy, either be- 
cause of differences in the physician's practice, or in 
the attitude of relatives. 

i The concept of the natural history of the disease 
is of course irrelevant to an appraisal of the differ- 
ence between the 2 groups of patients. I should 
like to be more definite—there is little evidence that 
the concept of the natural history of a mental dis- 
order is a useful one. Everyday evidence indicates 
that patients’ "symptoms" and the depth and mani- 
festations of illness vary depending upon the mean- 
ing to them of their symptoms and of intercurrent 
events; more generally, at least in many cases, it is 
Proper to say that the meaning of the symptoms to 
the patient is a functional part of the symptom, or 
of the illness. To the extent that this is so, there 
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is little more reason for thinking of a natural history 
of the disease than of a natural history of church 
membership. The fact that the meaning is itself a 
part of the illness differentiates mental illness from 
measles, where the concept has been useful. Surely 
Dr. Freyhan’s own evidence supports this view; 


there are different courses of illness—none more 


natural or unnatural than any other. There may be 
typical courses, as there may be a typical period of 
time to spend in high school, but it should be handled 
in the same way. Indeed, Caudill and the Yale 
group have shown how actively and effectively pa- 
tients indoctrinate each other in how to be a mental 
patient; it seems to me very probable that there is 
a social norm among patients in each hospital which 
suggests how long patients should expect to remain 
in the hospital, and that this norm is somewhat 
effective in influencing the actual length of time 
before discharge. 

The effectiveness of the general milieu has not 
been documented by Dr. Freyhan’s study, but I think 
it incorrect to say that there is no evidence; I think 
the evidence is inconclusive—but it does exist and is 
very hard to get. The differences between Galioni’s 
2 groups is one example, and only one, of evidence. 
And it seems to me that Dr. Freyhan is compelled 
by his own figures to the view that there is a differ- 
ence; something was effective. I found about 62%- 
73% chronicity, if the deaths are ignored, in com- 
puting the 1920 group from Table 1. It is probably 
true that the patients who responded favorably were, 
as he puts it, those destined to do so, but the com- 
parable patients in 1920 did not do so. 

The evidence that one specific therapy or an- 
other has made a difference again does not come 
from this type of evidence. I think that in dealing 
with such problems, Dr. Freyhan would find that 
it was necessary to categorize patients at least some- 
what—for there are different types of improvement. 
I know of no one who would identify the quieting 
effect of lobotomy with other types of change toward 
the social average which is usually called improve- 
ment. And those of us who have tried to appraise 
psychotherapy, with its long duration and difficulty 
in arranging controls, have found ourselves force 
to rely upon ratings, at least primitive ones. To do 
otherwise is to equate recovery with discharge from 
the hospital. 7 

The possible alteration of discharge policy is the 
most interesting problem from a methodological 
standpoint. It seems very clear that we cannot take 
the physician’s judgment as a baseline however 
convenient it would be for the statistician. And this 
is the great problem with discharge rates as an 
index of hospital performance. They have long 
been thought of as the hardest of the various cri- 
teria (aside from, perhaps, the ability to remain 
gainfully employed), but they are nevertheless a 
function of the hospital in a curious way. T E 
depend for many hospitals upon the rate of an 
sion; when a patient is admitted, a patient 15 i 
charged, not right at the same time, but nearly 11 
This means that, where the hospital is full, it um 
often be true that the patient who is dischars' 0 
not the one who is himself “ready” for it, but 
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one who is the nearest ready for it, and who can be 
discharged without much staff work. Studies of the 
effectiveness of social workers in the hospital show 
convincingly that they can often bring about the 
discharge of many patients who presumably would 
not be discharged otherwise—so the shortage of 
staff time in most hospitals (including some which 
are thought of as relatively wealthy ones) is a factor 
in the discharge of any patient. What I am trying 
to get at here is the fact that the mental hospital 
is an integrated system, and any item or event oc- 
curring in it, like the discharge of a patient, is a 
function of the whole system. Such a fact compli- 
cates the comparability of statistical studies from 
one hospital to another, or from one time to another 
in some cases, to such an extent that we can at best 
regard them as tentative indices until we know more 
about the institution which forms the setting within 
which our data originate. 

F. A. Frevaan (Farnhurst, Del.).—The concept 
ofa natural course of schizophrenia should not be 
misconstrued to imply nosologic unity or to reflect 
teleological opinions. It refers simply to patterns 
of outcome which have been observed and reported 
for several decades, We need to know something 
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about epidemiological findings and interpretations 
before we attempt to explain the effects of thera- 
peutic endeavors—somatic, psychological, or social. 
The international literature indicates close similari- 
ties relative to frequency, course, and outcome which 
compel us to recognize certain generic aspects of 
schizophrenia, 

I do not believe that we can change the data of 
the 1920 group by ignoring the deaths as has been 
suggested. The group must be taken as a whole 
and the question must remain open whether or not 
those who died might have improved mentally. 

The comments on the importance of hospital at- 
titudes and policies are very pertinent and helpful. 
The advantage, and what I believe to be the value, 
of this study should be seen in the relative constancy 
of observational opportunities which I have pointed 
out in detail. The anonymity and generality so 
often found in clinical-statistical reports from large 
institutions in bigger states necessitate rating scales 
to define varieties of improvement. The intimacy 
of conditions, on the other hand, which favored 
this inquiry, provides some answers to questions of 
the nature of improyement that seem more meaning- 
ful and informative than scales or tables. 


TRACER IODINE STUDIES ON THYROID ACTIVITY AND THYROID 
RESPONSIVENESS IN SCHIZOPHRENIA +»? 


EDWARD H. CRANSWICK, M.D.,3:4 OnaNcEBURG, N. Y. 


This paper is a preliminary report on a 
proposed long-term study of thyroid activity 
in schizophrenia. 


HISTORICAL BACKGROUND 


Cases of disturbed thyroid function, 
whether hyper- or hypofunctional, often ex- 
hibit psychiatric symptoms(1). In particular, 
cases of hypothyroidism, often without myx- 
edema, are frequently seen with a fairly well- 
developed paranoid delusional system. It is 
interesting to note that Bleuler described 
some rare cases of hypothyroidism scarcely 
distinguishable from schizophrenia(2). From 
time to time, success has been claimed in 
treating schizophrenia by the administration 
of thyroid extract or thyroxine(3). With 
regard to the administration of thyroid hor- 
mone to schizophrenics, it is interesting that 
many who have tried this therapy have re- 
ported the unexpected finding of an apparent 
hyporesponsiveness of schizophrenics to thy- 
roid hormone whether given orally or 
parenterally. Among other prominent investi- 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
7, 1954. 

2 The initial cost of equipment has been defrayed 
by grants-in-aid from: The National Institute of 
Mental Health (Grant No. M-509-MH) and The 
Grant Foundation. The 4-channel scintillation 
counter, used for gamma counting of I,,, in the 
neck, was constructed from classified blueprints 
released on application for this project by the 
Atomic Energy Commission. The 4-channel scin- 
tillation counter had first been developed in a joint 
project by the research department of the Beth 
Israel Hospital at Boston and the nuclear research 
department of the Massachusetts Institute of Tech- 
nology. The blueprints subsequently became the 
possession of the Atomic Energy Commission. 

8 Senior research scientist, Research Facility, 
Orangeburg, N. Y., and research assistant, depart- 
ment of Neurology, College of Physicians and Sur- 
geons, Columbia University; Rockland State Hos- 
pital; formerly research scientist and director of 
laboratories, Research Service, Worcester State 
Hospital, Worcester, Mass. 

4 The author is grateful to Mr. Nathaniel Griffin 
for his assistance and numerous fruitful suggestions 
during the Worcester phase of this project. 
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gators, Hoskins(4) has noted this phenome- 
non. It is not implied, however, that this 
finding has been universal. There have been 
occasional reports of apparently healthy indi- 
viduals displaying hyporesponsiveness to thy- 
roid hormone. However, this phenomenon 
has been reported much less frequently in the 
normal population than in schizophrenics. 
Among schizophrenics, the catatonic group 
seems particularly liable to this hyporespon- 
siveness. Bowman(5) in 1925 presented evi- 
dence of a significant lowering of basal 
metabolic rate in schizophrenics, taken as a 
group and compared with a normal popula- 
tion. Paradoxically, in 1950, the same author 
demonstrated an apparently higher thyroid 
activity (as measured by thyroidal fractional 
uptake of tracer iodine) in schizophrenics 
compared with a normal population(6). 
Brody(7) made a study of serum protein- 
bound iodine in psychiatric patients and in a 
normal group. His finding was that, while 
the schizophrenics had a higher mean serum 
protein-bound iodine than the normal mean, 
this difference was not statistically significant. 
It should be remembered, however, that 
straight biochemical estimation of serum pro- 
tein-bound iodine is not sufficiently reliable 
to make differentiations in the order of one 
gamma iodine percent, and that techniques 
using radio iodine tracer have much higher 
reliability and sensitivity and may confer sig- 
nificance on small differences. Brody pointed 
out that, among his psychiatric patients, the 
incidence of high levels of “psychological 
tension” was greater in the patients who ha 
a “high normal” serum protein-bound iodine 
than in those with a “low normal” serum 
protein-bound iodine. 


OBJECTIVES OF THIS RESEARCH 


The current short-term objectives of this 
research are: (1) estimation of thyroid ac- 
tivity in schizophrenic patients and in ê 
normal control group, by measuring the maa 
tional uptake of an Lj, tracer dose in the 
thyroid gland 24 hours after the administra" 
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tion of this dose; (2) the incremental re- 
sponse in thyroid activity, again in terms of 
Tis: neck uptake fractions, measured 48 hours 
after a 10 milligram intramuscular injection 
of thyroid stimulating hormone (T.S.H.) 
(Armour). The incremental response for 
any particular subject is operationally ex- 
pressed as the ratio of: 


A post T.S.H. 
pre-T.S.H. 


values. 


EXPERIMENTAL DESIGN 
PATIENTS 


Thirty-one chronically ill male schizo- 
phrenic patients, 22 from the research ward, 
Worcester State Hospital, and 9 from the Re- 
search Facility ward, Rockland State Hospi- 
tal, are reported. Prior to the beginning of 
the experiments, the Worcester group had 
been continuously under supervision and in- 
vestigation for 3 years, while the Rockland 
group had been under the same kind of 
supervision for only 6 months, by the respec- 
tive research departments of these 2 hospitals. 

Age—The age in the Worcester group 
varies from 23 to 57 years, 4 of the patients 
being over 40. In the Rockland group, the 
range is from 30 to 40 years. 

Diagnosis. — The question of diagnosis was 
settled in an operational manner: (1) the 
Patients had been diagnosed as “schizo- 
phrenics” by the general hospital staff of the 
respective hospital; and (2) there was unani- 
mous agreement by the 5 psychiatrists present 
on the research staffs of the respective hospi- 
tals that each patient was properly diagnosed 

schizophrenic.” Three of these psychiatrists 
beni first on the research staff at Worcester 
COENA and moved later to the Re- 
110 Hi acility of the Rockland State Hospi- 
da, 15 ensuring some diagnostic continuity. 
hs cl al there was available a large 
aD Of patients for selection. They were 
18 In accordance with a set of criteria 
list €d elsewhere(8), some of which are 

€d below, 

5 of Continuous Hospitalization — 

ae BRUT patients had been continu- 
Y hospitalized there from 3 to 17 years. 

5 HR 

orap precision is expressed to the Armour Lab- 
es, Chicago, Ill., for the supply of T.S.H. 
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The Rockland patients had all been continu- 
ously hospitalized for at least 10 years in that 
hospital. 

Physical Normality.—The possibility that 
the patients might have been suffering from 
mild and/or chronic nonrecognized physical 
disorder was decided mainly by the following 
3 criteria: (1) a record of maintained good 
health while the subject was under continuous 
supervision in the research ward of the re- 
spective hospital; (2) physical examination 
with negative findings before the beginning 
of the experiment; (3) negative laboratory 
findings as were required in specific instances 
or as may have been done as part of other 
research projects, We had, naturally, greater 
confidence in the organic normality of the 
Worcester patients, since they had been much 
longer under our care, and had at the same 
time, in connection with other projects, been 
subjected to a very considerable joint in- 
vestigation by the Worcester Foundation for 
Experimental Biology and the research de- 
partment of the Worcester State Hospital. 
Such laboratory indices as: red cell counts, 
white cell counts, sedimentation rates, serum 
cholesterol determinations, and others had 
been frequently estimated right up to the 
beginning of this project. The Rockland pa- 
tients had been under our care for 6 months 
at the time the experiment began. They were 
selected from some 8,000 patients from the 
chronic wards of the hospital. The Rockland 
group original numbered r5, but, subse- 
quent to the completion of the experiment, 
6 were excluded as the presence of low-grade 
or latent chronic disorders and infections, 
unsuspected or unproven until then, was con- 
firmed. Data on those 6 patients will be 
found in the appendix. 

Nutrition and Diet—No attempt was 
made to equate individual patient’s “nutri- 
tion" to operationally preset limits ; however, 
all patients looked well and ate well. Their 
food was of good quality, sufficient quantity, 
and was palatable (personal experience). 
Although no formal analysis was made of the 
diet, all patients received vitamin supple- 
ments daily and the hospital dietitians con- 
firmed that the diets were adequate in caloric 
value, mineral and vitamin content, and in the 
balance of the main constituents. In particu- 
lar, no formal analysis of the amount of 
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iodine in the diet was made in the case of 
the Worcester group, but this investigation 
is part of the program in the project at Rock- 
land. Another uninvestigated question in 
both instances (but on the program for in- 
vestigation at Rockland State Hospital) is 
the possibility that there may be significantly 
different amounts of antithyroid substances 
of vegetable origin in the diet of hospital pa- 
tients compared with the average diet of the 
normal controls. The antithyroid substances 
referred to are found especially in members 
of the brassica (cabbage) family, 
Intra-experimental Control. Variables 
such as environmental temperature, severe 
anxiety, physical fatigue, etc. are known to 
influence thyroid activity in a relatively short 
time. With respect to temperature, the pa- 
tients in both research wards were subjected 
to a rather constant environmental tempera- 
ture compared with that experienced by the 
normal controls. My impression is that this 
temperature was constantly higher, winter 
and summer, and would at times have been 
reckoned uncomfortably warm by the normal 
controls, Fatigue of physical origin never 
appeared in any of the patients in this group. 
“Anxiety,” that bug-bear of all such research 
as this, was recorded nonquantitatively, on 
the basis of clinical impression and prior 
knowledge of the patient. No attempt was 
made to rate it quantitatively. However, an 
attempt was made, in both hospital groups, to 
minimize any additional anxieties which 
might accrue from the carrying out of the 
experiment itself. This was done by having 
a number of “dry runs,” during which the 
patients went through the whole ritual of 
having the experiment outlined by the in- 
vestigator, of sitting in turn for a minute or 
two in the chair between the 4 channels, see- 
ing the scaler operate and afterwards drink- 
ing their potions of dummy radio-iodine. It 
appeared to this investigator, and to members 
of the nursing staff, that although a number 
of the patients showed anxiety, apprehension, 
or resentment when the experiment began, by 
the third “dry-run,” no patient exhibited any. 
overt evidence of these emotions. Those pa- 
tients who were curious to know what was 
being measured were told the truth, but the 
facts were limited to the questions that were 
asked. A few insisted on more complete in- 
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formation, and these were frankly told that 
they had radiation in their necks, as a conse- 
quence of the drinks that they had taken. 
They were permitted, if they wished, to 
examine the equipment, watch it in operation, 
and discuss the process. A fair example of 
how the experimental procedure became ap- 
parently benign to the patients is illustrated 
below. 

One evening in Worcester, when neck counts were 
being taken, one patient was left in the toilet while 
the rest of his group had their neck counts. He ap- 


peared a little later, in tears, because he thought 
he was to be denied his daily scientific ritual. 


CONTROLS 


Thirty-five apparently normal male control 
subjects underwent measurement of the 24- 
hour fractional uptake of an Lisi tracer dose 
in the neck. Of these 35, 28 further under- 
went the measurement of their incremental 
response following T.S.H. With regard to 
the criteria used in selecting the normal con- 
trol group, after admitting the single greatest 
loss of control—that the normals do not live 
chronically in a mental hospital ward—an 
attempt was made to match, as closely as pos- 
sible, the criteria employed for the patients. 
The ages of the normal control groups ranged 
from 20 to 52 years. The “nutrition” of these 
normal subjects appeared good. Nearly all 
of them worked in the hospital as attendants, 
office staff, garage hands, truckdrivers, etc. 
They were thus not completely unknown, 
and one had some idea of the stability of their 
health record. None presented any history of 
thyroid disorder, nor severe psychiatric dis- 
turbance. None was accepted who was, at of 
near the time of estimation, under severe 
emotional stress, or who had recently re- 
covered from an illness. No attempt was 
made to limit the diet; they were, however, 
told not to eat any lobster or crab or take 
any medication with iodines for a week pre- 
ceding the experiment. The same test pro- 
cedure was followed as with the patients save 
that the normal controls were not subjected 
to any "dry runs." 

Reactions to T.S.H.—Following the 10- 
milligram intramuscular dose of T. S. H., n 
significant psychiatric changes, local irrita- 
tions, nor symptoms of protein hypersens!- 
tivity have been noted in either group to date. 
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On interrogation most of the normal controls 
complained of a transitory localized pain 
*like a bee sting” in the injection site. 


SPECIAL APPARATUS 


The measurement of Iiai neck uptake is a 
commonplace in large hospitals nowadays, 
but the use of a multichannel counter is 
sufficiently unusual at present, and offers so 
many advantages, especially in measurements 
of psychiatric subjects, that some description 
of the equipment is in order. The 4 scintilla- 
tion heads are symmetrically spaced through- 
out a 360° horizontal plane. It can be shown 
theoretically, and demonstrated practically, 
that there exists within the 4 channels a “free 
circle” wherein the alteration in the gamma 
count of a point source of Isı, as it is moved 
from the center to the periphery of this “free 
circle,” is well below the standard error of 
the estimation of the activity present in the 
neck, Those interested further should con- 
sult the literature (g). The diameter of the 


“free circle” can be varied considerably by 


movement of the scintillation heads within 
the Protecting lead shields. This investigator, 
at Present, sets the 4 heads so as to constitute 
in the horizontal plane a “free circle" of 
Some 20 inches diameter, and in the vertical 
Plane a “free circle” of some 10 inches di- 
ameter, In practice, this has permitted reli- 
able thyroid measurement in patients who are 
Testless, shout, sing, read, or sit on the edge 
T the chair for a quick getaway, etc. Thus, 
; € patient is not under any possible extra 
ea imposed by the estimation procedure. 
E » is in contrast with measurements with a 
| e-channel System, where the subject has 

esp his head very steady and rigid, or 

ve it kept so in a head clamp. 

It will be recalled that the intensity of 
e decreases with the square 
o istance, With a single channel this 
no important and limiting aspect of meas- 
A Eur eres inside the “free circle” of 

5 E annel system, the loss of intensity 
5 away from any one channel is 
ue Sated for by the gain of intensity in 
rae nnel opposite. When gamma counting 
i Small tracer doses in the neck is un- 
"neck en, an important correction termed 
Scatter” is necessary. In explanation, 


it will be said here only that this "neck scat- 
ter” is a pseudoincrease in count of the radio- 
active tracer in the neck due to secondary 
gamma emission due to the partial absorp- 
tion of the primary gamma radiation by neck 
tissues. Some of this secondary radiation is 
intense enough, when the radio isotope de- 
tector is close, to be recorded along with the 
primary radiation, leading to a spurious in- 
crease in count. Now, with a single-channel 
system, even with a cooperative patient, it is 
difficult to assess the requisite correction for 
this error. Instead, the usual practice is to 
place the patient at a distance sufficiently far 
from the face of the radio isotope detector 
that secondary radiation becomes too attenu- 
ated to be picked up. The obvious great dis- 
advantage here is the increased distance of 
the detector from the source, resulting in 
very large loss of sensitivity, and the patient 
must necessarily be given a much larger dose 
of I,s: to obtain significant counting rates in 
the neck. With a 4-channel system one can 
gain a fairly representative 360° “look” at 
this pseudocount increase and by means of a 
simple device make suitable correction for it. 
The simultaneous 4-sample pick up by the 
symmetrically arranged scintillation heads re- 
sults in a sensitivity which is a little better 
than 4 times that of a single channel. Since 
“neck scatter” correction is simple and valid, 
it is not necessary to move the detectors away 
from secondary radiation, thus conserving 
sensitivity. These and other special advan- 
tages allow for a great reduction in the size 
of the tracer La; dose. The small dose is 
particularly important in such a project as 
this, wherein a long follow-through of the 
same subjects with frequent testings of thy- 
roid function is envisaged, and one wishes 
to take every care to minimize the possibility 
(even though probably remote) of even 
temporary damage to the thyroid epithelial 
elements, Thus, this investigator uses, satis- 
factorily, as his maximum oral tracer dose, 
5 microcuries of T,s for thyroid uptake de- 
terminations. If necessary, it is possible to 
measure thyroid uptake at 24 hours using 
only 1 microcurie as oral tracer dose. The 
only difference is that a considerably longer 
time is required for accumulation of the 
number of counts for the statistical reliability 
required. This dose is probably one of the 
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smallest oral tracer doses administered cur- 
rently for clinical determinations. The suc- 
cessful use of a I microcurie oral dose im- 
plies that the detector is sensitive enough to 
measure with accuracy and reliability ap- 
proximately a 4 microcurie of Isı in the thy- 
roid gland. 

Briefly, the rest of the apparatus consists 
of (1) an integrator control box, wherein 
the 4 separate incoming signals from the 
scintillation channels are independently 
switched and independently regulated for 
sensitivity, so that the necessary counting 
balance can be obtained ensuring a "free 
circle." I shall not describe the electronic cir- 
cuits used in the scintillation heads, the data 
concerning sodium iodine crystals used as 
phosphers, or the photomultiplier tubes used, 
etc, The pulses received at the integrator 
control box are fed either into the linear 
amplifier input, or the discriminator input 
strip of (2) a #1070A Atomic Instrument 
Company Multiscaler. In this instrument the 
incoming impulses are discriminated to a de- 
sited pulse height threshold through a manu- 
ally controlled Schmitt discriminator circuit, 
and the pulses are then recorded in the usual 
way on a series of decade strips. For those 
who are interested technically, a few basic 
performance data may be interesting. The 
pulse-height discriminator is usually set from 
-6 to -8 volts and the high voltage to the pho- 
tomultipliers at from 1,000 to 1,500 volts. 
With all 4 channels operating in balance, the 
background usually ranges from 400 to 500 
per minute ; the sensitivity varies from 1,250 
to 1,500 counts per microcurie per minute. 
The signal to background ratio per micro- 
curie of Ias, ranges from 2 to 1, to 3.75 to 1. 

Special Materials.—Radioactive iodine, 
lia, is obtained from the Atomic Energy 
Commission and is administered orally in the 
form of sterile sodium iodine solution. No 
carrier is used. 

Thyroid stimulating hormone, INSEL, 
has been generously supplied for this project 
by Armour & Co. It probably contains 
minute amounts df pituitrin and protein 
break-down substances together with moder- 
ate amounts of gonadotrophic hormones, It 
is said to be free from A.C.T.H. 


TECHNIQUE AND MEASUREMENT 


The pretest procedure for the patients and 
controls is restricted to ensuring that they 
have not had any iodine, thyroid, thyroxine, 
any other hormones, or any antithyroid drugs 
during the preceding month. It should be 
temembered that sometimes an overlooked 
source of iodine ingestion is an expectorant 
cough mixture. All control subjects having 
a cough not serious enough to invalidate them 
for the test are checked about the use of 
cough medicines. If such a specific is being 
taken, no determinations are made before it 
is certain that this medicine does not contain 
iodine. Another well-known trap is the re- 
cent administration of lipiodol or other io- 
dine-containing radio-opaque substance. No 
test of iodine uptake can be carried out be- 
fore such substances have been completely, 
excreted from the body. As far as diet is 
concerned, the authorities to whom I haye 
been able to refer usually counsel that it is 
sufficient to ensure that no lobster, crab, or 
seaweed have been eaten during the 3 days 
preceding the test. 

Time of Administration. Up to the pres- 
ent the practice has been to administer the 
tracer dose orally between 2:00 and 4:00 
p.m., about 3 hours after the last meal, Be 
fore giving the pre-T.S.H. dose, an estimate 
of neck scatter is made for each subject 
using the method described by Brownell (9). 

Tracer Dose Administration.—The in- 
vestigator himself draws up the individual 
doses with an accurate syringe pipette and 
watches each subject, whether patient of 
normal, swallow the dose. For each subject, 
or for each group of subjects measured si- 
multaneously, an exact replica of the dose 18 
introduced into a roo cc. volumetric flask, 
made up to 100 cc. with distilled water, sealed 
with paraffin and labeled with the date, the 
subject’s or group’s name, and the time at 
which the dose was administered. This sample 
of tracer henceforth is referred to as 
“standard dose.” 

Counting Procedure. Twenty- four hours 
after swallowing the tracer iodine dose, the 
subject presents himself for a neck count 
This count is, if practicable, made up to # 
total of 10,000. If the subject be otherwise 


inclined, a lesser count will be accepted, pro * 
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vided that it exceeds 2,000 counts in all. 
After the subject has left the room, his stand- 
ard dose is then counted again for 10,000 
counts. A current estimate of background 
(10,000 counts) completes the data neces- 
saty for neck uptake estimation. In all cases, 
the attempt has been made to follow the daily 
level of the Ils in the neck for at least 7 days 
after each phase of the experiment and there- 
after at periods of twice a week until no 
counting rate significantly greater than back- 
ground be recorded. Plotting these data on 
semi-logarithmic paper gives a reasonably 
straight-line representation of the rate of bio- 
logical utilization of the new organically- 
bound fraction of the I3, taken up into the 
thyroid gland. 

Part II of the Experiment.—At "zero" 
time the subject is given an intramuscular 
dose of 10 mg. of T.S.H. in 2 cc. of normal 
saline, preferably deep into the muscles of 
the buttock. If a subject has, still residual 
activity from a previous dose of Iles, neck, 
standard dose, and background counts are 
taken as usual. The correction for the num- 
ber of counts to be attributed to this residual 
activity on any later occasion may reliably 
be obtained by extrapolation along the curve 
of biological utilization for that individual. 
Twenty-four hours following the injection 
of the T.S.H., the subject receives a standard 
dose of radio iodine again, equal to the dose 
Teceived in the first part of the experiment. 
At 48 hours after the T. S. H. injection, i.e., 
24 hours following the Is: tracer, the neck 
Uptake fraction of the second tracer is meas- 
p and, as before, the count is followed 
Eg " i: 7 days and then twice weekly until 
1 ime as significant count rates can no 

nger be obtained. 

Limits of Accuracy and Reliability of the 


Method.—As described above, amounts as 
small as a 1 of a microcurie can be accurately 
and reliably estimated in the neck. As derived 
from the Poisson series mathematics, the 
standard deviation of any count is the square 
root of that count. Analyses carried out at 
frequent intervals on a typical experimental 
series in single subjects indicate that the final 
fractional neck uptake figure at 24 hours has 
a coefficient of variation of less than 1%. 


FINDINGS 


Only 17% of the controls register above 
30% uptake (Table 1), while 62% of the 
patients are above that level. Only 1 patient 
(3%) registers below 25% uptake in 24 
hours. The means for the hospital groups 
taken separately and for the hospital group in 
concert are very significantly different from 
the means for the normal group. These dif- 
ferences have “p” values far better than 
0.001. The Rockland patients have a mean 
uptake 5.7% greater than the Worcester pa- 
tients. This difference has a "p" value of 
0.05. However, since the groups are rela- 
tively very small and unequal, little confi- 
dence will be placed in this “p” value of 0.05. 

As indicated in Table 2, 54% of the 
normals have an uptake exceeding 50% in 
24 hours while only 2 patients (6%) reach 
this figure. The means for the Worcester 
group and the combined hospital group are 
very significantly different from the mean 
of the normal group with a "p" value far 
better than 0.001. There is no significant dif- 
ference between the normal group and the 
Rockland patient group, which may be ac- 
counted for by the small number of cases in 
the Rockland group, or it may be due to other 
factors. 


TABLE 1 
Per CENT Upraxe La Tracer Dose IN Neck AT 24 Hours (Pre-T.S.H.) 
Subjects 
Rock: al 
boten pem Patents 
(22) (9) 75 
% % ho 
55 A 62 
4I 22 35 
4 0 3 
30.9 36.6 32.6 
397 7.18 5.59 
248-393 277-518 248-518 
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TABLE 2 
Per CENT UPTAKE I,,, TRACER Dose IN Neck AT 24 Hours (Post-T.S.H.) 
Subjects 
Worcester Rockland Total 
Controls Patients Patients Patients 
Uptake (28) (22) (9) (31) 
V [2 % KA 
Above 50% ... 54 0 22 6 
30-50% ... 30 82 78 81 
Below 30% 10 18 0 13 
Means g 33.4 47.4 37.5 
Standard deviations 7.19 8.99 9.88 
Ranges 15.3-47.8 37.4-68.4 15.3-68.4 


The ratios in Table 3 demonstrate the most 


striking difference between the normal sub- 


jects and controls. While 93% of the con- 
trols showed increase of activity of over 6096 
following T.S.H. injection, only one patient 
in the combined hospital group (396) ex- 
ceeds that figure. The remaining patients 
are all below 6076 increase in activity. The 
means for separate hospital groups and the 
combined hospital group show extremely sig- 
nificant differences from the mean for the 
normal control group with “p” values far 
below 0.001. The Rockland patients’ mean 
is 24.376 higher than the Worcester patients’ 
mean, and this difference has a “p” value of 
0.05. However, as explained above, little 
confidence will be placed in this “p” value. 

There is a significant difference in the time 
taken by the patients to achieve maximum 
take up in comparison with the controls, both 
in the pre-T.S,H. and the post-T.S.H. phases 
of the experiment. 

Pre-T.S.H. Phase. All but 5 of the 
normals reached their maximum in the first 
24 hours, while only 2 of the patients did so. 
The mean time of arrival at maximum for 


the patients was day three; 5 did not reach 
their maximum level until day five. 

Post-T.S.H. Phase.—1. All the normals 
reached their maximum in the first 24 hours, 
all but 7 of the patients in the first 48. 

2. There was a significant difference in 
the length of the biological half-life, i. e., the 
time taken for half of the I,sı stored as 
organic compound in the gland to be psysio- 
logically utilized for the patients and the con- 
trols, The controls had an average figure of 
some 29 days, the patients an average of 52 
days. 

3. B. M. R. was measured in 10 of the 
Worcester patients. The mean measurement 
was -12% ; the range from -29.8% to 9.7%. 

4. There were no correlations of age with 
any of the indices mentioned above. 

5. The Worcester patients are part of the 
total schizophrenic group upon which the 
Worcester Foundation for Experimental Bi- 
ology carried out their research on adreno- 
cortical response to ACTH and stress. This 
group was reported by them to show a sig- 
nificant hyporesponsiveness to ACTH. No 
joint figures on the individual Worcester pa- 


TABLE 3 
Post T.S.H. 
e 
TIO. Pus T SH. UPTAKE AT 24 Houns 
Subjects 
STG Total. 
Worcester Rockland d 
E : Patients 
Uptake Controls SESTO 700 a 
2 
Above 160% P, 2 * 25 3 
Below 160% .. 7 100 91 97 
Means ..... See 185.1 109.2 133.1 116.6 
Standard deviations 27.6 24.3 29.48 27.08 
Ranges 116.2-259.6 61.7-151.9 722-169. 617-1693 


ve yet been prepared. These may be 
ater. 


Discussion 


and highly significant finding of 
rch is an apparent hyporesponsive- 
S.H. in schizophrenics as compared 
control group. In the compilation 
from which this conclusion is drawn, 
“interesting to note that 2 findings 
are confirmed: (1) that there is 
tly higher thyroid activity (as 
by 24 hours fractional uptake of 
) im the schizophrenics compared with 
in the controls; and (2) that those pa- 
this series who were measured had 
B.M.R. 
findings are highly significant in the 
[sense but do not necessarily demon- 
an association or tendency in schizo- 
First, a greater number of patients 
ols must be tested. Secondly, it is 
to exclude the possibility that the 
es may be due to the different en- 
ts of normals and institutionalized 
enics. For example, the raised thy- 
lake might be not so much an expres- 
differing thyroid activity but possibly 
of a differentially lower amount of 
€ in the diets of the patients relative to 
tols. Or, the diet of the patients and 
tols may contain chronically different 
tions of anti-thyroid substances of 
Origin, such as have been described 
rassica (cabbage) family. It may be 
t the higher and in general more 
regulated environmental tempera- 
the schizophrenics may reduce the 
Tésponsiveness of their thyroid 


Ssible factors as these are in the 
Of investigation at Rockland State 
An obvious way of checking insti- 
Hon factors is the comparison of 
"admitted, first admission schizo- 
vith the chronically institutionalized 
i other project to be carried out 

e comparison of thyroid function in 
izophrenics with that in chroni- 
talized, psychiatric, nonschizo- 
lents, 


these reservations in mind, I hesi- 
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tate to speculate. Should, however, the above 
findings prove to be independent of environ- 
ment, it may be necessary to raise such 
questions as: (1) Do schizophrenics respond 
less to T.S.H. as part of a general pattern of 
diminished endocrine response to pituitary 


„trophic principles? (2) Is this hyporespon- 


siveness a peculiarity specific to the thyroid 
gland alone, or does it suggest that the schizo- 
phrenics might be (to borrow from Tho- 
reau,) “living lives of quiet desperation” ; 
existing in a manner such as to throw great 
and continuous stress on the thyroid gland— 
to develop thyroid “fatigue.” Such “fatigue” 
could be accompanied by a diminished T.S.H. 
response and a lowered general tissue re- 
sponse to thyroid hormone itself, as instanced 
by lowered B.M.R. and absent or lowered 
physiological responses to the administered 
thyroid hormone, This vague concept is 
more clearly and certainly more precisely 
phrased by Shakespeare as, “He tires betimes 
who spurs too fast betimes." 

Whatever the ultimate explanation, it is 
indeed interesting that the Worcester group, 
which showed so markedly reduced T.S.H. 
response, was drawn írom that same total 
group of schizophrenics upon whom the 
study of adrenocortical response to ACTH 
was made by the Worcester Foundation for 
Experimental Biology. Hoagland, Pincus, 
et al. reported this group to be significantly 
hyporesponsive to ACTH compared with 
normal controls. The current program of 
another investigator at Rockland includes 
a parallel study of corticoadrenal function in 
the Rockland group of schizophrenics. The 
joint findings of hyporesponsiveness in both 
the thyroid and adrenocortex in the Worces- 
ter group are suggestive. Confirmation of 
such findings would lend support to the 
popular but still vague hypothesis that there 
exists in schizophrenics some central disorder 
of regulation of the endocrine system, though 
such disorder be not necessarily etiological. 


SuMMARY 


1. Thyroid activity has been studied by 
measurement of 24 hours’ fractional uptake 
of tracer dose of Ls: in 31 schizophrenics and 
35 normal subjects. 5 

2. Following T. S. H. (10 mg.) intramus- 
cular injection, there has been shown to exist 
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a highly significant difference in the normal 
subjects and the patients in the incremental 
response of thyroid uptake. 

3. Bowman’s findings of increased thy- 
roid activity (as measured by Iiai uptake) 
and of lowered B. M. R. in schizophrenics 
are confirmed here. 

4. The possible role of environment is 
discussed and future studies are outlined. 


[Sept. 
APPENDIX 
Six patients excluded from the Rockland 
project. 
Name Reason for exclusion 


A Diabetes mellitus 

B Fistula in ano with abscess formation 

C Amebiasis and recurrent lung infection 

D Persistently raised sedimentation rate and 
ef leucocytosis 

F Lesion not yet diagnosed 
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SOCIAL MOBILITY AND MENTAL ILLNESS . 


A. B. HOLLINGSHEAD, PR. D., ann F. C. REDLICH, M. D., 
New Haven, Conn. 


This is a further report on the interdisci- 
plinary research into social stratification and 
psychiatric disorders that has been underway 
in the New Haven community for the past 
5 years. Previous papers have reported 
highly significant relationships between social 
class position and (1) the number of patients 
in treatment; (2) the types of disorders; and 
(3) the kinds of treatment received(s, 6, 7, 
12, 13, 14, 17). 

A basic hypothesis of this research postu- 
lated interrelationships between mobility in 
the class structure and mental illness. The 
idea that an individual’s movement in the 
social structure is associated with the de- 
velopment of psychiatric difficulties has been 
expressed by both psychiatrists(4, 8, 11, 15, 
16) and sociologists (1o, 18, 19). Some 
empirical research has been done on the 
question in each field, but psychiatrists and 
Sociologists have not worked together previ- 
ously to determine if psychiatric patients are 
more or less mobile socially than a compar- 
able group of nonpatients. The research re- 
ported here attempts to do this. 

One of our general propositions under 
T hypothesized that in the several social 
ns interrelationships exist between mo- 
Wu tore and diagnosed psychoneurosis 
95 Schizophrenia, Because of space limita- 
1 050 pu 2 aspects of mobility, out of a 
CLOSER es un was used to test 

SO s proposition, will be 
sia here. They are: (1) achieved social 
in 1015 and (2) discrepancies between an 

Ividual's achievement and his aspirations. 
1 Proposition on each factor was 
ES re: (1) There is a differential 
edit Ship between the amount of social 
s ty achieved by nonpatients in com- 

Son with psychoneurotics and schizo- 


Phreni E 
. the same class as the nonpatients. 


1 
en Pd At the r10th annual meeting of The Ameri- 
E as latric Association, St. Louis, Mo., May 3- 


8 
Grant MH 20 Mental Health Act Research 


From the 
" Departm i - 
chiatry, Yal d aoe of Sociology and Psy- 


(2) A significant discrepancy exists be- 
tween a psychoneurotic’s or schizophrenic’s 
achieved mobility and aspired mobility. 


RESEARCH DESIGN 


This research was designed so that class 
position, on the one hand, and the presence or 
absence of diagnosed mental illness, on the 
other, could be controlled. It was reasoned 
that by holding each of these factors constant, 
the assumed interrelationships between social 
mobility and mental illness could be found. 
To achieve this objective, samples of psycho- 
neurotic and schizophrenic patients in classes 
III and V were drawn from the psychiatric 
population of the New Haven community. 
Comparable control samples of nonpatients 
from classes III and V were drawn from the 
general population. 

The samples were selected from nonadja- 
cent classes because we believed that the in- 
fluence of class factors could be determined 
more easily in persons from distinctly differ- 
ent classes than in persons from adjacent 
classes. Classes III and V were selected for 
the following reasons: (1) These classes 
have sharply different prevalence rates for 
treated schizophrenia and psychoneurosis ; 
(2) they have not been studied carefully in 
previous psychiatric research; and (3) they 
comprise approximately 4076 of the popula- 
tion of the New Haven community. 

Each class may be characterized briefly as 
follows : Class III is composed of proprietors 
of small businesses, white-collar workers, and 
skilled manual workers, who are, for the 
most part, high school graduates. These 
people live in apartments and single-family 
dwellings in widely scattered residential 
areas. Class V is composed almost exclu- 
sively of unskilled and semiskilled workers 
who typically have an elementary education 
or less and who live in the most crowded 
slum areas of the city. 

The combination of patients from 2 differ- 
ent diagnostic categories and 2 social classes, 
with nonpatients from the same classes, pro- 
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TABLE 1 
NUMBER OF PATIENTS AND NONPATIENTS STUDIED 
By Crass 
Patients 
Social Schizo- Nonpatients 
Classes Neurotics phrenics (Controls) 
TEIG ui. 13 13 30 
MV ue M 12 12 30 
1 iit 25 25 60 


duced the 6-cell research design presented 
in Table 1. 

A glance at Table 1 will show that each of 
the 4 cells for patients is filled with a mini- 
mum of 12 cases; each cell for nonpatients is 
populated with 30 individuals. 

All individuals in the study, patients and 
nonpatients, are white and between the ages 
of 22 and 44. These age limits were imposed 
because attention was focused upon patients 
who presumably had reached adult responsi- 
bility and adjustment, but who had not en- 
tered the involutional period. The ages of 
the nonpatients were held to the same limits 
so comparisons could be made between the 
2 groups. 

Detailed data were collected on each pa- 
tient with an extensive schedule divided into 
4 main parts. The first part was filled out 
by a psychiatrist in interviews with the pa- 
tient; the second was filled out by a sociolo- 
gist in an interview with members of the pa- 
tient's family of orientation and his family 
of procreation. In addition, considerable 
material came from the clinical record and 
an additional clinical interview of the pa- 
tient by a project psychiatrist. As a last step, 
the team developed 2 assessment schedules to 
evaluate the data systematically. While the 
data were being assembled on the patients, 
the sociologists interviewed the nonpatients 
with a different schedule. 

The representatives of the samples of pa- 
tients and nonpatients to their appropriate 
universes was crucial to the research. This 
was complicated by the differences in the way 
the 2 samples were obtained. Patients who 
met the requirements of the research design 
were selected individually. The nonpatients, 
on the other hand, were selected at random 
from the 5% systematic sample of the com- 
munity’s population used in earlier phases of 
the research. Representativeness of the non 


> 


patients was determined by comparing them 
with the systematic sample of the general 
population on the following variables: age, 
sex, religion, ethnic origin, and class score, 
The patients were compared with the psy- 
choneurotics and schizophrenics in the psy- 
chiatric population on the same variables. 
No significant difference was found at the 
5% level of confidence on any variable when 
the 2 groups were compared with their parent 
universes. In short, the patients. were repre- 
sentative of all psychiatric patients in their 
appropriate age, sex, class, and diagnostic 
groups, and the nonpatients were representa- 
tive of the systematic sample of the New 
Haven community in their age, sex, and class 
groups. When the representativeness of the 
2 samples was established, assumed interre- 
lations between class position, mobility 
factors, and mental illness were tested. 

Mobility was measured by the use of Hol- 
lingshead’s 2-factor Index of Social Position. 
This Index is based upon education and oc- 
cupation. The number of years of school the 
individual has completed is scored on an 
educational scale; likewise, his occupation is 
scored on an occupational scale. Then, the 
scale value for education is multiplied by a 
weight of 6, and the scale value for occupa- 
tion by a weight of 8. The resulting calcu- 
lated score is assumed to be an Index of the 
individual's position in the community's class 
structure. 

Two Index scores were computed on each 
patient and nonpatient. The first was the 
score of the individual's parental family; the 
second was the score of the individual being 
studied. The score of the parental family 
was assumed to be the social base line of the 
individual in the study. The difference be- 
tween the scores of the parental family and 
the individual in the study, whether positive 
or negative, was used as the measure of the 
individual's achieved social mobility. 1f the 
difference was positive, the individual was 
considered to be upwardly mobile; if nega- 
tive, he was viewed as downwardly mobile. 

When achieved social mobility had been 
defined, the crucial question was: Have the 
psychoneurotics or the schizophrenics in 
either class IIT or class V been more mobile 
or less mobile than the nonpatients? Answers 
to this question were sought by making ? 


| 


T 


1955] 


series of comparisons of social mobility 
scores of the nonpatients with the patients. 
‘The t-test was relied upon in each comparison 
to determine significance of difference be- 
tween the mobility scores of the control and 
the patient groups. 


FINDINGS 


Proposition I: Achieved Social Mobility 
in Class III.— Class III individuals, both pa- 
tients and nonpatients, were far more mobile 
than class V individuals. This finding was in 
accord with the general assumption that class 
III represents one subcultural group, and 
class V a distinctly different one. As we ex- 
pected, achieved social mobility in class III 
was almost entirely upward. Only 3 indi- 
viduals were downwardly mobile by as many 
as 10 points; one was a nonpatient, one was 
a psychoneurotic, and one was a schizo- 
phrenic, All others were upwardly mobile 
by varying amounts. Three patients moved 
upward more than 50 points, All were fe- 
males; one was a psychoneurotic; the others 
Were schizophrenics, 

The average amounts of mobility achieved 
by the nonpatients, the psychoneurotics, and 
the schizophrenics, in class III, are depicted 
in Fig. 1, which shows that in comparison 
with their parental families, the nonpatients 
moved upward 20 points, the psychoneurotics 
27 points, and the schizophrenics 36 points 
on the Index of Social Position. The differ- 
Si in achieved upward mobility between 
2 a psychoneurotics and the nonpatients, 
hon 10 schizophrenics and the nonpatients, 
Fio ing. The data indicate a definite inter- 
meer ne between social mobility and 
ERa dies The controls have been the 
mobil ue, and the schizophrenics the most 

we of the 3 groups. 
es the distinct relationship had been 
a etween achieved social mobility and 
3» dn choneurosis and schizophrenia, social 
tient? y Scores were computed on the pa- 
it 1 5 brothers and sisters to see if 
1 been as mobile as the patient. This 
Aid 15 showed that the psychoneurotic 
Schizophrenic patients in class III had 


een sion: à 
s tin B uy more mobile than their 


The next st 


i ep ii i - 
termine if th p in the analysis was to de 


e nonpatients, the psychoneu- 
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Comparison of Mean Achieved Social 
Mobility in Class III by Study Groups 


DIFFERENCE IN POINTS Schizophrenics 


430 
Psychoneurotics 
Non-Patients 
420 


410 


Achieved Social Mobility 


Baseline of Parental Family 


Fic, 1 


rotics, and the schizophrenics had the same, 
or different, parental base lines. Components 
included in the base line were: (1) the Index 
of Social Position of the family of orienta- 
tion; (2) ethnic origins, and the number of 
generations in the United States; (3) re- 
ligious affiliation; and (4) community of 
origin. No significant differences were found 
on any of these factors when the nonpatients 
in class III were compared with the psycho- 
neurotics and schizophrenics. Two conclu- 
sions were clear from these comparisons; 
first, that the 2 groups, nonpatients, psycho- 
neurotics, and schizophrenics, had come from 
an essentially homogeneous social and cul- 
tural base; any differences that existed were 
of a random order; second, we infer the 
demonstrated differences in achieved social 
mobility in the present generation were pro- 
duced by the differential efforts of the indi- 
viduals in the study to attain more education 
and to get better jobs than their parents had 
had. In addition, the inference may be made 
that the psychoneurotics, and especially the 
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schizophrenics, were “overachievers” in com- 
parison with their brothers and sisters. 

Achieved Social Mobility in Class V.—The 
mobility pattern for the class V nonpatients, 
psychoneurotics, and schizophrenics sum- 
marized in Fig. 2 is very different from that 
of class III. The nonpatients in class V 
moved, on the average, only 8 points up 
the mobility Index. The schizophrenics also 
moved upward 8 points, but the psychoneu- 
rotics made a 12 point gain. This was sig- 
nificantly more than the nonpatients achieved. 
When the mobility of the class V patients 
was compared with that of their adult 
brothers and sisters no significant difference 
was found between the psychoneurotics and 
their siblings. The schizophrenics, however, 
had significantly lower scores than their 
brothers and sisters. 

The significant relationship between up- 
ward mobility and psychoneurosis in class 
III and in class V was in accordance with 
the first postulate. The data on schizo- 
phrenia, on the other hand, are not clear-cut. 
The schizophrenics in class III achieved al- 
most twice as much mobility as the nonpa- 
tients, but in class V they achieved no more 
than the nonpatients. However, the sharp 
differences in the mobility patterns in the 2 
classes were in agreement with expectations. 
They reinforced the assumption that the 
quantity of social mobility is different from 
one class to another. They suggested also 
that individual case records needed to be 


Comparison of Mean Achieved Social 
Mobility in Class V by Study Groups 


DIFFERENCE IN POINTS 
+20 


Neurotics 


+10 y ; 
3 Schizophrenies 


Achieved Social Mobility 


Baseline of Parental Family 
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studied carefully to determine the meaning 
the selected mobility factors had for indi- 
vidual psychoneurotics and schizophrenics in 
both classes. 

Proposition Two.—The attempt to assess 
the meanings that these mobility factors had 
for the patients gave rise to the second propo- 
sition. It assumed marked discrepancies 
between achievement and aspiration. Achieve- 
ment was defined, in accordance with propo- 
sition one, as the position a patient had at- 
tained educationally and occupationally. 
What he said he wanted to achieve in each 
area was defined as aspiration. The differ- 
ence between what was attained and what 
was hoped for was defined as discrepancy. 
The discrepancy, if any, between achieve- 
ment and aspiration was assumed to be a 
stress vector in the patient’s life. 

Throughout the analysis of the data on 
achievement and aspirations we were con- 
cerned with the question: Are the aspirations 
voiced by these patients expressions of their 
behavior or are they phantasies without any 
overt behavioral correlate? In order to 
answer this question, each patient’s history 
was studied to determine if evidence sup- 
ported his statements of his aspirations. If 
his premorbid behavior indicated he had 
made more or less consistent efforts to bridge 
the gap between his claimed aspirations and 
his actual achievements, it was inferred that 
verbalized statements of his hopes were 
characteristic of his behavior. 

Educational Discrepancies—Class III.— 
The data on educational achievement, aspira- 
tion, and discrepancies in class III are sum- 
marized in Table 2. This tabulation shows 
that the average class III psychoneurotic 
completed slightly more than 1 year of col- 
lege, but he aspired to a college degree. The 
average class III schizophrenic complete 


TABLE 2 


Mean EDUCATIONAL ACHIEVEMENT AND ae 
TIONS MEASURED IN YEARS OF SCHOOL zu 
Crass III PsvcHoNEUmOTICS AND SCHI 


PHRENICS 
Years of School 
Educational Psychoneurotics ^ Schizophrenics 
Achievements .... 13.3 141 
Aspiration . 16.1 e 
Discrepancy 28 2. 
3.688, 1/25 F=6.988, 1/25 
p<.or p<.05 
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2 years of college, and he, too, wanted to 
finish college. The discrepancy between edu- 
cational achievement and aspiration among 
the class III psychoneurotics and schizo- 
phrenics is significant. These patients worked 
hard to achieve their educational goals. More- 
over, they viewed education as the one area 
of activity that would enable them to realize 
their goals in life. As a consequence, they 
blamed their failures upon either their lack 
of education or the limited educational op- 
portunities open to them during their child- 
hood and adolescent years. 

The class III schizophrenics emphasized 
education more strongly than the psychoneu- 
rotics; and they implemented their desires 
by going to school a year longer. Every 
schizophrenic had put forth great personal 
effort to obtain his education. They were 
usually good students and they enjoyed 
school. Typically their problem was to get 
enough education to prepare for the job they 
wanted. They worked upon the premise that 
if they could get enough education they 
would get the desired job, then they would 
be accepted socially, and their problems 
would be ended. Finally, they looked upon 
education as a panacea for their personal and 
Social problems. Unfortunately, their educa- 
tional strivings were usually without en- 
couragement or guidance from their parents. 

Class V.—Educational achievements and 
aspirations among the class V patients are 
lace in Table 3, which shows that 

e discrepancy between achievement and 
aspiration is significant for both the psycho- 
her det and the schizophrenics. 

ARA V psychoneurotics believed they 
[AR ae had skilled jobs or clerical “posi- 
5 i only they had been able to finish 
1 e and had received specialized vo- 

raining. They stated their aspira- 


TABLE 3 


Meran 
29 5 AEDUCATIONAL ACHIEVEMENT AND ASPIRA- 
Es ASURED IN YEARS OF SCHOOL FoR CLASS V 
CHONEUROTICS AND SCHIZOPHRENICS 


Years of School 
deret 


Educa 

" 1 f Psychoneurotics — Schizophrenics" 
chievement ..... 89 455 
SPiration ......, 13.8 d 
Iscrepancy .., 8 33 


T. 
F=14.158, 1/23 F=6.462, 1/23 
p«.or p<.05 


tions largely in terms of a better job, and 
they looked retrospectively to education to 
solve their economic problems. The function 
of education, as they looked back upon it, 
was to prepare an individual for a good job. 
A good job meant a higher standard of living, 
and, if one lived well, what other problems 
could one have? 

The class V schizophrenics all encountered 
educational frustrations. Most of them were 
compelled to leave elementary school, after 
the eighth grade, by a combination of eco- 
nomic circumstances and parental indiffer- 
ence, if not hostility, toward education. As 
adults, they regret their lack of an education, 
and they are aware that they cannot improve 
their positions without more education, but 
they feel incapable of obtaining it. 

Occupational Discrepancies—Class III.— 
When we turn from the educational to the 
occupational area, we find a definite dis- 
crepancy between the actual and the idealized 
in both classes and diagnostic groups. How- 
ever, there are no essential differences in the 
occupations engaged in by the class III psy- 
choneurotics in comparison with the class III 
schizophrenics. Both groups have moved in 
the course of their lives from manual work 
into work that requires specialized training 
and reasonably smooth interpersonal rela- 
tions. The men are employed as clerks, sales- 
men, and supervisors; the women axe em- 
ployed, or they were before marriage, as 
secretaries, elementary teachers, nurses, and 
technicians. Although the occupational 
achievements of both sexes have been sub- 
stantial, their aspirations are far above their 
accomplishments. The men would like to be 
professionals or in business for themselves ; 
the women would prefer to be professionals, 
or married to professional men. The occupa- 
tional reference groups of the patients in- 
clude lawyers, doctors, professors, engineers, 
artists, musicians, and business executives. 
Only two class III patients were satisfied 
occupationally ; one was a psychoneurotic and 
the other was a schizophrenic; both were 
females. 

Class V.—The class Vtpatients, both psy- 
choneurotics and schizophrenics, were either 
semiskilled or unskilled workers. They felt 
their jobs were unsatisfactory ; they worried 
about how long they would last, the nature 
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of the work, that they did not pay enough 
to meet the needs of their families, that there 
was no advancement, and that the job carried 
no status. 

The jobs they aspired to included: nurse, 
teacher, veterinarian, engineer, master me- 
chanic. Not a single class V patient realized 
his aspirations in the economic area. As a 
group, they were aware of the connection be- 
tween “good” jobs, “steady” jobs, jobs that 
paid a “living wage,” and a dreamed-of stand- 
ard of living. Occupational aspirations were 
particularly strong among the women. Ap- 
parently they visualized the connection be- 
tween education, jobs, and mobility better 
than the men. This may be the reason why 
they were more frustrated in their verbaliza- 
tions of their hopes than the men. About 
one-half of the men hoped for a steady, semi- 
skilled factory job; the remainder dreamed 
of skilled jobs. Their wives, however, 
wanted more money, shorter hours, and 
higher status jobs for their husbands. 


Discussion 


Our data demonstrate that neurotic and 
schizophrenic patients are more upwardly 
mobile than the average population. They 
show stronger upward mobility than their 
parents and siblings. Considering that the 
more severe forms of neurosis and schizo- 
phrenia are crippling diseases and seriously 
impair man’s efficiency, such upward mobility 
and its concomitant achievement in occupa- 
tion and education are interesting and even 
surprising. These data are further proof 
that the downward drift hypothesis of schizo- 
phrenia is not correct(6, 7). It seems that 
neurotics and schizophrenics, at least prior to 
the onset of illness, are achievers and pos- 
sibly overachievers. 

Not all schizophrenics and neurotics are 
upwardly mobile. In our case material a 
few patients were hardly mobile; one schizo- 
phrenic patient and one neurotic were down- 
wardly mobile. In our clinical experience we 
have encountered other cases of downward 
social mobility. While upward mobility seems 
to be the rule, downward mobility occurs, 
This fact in itself demonstrates that mobility 
features are not essential and necessary con- 
comitants of mental illness but rather phe- 
nomena which vary according to social and 


psychological characteristics of the specific 
case. Based on clinical observations, we 
found downward mobility to be a rare but 
serious concomitant of neurosis. It occurs 
particularly in the self-destructive character 
neuroses, as they were dynamically described 
by Karl Menninger(9). We have noticed 
it in chronic alcoholism and other drug ad- 
dictions, in various forms of antisocial be- 
havior, and in chronic invalidism. 

While actual upward mobility in our pa- 
tient population is definite and marked, mo- 
bility aspirations in both the schizophrenic 
and neurotic population are even more 
striking. The discrepancies between achieve- 
ment and aspirations in the individual pa- 
tient as well as in our total diagnostic groups 
are interesting quantitative indices of the 
patients’ lack of ego strength and their sub- 
sequent flights into phantasy. We have used 
occupation and education as indices denoting 
achieved and aspired mobility. Mobility can 
be most clearly discerned in these spheres; 
but other spheres did not escape our at- 
tention. In the females in our series of pa- 
tients we were impressed by the use of physi- 
cal attractiveness, charm, and sex in the 
broad sense to achieve mobility. Such striv- 
ings often centered around the effective 
choice of a mate for marriage. When in- 
effective it resulted in various socially disap- 
proved forms of sexual behavior, ranging 
from the behavior of the lonely and frus- 
trated spinster who either avoided or rejected 
men to the more flagrant forms of antisoct 
behavior, such as promiscuity or prostitution. 
Frustration and conflict over frustrated mo- 
bility aspirations may be discerned in all these 
spheres. : 

Our material has led us to some questions 
about the nature and genesis of social mo- 
bility. American culture, generally speaking, 
prescribes upward mobility; but how cos 
the individual learn to be mobile? we 
counts for the various forms of mobility 
What are the underlying identifications wit 
parents and siblings or the rejection of 11 
persons and their ego ideals which mig 4 
explain various forms of social ene 
Such problems will be dealt with in furthe 
publications. i like 

There is one more problem we would j 
to touch upon. In previous work(14) W. 
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demonstrated that patients of the upper 
classes more frequently receive psycho- 
therapy, particularly insight therapy, than 
patients of the lower classes who receive 
supportive psychotherapy and organic treat- 
ments more frequently. We assume that 
these differences can be explained, not only 
by economic conditions, but by differences 
in attitudes, values, and belief systems be- 
tween middle-class therapists and their pa- 
tients(13). To participate in insight therapy 
patients must understand, to a certain extent 
at least, what the therapist is driving at and 
share some of his basic convictions, motiva- 
tions, and values, such as the strong motiva- 
tion to think and act rationally and to fulfill 
one’s own potential and help others to fulfill 
theirs. Although very few lower-class pa- 
tients receive insight therapy we felt the 
need to explain how such exceptional patients 
are capable of participation in such therapy. 
Our clinical experiences indicate that such 
lower class patients are socially upwardly 
mobile individuals, who aspire to have values 
similar to those of the therapist. In con- 
trast to such upwardly mobile patients who 
are often good therapeutic risks, the down- 
wardly mobile patient—usually a self-de- 
structive, self-punitive, moral masochistic 
Person—is likely to show negative thera- 
peutic reactions. We wish to stress that while 
Social mobility does not explain the etiology 
9r treatability of mental illness, it can, when 
Properly understood—as one of many factors 
—help us to arrive at a better understanding 
15 the complex and puzzling conditions we 
ave to recognize, treat, and understand. 


SUMMARY 


: is The hypothesis that social mobility is 
elated to psychoneurosis and schizophrenia 
de tested as part of a large study on social 
cass and psychiatric disorders in the metro- 
Politan New Haven community. 
2. Methods in studying the social mobility 
Ue Psychoneurotics and 25 schizophrenics 
divided between social classes III and V and 
‘umber of control subjects are described. 
3. These psychoneurotics and schizo- 


P'rtnics are more mobile than the control 
Subjects, 


of 
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4. There is a discrepancy between achieved 
and aspired mobility in the psychiatric pa- 
tients, 

5. The implications of the above findings 
for phenomenology, etiology, and treatment 
of psychoneurosis and schizophrenia are dis- 
cussed. 
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EDUCATIONAL BACKGROUND AND JOB ADJUSTMENT OF 
PRIVATE HOSPITAL PSYCHIATRIC AIDES: 


JEAN O. LOVE, Pu.D.,2 ANNVILLE, Pa. 


THE PROBLEM 


The present study is an investigation of 
the educational qualifications and job adjust- 
ment of persons employed as psychiatric 
aides in a private hospital. The primary pur- 
pose is to learn whether the job adjustment 
can be anticipated from data relative to the 
educational background. The immediate ob- 
jective is to establish standards for use in 
selection of persons for employment as psy- 
chiatric aides at the hospital in question, and 
to increase understanding of the types of 
individuals who are best suited for work 
with mental patients in this type of setting. 


BACKGROUND 


Psychiatric aide selection is a problem 
which receives increasingly widespread at- 
tention, and studies have been made in a 
number of representative situations. Kline 
(1) investigated the problem at a Veterans 
Administration hospital and showed that a 
measure of personality adjustment would 
have contributed greatly to selection. Yer- 
bury, Holzberg, and Alessi(2) were able to 
set up selection criteria for aides at the 
Middletown (Connecticut) State Hospital. 
They found a critically low score on the 
Army Beta test, and found that certain Ror- 
Schach responses were more frequent with 
poor rather than satisfactory aides. Barron 
and Donahue(3) studied aide selection at an 
Arkansas state hospital and learned that 
persons with dull normal ratings on the Otis 
intelligence test were more likely to make a 
satisfactory adjustment as aides than those 
with higher Otis ratings. High scores on the 
psychopathic deviate scale of the MMPI 
were found to be associated with unsatisfac- 


1 This paper is a portion of a dissertation presented 
in partial fulfillment of the requirements for the 
degree, Doctor of Philosophy, at the University of 
North Carolina. Grateful acknowledgement is made 
to G. Gordon Ellis, Ph. D., for his assistance and 
encouragement during its preparation. 

? Formerly at the Institute of Living, Hartford, 
Conn. 
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tory adjustment. The study at the Men- 
ninger Foundation, reported by Hall(4), 
showed few significant correlations between 
test scores and grades in their experimental 
school for psychiatric aides. The correlation 
coefficients which did appear to be significant 
were attributed to chance variation. 

Most investigations have approached the 
problem through psychological tests with only 
secondary attention to the educational back- 
ground. The present paper investigates the 
use of specific educational data, obtainable on 
the application form, in the screening of 
psychiatric aide applicants. 


PROCEDURES 


An unselected group of 98 psychiatric 
aides, including all aides newly employed 
within a period of 5 months, constituted the 
sample for study. These aides were employed 
through procedures routinely used in the 
hospital at that time. Educational data wete 
used specifically in their selection only to the 
extent that high school graduation or better 
was requisite to employment. Six months 
after employment, job adjustment was de- 
termined on the basis of length of service and 
of personnel ratings. These ratings weremade 
routinely on all aides and were independent 
of the educational data. The total group was 
then subdivided according to the job adjust- 
ment rating, by two methods. The first was 
for the purpose of learning if there were 
differences in the educational background o 
satisfactory aides which distinguished them 
from the partially satisfactory or unsatis- 
factory aides. Three subdivisions of this 
grouping, with criteria for inclusion in each 
are: (1) Satisfactory (40 aides): employe 
for a minimum of 6 months with at je 
average personnel ratings; (2) partially we 
isfactory (29 aides) : employed 6 months a 
rated as below average; rated as average © 
better, but employed less than 6 months; 
(3) unsatisfactory (29 aides) : employed les 
than 6 months and rated as below average 

The second subdivision was to determine 
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above-average adjustment as aides could have 
been predicted from the educational factors, 
The groupings in this division, and criteria, 
are as follows: (1) Above average (26 
aides) : employed a minimum of 6 months 
and rated above average; (2) average (43 
aides) : employed 6 months but rated as aver- 
age or below; rated as above average but 
employed less than 6 months; (3) below 
average (29 aides): identical with the un- 
satisfactory group above. 

Comparison of the satisfactory with the 
partially satisfactory and  unsatisfactory 
aides, and of the above average with the 
average and below average aides was then 
made in terms of 17 educational variables 
(Table 1) relating to level of education, aca- 
demic excellence, area of specialization, and 
extracurricular participation. Differences 
were tested by the Chi-square method, with 
Yates’ correction formula applied, and by the 
t-test for significance of differences in means, 
where applicable. 


FINDINGS 


It was found that the satisfactory aides 
were significantly different from the unsatis- 
factory and partially satisfactory aides on 
only 2 counts, namely, the fact of having 
earned academic honors in high school and 
college, and the fact of having participated in 
literary extracurricular groups (publica- 
tions, literary clubs, poetry clubs, etc.). Dif- 
erences were significant on the .02 to .05 
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level. In the second grouping (Table 2), the 
above-average aides were more frequently 
found to have been psychology or sociology 
majors if they had graduated from college 
(.02 to .05 level of confidence); more fre- 
quently to have graduated from school or 
college with academic honors (.02-.05) ; more 
often to have been participants in at least 
one extracurricular group in high school or 
college (.02-.05) ; and more often to have 
participated in student government ( .OI-.02), 
musical activities (.01-.02), and in social 
service and religious extracurricular groups 
(or) in high school and college. 

Educational levels and frequency of par- 
ticipation in extracurricular groups were also 
compared by means of the t-test for signifi- 
cance of differences between means. The 
satisfactory aides averaged 14.92 4. 28 years 
of education, the partially satisfactory aides, 
14.41.28 years, and the unsatisfactory 
aides, 14.23-+.32 years. The differences be- 
tween these mean levels did not reach the 
.05 level of significance (Table 3). When 
the above average subgroup was compared 
with the average and below average cate- 
gories, differences were significant. The 
above average group had a mean educational 
level of 15.50+.33 years, the average group, 
14.335. 28 years, and the below average 
group, 14.23+.32 years. Differences (Table 
3) were significant on the. or level. 

The satisfactory aides averaged participa- 
tion in 3.50+.33 extracurricular groups in 


TABLE 1 


DIFFERENCES iN EDUCATIONAL BACKGROUND OF SATISFACTORY AND UNSATISFACTORY PRIVATE 
HosprrAL PSYCHIATRIC AIDES 


Criterion 


Rollege graduation 
‘© of more years of college. 
Ga One year of college: 3 

College graduate, psychology maj 
ae psychology or sociology maj 
Colle c honors, high school or college. 
se graduate with academic honors. .- - 


articipation i; 1 
Cipation in one or more extra-curricula activities group 


a; 3 
Jor extra-curricular office, high school, or college. 


a : i 
nae or minor offices, high school or college 


articipation j E 
"cipation in sports, high school or college. 


Anden in musical activities. . 
arti ;pation in literary activitie 

zebation in dramatics .. 
aricipation in forensics .. 


Service and religious ac 


Icipation in student government, high school or colleg: 


P 
.30-.50 
50-70 
.70-.80 
.30-.50 
.I0-.20 
.02-.05 
.30-.50 
.05-.10 
.20-.30 
-I0-.20 
-10-.20 
.I0-.20 
.50-.70 
.02-.05 
.30-.50 
.05-.10 
.20-.30 
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TABLE 2 


DIFFERENCES IN EDUCATIONAL BACKGROUND OF ÅBOVE AVERAGE, AVERAGE, AND BELOW AVERAGE 
PRIVATE HOSPITAL PSYCHIATRIC AIDES 


Criterion 
College graduation 
Two or more years of college 
At least one year of college...... 
College graduate, psychology major.......... 
College graduate, psychology or sociology major. 
Academic honors, high school or college..... 
College graduate with academic honor . 


Participated in one or more extra-curricular groups, high school or college. 
Major office in extra-curricular group, high school or college..... 


Major or minor offices 
Participation in student government 
Participation in sports. 
Participation in musical activities. 
Participation in literary activities. 
Participation in dramatics 
Participation in forensics .. ap 
Participation in social service and religious activities 


high school or college, the partially satis- 
factory aides 2.69--.35 groups, and the un- 
satisfactory aides, r.90--.32 groups. The 
difference between the mean frequency of 
participation of the satisfactory and unsatis- 
factory groups is significant (Table 4) at 
the .o1 level; the difference between the sat- 
isfactory and partially satisfactory groups 
did not reach the. og level of confidence. The 
above average aides averaged participation in 
3.96--.47 groups, as opposed to 2.72+.27 
for the average aides, and 1.90 . 32 for the 
below average aides. Differences between the 


Chi? P 


3.4278 10-20 

5.6164 -05-.10 

3.6193 -10-.20 

3.1298 .20-.30 

6.8111 .02-.05 

6.6961 027.05 

Oui cue deo 2.0296 30-50 
6.4689 .02-.05 

3.9516 +10-.20 

adios 3.9335 .I0-.20 
8.5924 .01-.02 

2.1452 20-30 

8.6632 .01-.02 

3.4945 10-20 

1.8899 20-50 

2.2306 30-50 

9.9738 orale 


means for the above average and below aver- 
age groups is significant on the. or level, and 
between the above average and average 
groups, on the. og level (Table 4). 


SuMMARY 


Seventeen educational criteria were eX- 
amined to see if they differentiated between 
psychiatric aides whose job adjustments were 
tated as satisfactory, as opposed to those 
whose job adjustments were unsatisfactory 
or partially satisfactory, and those whose job 


TABLE 3 
DIFFERENCES IN Mean EDUCATIONAL Levers or PSYCHIATRIC ÅIDES WITH VARYING Jon ADJUSTMENT 
Differ- aca 
ences „of 
j Groups compared means p t Significance 
Satisfactory and unsatisfactory....... 695 425 1.635 Below .05 
Satisfactory and partially satisfactory 5185 40 1.04 Below .05 
Above average and below average... 127 459 2.81 01 
Above average and average... 1.17 -43 2.72 OE 
TABLE 4 


Dirrerences IN MEAN EXTRACURRICULAR PARTICIPATION BY PsycHIATRIC AIDES WITH 
VARYING JOB ADJUSTMENT 


Differ- 

3 ences 

Groups compared means 
Satisfactory and unsatisfactory................ 1.60 


Satisfactory and partially satisfactory 
Above average and below average... 
Above average and average 


Standard 

error 
„of 

ences : Significance 

$ .01 

en Below 05 
57 3.61 0¹ 
54 2.29 03 
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adjustment was above average, as opposed 
to those who were rated as average or below. 
It was found that satisfactory aides were 
distinguished from others on only 3 variables, 
namely, academic honors in high school or 
college, participation in literary extracur- 
ticular activities in high school or college, and 
the mean number of extracurricular activities. 
The above average aides could be differenti- 
ated from the average and below average 
aides by the frequency of psychology or 
sociology majors if college graduates, by the 
frequency of having earned academic honors 
either in high school or college, by the fre- 
quency of having taken part in at least one 
extracurricular group, by the fact of having 
been members of student government, musi- 
cal, and social service or religious activities 
in high school or college, by the average 
number of years of education, and by average 
number of extracurricular activities. It is 


concluded that the consistent evaluation of 
these educational criteria would assist materi- 
ally in the selection of applicants who would 
likely make above average job adjustments 
as psychiatric aides in the present situation, 
but that it would be of less value in selecting 
those whose job adjustments would be at 
least satisfactory. 
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EMOTIONAL AND PSYCHOLOGICAL FACTORS IN EPILEPSY 
GENERAL CLINICAL AND NEUROLOGICAL CONSIDERATIONS * 
WILLIAM F. CAVENESS, M.D.,2 New York Ciry 


In an effort to understand and manage the 
epilepsies, the clinician has recognized with 
growing clarity the importance of heredity, 
brain damage, and psychological factors. 
These are not mutually exclusive. 

The inheritance of a tendency to convulsive 
seizures was implied in marriage laws in 
2000 B.C. It was given statistical support 
by W. R. Gowers in the nineteenth century, 
who found an hereditary background in 3576 
of his cases(1). The sharpest definition has 
come from the contemporary study by 
William Lennox that indicates if one of a 
pair of identical twins has seizures, attacks 
will also develop in the co-twin in 8496 of 
the pairs(2). 

The effect of brain damage was noted by 
Hippocrates in 460 B.C.(3). In the late 
nineteenth century Hughlings Jackson made 
a fundamental contribution to the clinical 
appraisal of seizures. These he attributed 
to excessive neuronal discharges and be- 
lieved the pattern of the seizure to be an 
indication of the site of a lesion in the brain 
(4). Support of this was soon afforded by 
the animal experimentation of Fritsch and 
Hitzig(5) and that of Ferrier(6). In 1897, 
Sigmund Freud, on the basis of studies of 
epilepsy in infantile cerebral palsy, declared 
that there was no intrinsic difference be- 
tween this and "genuine" epilepsy. He be- 
lieved demonstrable lesions must exist in the 
cerebral cortex(7). But the full develop- 
ment of Jackson's concepts awaited the 
present-day work of Wilder Penfield and his 
associates(8). 

The importance of psychological factors 
has varied in perspective as our general 
knowledge has advanced. In antiquity, epi- 
lepsy was linked with insanity, in that both 
were attributed to the malevolent influence 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 3- 
7, 1955. 

? Assistant Professor of Neurology, College of 
Physicians and Surgeons, Columbia University. As- 
sociate Attending Neurologist, Neurological Insti- 
tute, Presbyterian Hospital. 
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of an indwelling demon. This association 
was given scientific credence by the studies 
carried out in the asylums of the eighteenth 
and nineteenth centuries by Tissot(9), Es- 
quirol(ro), and others. This was correct in 
part, as some with severe brain damage had 
both an organic psychosis and recurrent 
seizures. Nevertheless, this caused a sig- 
nificant delay in the separation of the epilep- 
sies from the psychoses and from hysteria. 

In the second decade of this century, 
Pierce Clark(11) offered psychoanalytic con- 
cepts as the full explanation of convulsive 
seizures. After analyzing 25 young men and 
women with epilepsy, he felt the seizures 
represented a profound subconscious striving 
that included the wish to return to the i 
mother’s womb, This idea was brought into 
conflict by the development of electroen- 
cephalography. Introduced by Hans Berger 
(12), a psychiatrist, in 1929, and elaborated 
by Gibbs (73), Jasper(8), and others, it 
showed graphically the validity of Jacksons 
hypotheses. With the swing from psycho- 
analytic concepts to electro-physiological ex- 
planations, Stanley Cobb(14) and Frank 
Fremont-Smith(15) are among those who 
have contributed balance to the present ap- 
proach to the psychological factors in epi- 
lepsy. 

Today, there are 3 psychological factors 
that command the attention of the clinical 
neurologist: (1) Emotional problems that 
arise as a reaction to the seizures; (2) emo? 
tional problems that act as a precipitant to 
individual seizures; and (3) emotional prob- 
lems that contribute to the pattern of eis 
This latter interpretation must be made wit 
full appreciation of the anatomical an 
physiological substrata. 

Two cases are presented to illustrate the 
preceding: 

i ir of identical twins 
b eae Edward. His brother 
Peter, was born first, with a vertex presentation, 


the patient 9 minutes later, by breech presentation. 
There was a single placenta. The father an 
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mother’s sister had experienced convulsions in child- 
hood. Three brothers were not remarkable. 

At 14 years of age, the patient fell down 8 steps 
striking his head against a stone. Immediately there- 
after he seemed sleepy and was not acting just right. 
One and one-half hours later he had a generalized 
convulsive seizure, During the next week, when- 
ever this infant would strike his head against the 
rail of the crib he would haye an attack, This oc- 
curred 7 times. 

At 93 years of age, he was struck by his father's 
car, but not injured. Edward describes this incident 
as follows: “I was coming back from Mass when 
my father backed the automobile out of the drive- 
way. He turned a way I did not expect and the 
front bumper hooked me and threw me against the 
front of the car. I was not hurt but badly scared. 
Father bawled me out, shouting at me.” One hour 
later there was a major seizure. 

Three months later, after a frightening picture 
show, there was a second attack. Again, a seizure 
occurred following a prolonged period in crowded 
traffic during which the family temper was lost. 
Another time an attack followed a tooth extraction. 
The general frequency was one attack every 2 or 3 
months, 

When first seen at the Neurological Institute of 
New York, in February 1950, at age 11, Edward 
had had 12 major seizures in the previous 19 months. 
In these attacks, he had no subjective warning, but 
a sudden loss of consciousness. Objectively, the pa- 
tient emitted a stuttering sound, his eyes rolled back, 
he became rigid and then shook. No focal aspect 
was noted. Neurological examination revealed no 
significant abnormality, Electroencephalography 
showed generalized high amplitude rhythmic slow 
vaves during hyperventilation. His twin brother 
9 6 5 similar record to a less marked degree. 

Atle significance was attached to this. 

Th the 19 months during which he had repeated 
Seizures, the patient did poorly in school and re- 
mud lower grades than his brother Peter. His 
5 b him as introspective, and his mother, 
EM eing subdued. She adds that during one ex- 
Ted in the 5th grade, Edward, who was in- 
De about his answers, remained in school all 
Pet oon. His writing was poor. In contrast to 

er, he always hung back at school entertainments. 
the cet evaluation? at that time showed 
their 1 al LQ. to be quite similar for both twins, 
88 Bate being in high average. Edward had 
bod 1 8 responses, and an abnormal Szondi. 
Verbal 10. Ut (1950) the 2 compared as follows: 
Total R: z Edward 119, Peter 113; Rorschach 
Edward H am 25 Peter 22; “M” Responses: 
Aden p e 8; Szondi: Edward—markedly 

^ ms er—within normal limits. 

Bs b in this case included the estab- 
reassuring ad tter understanding by the parents, 
of the Triias encouraging the patient, separation 
Y effec S at school and the control of the attacks 
ve anticonvulsant medication. Since the 


* The details ical. inati 
we of these psychological examinations 
T€ reported by Molly Harrower(16). 
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initial examinations there has been but one seizure— 
in early 1951. 

In re-evaluating this case 4 years later, March 
1954, the following progress was noted: In the new 
school, although nervous at first, Edward improved 
scholastically and in his general performance. Both 
boys did exceptionally well during 7th and 8th 
grades. Each in his respective school last year re- 
ceived the medal of excellence for the best over-all 
scholastic average. They are now in high school. 
Peter is vice-president of his class and Edward is 
secretary of his fraternal order. In the summer 
they both work and participate in community affairs. 
The mother states there is little difference in the 
two boys—Edward being perhaps a little more 
certain of his knowledge and more outgoing in his 
play and work activity. 

In discussing the former period during which he 
was having seizures, Edward states: “At first, that 
is, with the first attack or two, I thought, ‘This is 
something that happens once in a life time.’ Then 
when it was repeated several times, I didn’t know. 
I got nervous, I did not do well in school, particu- 
larly in the 6th grade. My mathematics was bad. 
My writing was bad. I was not scared, but I was 
not relaxed. I was more careful. I was less sure 
of myself, In the 7th and 8th grades and now in 
high school, my math is much better and my writing 
has improved.” 

Psychological evaluation in March 1954, gives a 
more exact appraisal of the improvement indicated 
in the recent history. Both boys are superior in 
Verbal LQ. There is a marked improvement in 
Edward's Rorschach responses, while there has been 
a decline in those of Peter. The Szondi for both is 
within normal limits. For comparison between the 
2 evaluations see Table 1. 


Comment. In this case, the evidence 
would indicate that heredity played a small 
part and brain trauma a considerable part in 
establishing the recurrent seizures. Emo- 
tional factors were influential in precipitating 


TABLE 1 


COMPARISON OF PSYCHOLOGICAL EVALUATIONS OF 
^ Pam or IDENTICAL Twins, AFTER 4 YEARS 


(1950) (1954) 
Verbal I.Q. 
Edward..... 119 130 
Peter. 113 129 
Rorschach Total R 
Edward 7 39 
Peter +. 22 17 
“M” Responses 
Edward 2 & 7 
Peter 8 1 
Szondi sth 
Edward Markedly Within normal 
disturbed limits 
Peter. . Within normal Within normal 
limits limits 
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at least 3 and probably more of the child- 
hood attacks. Of most importance, how- 
ever, was the stress, evoked by the recurrent 
seizures, that interfered with academic per- 
formance and interpersonal relations. With 
medical control and better understanding on 
the part of the patient and his parents, the 
stress was alleviated and the emotional prob- 
lems resolved. 


The second case is the daughter of a well-bred 
family, The father has spent a career in foreign 
service; the mother is a charming woman, over- 
protective and given to worrying. One brother is 
not remarkable. At the age of 16 months, the pa- 
tient fell, striking the right side of her head. Within 
the same year she had malaria. Neither was con- 
sidered serious at that time. At 6 years, she began 
to have periodic abdominal discomfort. This oc- 
casioned a laparotomy at which nothing was found. 

At 10 years of age, she began attending a school 
in Spain, the only English-speaking school in the 
city where her family resided. The teacher and fellow 
students were greatly liked by the patient but there 
was one unpleasant aspect. The toilet facilities were 
filthy. In recalling this, the patient states that her 
mother was very fastidious about the toilets in their 
various residences, insisting that everything be kept 
scrupulously clean. After trying the school facilities 
on 2 or 3 occasions, much against her will, the girl 
made her needs await her return home, often fear- 
ing this would not be possible. On many occasions 
she ran all the way. She does not remember dis- 
cussing this with anyone. She attended this school 
for 3 years. At the end of 2 years, at 12 years of 
age, she had her first typical seizure. In the same 
year, her menses began. 

Subjectively, the attack was anticipated by a feel- 
ing of being far away. Sounds seemed to “dim out.” 
She had difficulty or inability to form words. There 
was a sensation of warmth in her abdomen and 
later, after this became meaningful to her as the 
forewarning of an attack, she experienced a feeling 
of panic. She had complete amnesia for the re- 
mainder of the episode. With the return of aware- 
ness, she complained of fatigue, unhappiness about 
the event, and occasionally a mild, right frontal 
headache. 

Objectively, the first changes noticed were a 
smacking and wetting of her lips while her eyes 
opened wide in a frightened stare. Following this, 
there were clawing motions of both hands over the 
upper abdomen and such outcries as: “I want to go 
to the bathroom! Nobody knows what a pain I've 
got. I've got to go to the bathroom.” When the 
attacks first occurred she would then attempt to 
leave the room. In later seizures, she simply pre- 
pared her clothes for ah evacuation, but never com- 
pleted the act. The end of the attack was heralded 
by expulsion of considerable gas by mouth. The 
attack usually lasted from 2-5 minutes and was fol- 
lowed.by 5-20 minutes of apparently normal activity 

without memory of the event, or by sleep of varying 


duration. In addition to these typical attacks that 
occurred as often as 10-20 times a month there were 
many íragments consisting only of the warning 
phase. At 13 years of age she had a single Jack- 
sonian seizure that began on the left side. 

The typical psychomotor attacks continued until 
17 years of age. In this year she was placed on 
medication and shortly thereafter entered college. 

For 4 years she did not have a full attack, but 
experienced the warning phase about once a month. 
During this period, the patient was separated from 
her mother and from the friction that existed be- 
tween them. Upon returning home from college, 
her attacks resumed in spite of medication. 

Twelve years after the onset of her seizures, in 
March 1946, the patient was admitted to the Mon- 
treal Neurological Institute for further evaluation. 
She was then 24 years old. 

Upon admission, there were no significant neuro- 
logical findings. Electroencephalography revealed 
a well-defined focus of random spike activity in the 
right anterior temporal region. Under local anes- 
thesia, a bone flap was turned and the dura re- 
flected, exposing the right temporal and central 
regions. Electrocorticograms were obtained and 
stimulation was carried out over the exposed brain. 
When the searching electrode was passed through 
the temporal lobe to the under-surface, a very active, 
multiple spike dysrhythmia was recorded. s 

The temporal lobe was then lifted, and stimulation 
carried out on the inferior and mesial surface, pro- 
ducing the beginning of a typical seizure. Obviously 
agitated, the patient said, "Hang on to me.” Ob- 
servers noted masticatory movements and contrac- 
tions of the left hand. This episode persisted. for 
20 seconds. Afterwards, the patient said, “That was 
an attack. That went as far as panic. Stomach, 
head, and panic were all there that time." The pa- 
tient did not report being aware of the mouth move- 
ments, Repeated stimulation elicited the remark, 
“Here we go again. This is it.” and a similar 
seizure ensued, of r5 seconds duration (stimulus 
intensity 2 volts). $ 

The surgeon observed that the inferior and mesial 
surfaces of the temporal lobe appeared rather yel- 
lowish and a little tough. A few scattered adhesions 
were present between the dura and the pia-arachnoid. 

A large portion of the right temporal lobe was 
removed, the excision extending 5 cm. along the 
fissure of Sylvius and 8 cm. along the base, sparing 
the auditory area in the posterior part of the first 
temporal convolution. The dura, bone flap, an 
scalp were closed in layers. ; d 

In the second postoperative year, the patient n 
2 seizures, Jacksonian in type, which started wit 
tingling and movement of the left hand, and pro- 
gressed as far as loss of consciousness. These con- 
tained none of the elements of the preoperative 
psychomotor attacks. Since that time, a per oc. 
5 years, she has had no further attacks. Dura 
this period she has taken no medication. She is 10 d 
31. A small, postoperative, left upper quadra" 
visual field defect persists, but there is no other 115 
parent physical or psychological residuum. She 8 
completing the work for a master’s degree in chem 
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istry, and has become an integral part of a research 
laboratory staff. 


Comment. In this case, à discharging 
lesion from a damaged area in the right 
temporal lobe was demonstrated. The func- 
tions of the temporal lobe are complex and 
not clearly understood. The Montreal school 
holds that it is the repository of memories 
and perhaps of understanding and judgment. 
Seizure discharges from this region alter 
consciousness and are commonly reflected by 


. smacking and sucking movements of the 


lips and tongue. In addition, a wide variety 
of automatic movements or psychic phe- 
nomena may be observed. The occurrence 
of the latter is usually associated with a focus 
near the insula or along the inferior mesial 
surface. From this site gastrointestinal re- 
Sponses occasionally occur. In a number of 
Cases, particularly those whose ictal expres- 
sion is hallucinatory, the added psychic fac- 
tors simulate emotionally charged elements 
from past experience. In this second case, 
the pattern of the automatism is considered 
an example of this. 


SUMMARY 


Two cases are presented to illustrate the 
Importance of emotional and psychological 
factors in epilepsy. Attention is directed to 
the personality changes that arise as a re- 
action to seizures. It is noted that emotional 
stress may act as a precipitant to individual 
Seizures. Finally, it is pointed out that ele- 
ments from past experience, of particular 
era onal „Significance, may be incorporated 

o the clinical pattern of seizures that arise 


from a discharging lesion in the temporal 
lobe of the brain. 
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LONELINESS AND SOCIAL CHANGE 
CLAUDE C. BOWMAN, Ps. D., PHILADELPHIA, Pa. 


I 


Rapprochement between psychiatry and so- 
ciology has developed rapidly during the last 
few years. In theory and in research there is 
more collaboration than ever before and 
every prospect that this interdisciplinary 
trend will continue for some time to come. 
The present discussion is a case in point. It 
lies in the emerging field of social psychiatry 
(or psychiatric sociology) —in the rich bor- 
derlands where these two sciences of man 
can work together with mutual benefit. The 
aim of the analysis that follows is to show 
that certain emotional problems cannot be 
understood adequately unless changing con- 
ditions of the larger social environment are 
included in the framework of thought. In 
other words, we shall attempt to interpret 
psychological phenomena in the light of cer- 
tain broad changes that have occurred in 
our society. 


I 


American society is highly dynamic and 
social scientists usually recognize this im- 
portant fact in their interpretations of human 
nature. However, it is comparatively easy for 
psychological scientists to become so preoccu- 
pied with the study of individuals, particu- 
larly with those whose deviations cause diffi- 
culties, that they fail to appreciate the proc- 
esses of social change which are an integral 
part of a more comprehensive interpretation. 
Instead, they postulate a given social order 
which is assumed to be fixed and unchanging 
—as part of the natural (or supernatural) 
order of the universe. To illustrate this point, 
let us take an example from child psychiatry. 
In the conceptual framework of an individ- 
ualistic psychology maternal rejection is 
viewed as an aberration of unique individuals 
whose special dynamics require study and 
therapy. Now this approach to the problem 
is not completely satisfactory because it fails 
to take into account the broad influence of 
the feminist movement upon American 


1 Department of Sociology and Anthropology, 
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women, The rejecting mother manifests tend- 
encies which are, to some extent, typical of 
a whole class of women who have been en- 
couraged to cultivate outside interests as 
means of self-expression. Such women may 
become decidedly ambivalent about the ma- 
ternal role. The point here is that such am- 
bivalence is not merely individual deviation 
from an assumed norm of “proper” conduct; 
it also represents a type of conflict engen- 
dered in our culture by the new opportunities 
for women that have opened up in recent 
decades. True enough, studies of individuals 
are likely to reveal why certain women be- 
come highly antagonistic to their children but, 
even in these cases, the attitude may be aber- 
rant only in part. A residue of feeling re- 
mains that can be accounted for only by 
reference to the changing status of American 
women, especially those of the highest educa- 
tional levels. It may be that the feminist 
movement has had many adverse effects upon 
children but it serves no useful purpose to 
condemn such women without understanding 
the cultural influences that shape theit 
thoughts and feelings. x 

Similarly, there are current psychological 
explanations of extramarital sex which ig- 
nore the realities of social change. The 
Kinsey statistics give evidence that extra- 
marital sexual behavior occurs more fre- 
quently nowadays than it did at the beginning 
of the century; but this trend is overlooke 
by those who insist upon interpreting extra- 
marital relations as individual derne 
from norms of monogamy which are LS 
to be universally and absolutely valid. n 
many instances such an “explanation | 0 
adultery is little more than an ill-disguise 
defense of traditional morality, where clinica! 
terms are substituted for direct moral con” 
demnation without altering the underlying 
emotional bias. 


III 


The problem of loneliness provides 2? 75 
cellent demonstration of the principle di- 
psychiatric phenomena have sociological 155 
mensions. A sense of isolation is a me 
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symptom in various neurotic and psychotic 
states but, according to a number of theorists, 
loneliness is widespread in contemporary so- 
ciety, having sociological origins far beyond 
the field of psychopathology. In his analysis 
of the social conditions producing loneliness 
Erich Fromm stresses a long-range historical 
factor, namely, the whole liberal-democratic 
struggle against the authority of church and 
state(1). Modern man has won a succession 
of battles for freedom but, looking back from 
the vantage point'of the twentieth century, 
it appears that there were liabilities inherent 
in these victories. The freedom gained is 
“freedom from” rather than “freedom to.” 
Men are lonely today because these emanci- 
pating triumphs severed the “primary ties” 
that united them with others in the pre-indi- 
vidualistic period. We now have more indi- 
viduality in democratic societies but this ad- 
vantage has been purchased at a large 
psychological price. Fromm then proceeds to 
show how we can develop a positive freedom 
which provides both individuality as well as 
a sense of social unity, thereby destroying 


„the loneliness resultant from the negative 


freedom so cherished by our democratic fore- 
fathers, 
_ Fromm’s brilliant analysis of the psychi- 
attic significance of certain historical changes 
Tepresents a distinct contribution but, from 
is: standpoint of the sociologist, it needs to 
€ supplemented at many points. Industrial- 
1 115 Society of the twentieth century has a 
a er of characteristics that seem to be con- 
í lve to loneliness and we shall outline a 
ew of these briefly. 
ras Society shows a definite decline in pri- 
tho inr contacts. (Primary groups are 
Tr ace-to-face groups such as the family, 
19 group, neighborhood, or village which 
vide relationships of intimate fellowship.) 
S € immediate family is smaller than it was 
105 ago and, as far as population experts 
Hk ct judge, postwar increases in the birth 
the . reverse the general trend toward 
and child amily. This means that both adults 
within ¢ ae have fewer intimate associations 
relations 15 family group. Moreover, close 
ats DS may be obstructed by factors 
. the members of the small family 
: We have already referred to the 


Mothe: 1S 
T who participates in various activities 


outside the home. Under certain conditions 
frequency of the mother’s absence may pro- 
duce affectional deprivation both for her and 
the children. Even if she stays home, her 
hostility may have an isolating effect upon 
the children. Likewise, the father will seldom 
see his children, especially when they .are 
small, if most of his time and energy are 
given to the job. Or, when he is home, he 
may have a preoccupied air that makes him 
unapproachable. This situation will be es- 
pecially frustrating to sons who, in both home 
and school, find themselves almost exclusively 
under the influence of women and thereby 
deprived of companionship with adult males. 
As far as siblings are concerned, the con- 
temporary emphasis upon grouping children 
by age tends to minimize relationships be- 
tween brothers and sisters in the same house. 

This loss is still greater when the larger 
kinship group is considered, for modern mo- 
bility separates relatives and lessens com- 
munication. The kinship solidarity of a rural 
society where relatives live near each other 
and work together is undermined by the 
movement of people from place to place. In 
many families today relatives see each other 
only during special occasions such as holi- 
days, weddings, or funerals. 

Even within the same community family 
and kinship ties may deteriorate as occupa- 
tional or class differences introduce barriers 
to free and easy communication. Parents 
and other kinfolk commonly encourage the 
young to be ambitious (the desire for success 
is, after all, a basic value of our culture) but 
the movement toward higher socio-economic 
status may set off a process of alienation. 
Even before the adolescent gets out of school 
he may begin to perceive that the standards 
and practices in the social class to which he 
aspires are different from those in his own 
background. As a result of this observation 
the manners, morals, and precepts of the 
family may be looked upon with growing 
condescension or mistrust. Actually, in the 
interest of a good social adjustment, the am- 
bitious child cannot afford to cling to a set 
of standards that are not functionally ade- 
quate in his new occupational or social posi- 
tion. However, neither the parents or other 
relatives are ordinarily able to appreciate the 
functional significance of alienation but are 
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more likely to feel hurt and neglected as re- 
lationships deteriorate to perfunctory visits 
that yield little affection. For his part the 
young person may also feel isolated as a re- 
sult of rising above the familiar background 
of his childhood, especially during the transi- 
tional period before he fully accepts or is 
fully accepted into the new class environment 
with its new standards and associations. 
The intimacies of neighborly contacts also 
tend to decline in the larger cities. Frequent 
changes of residence prevent neighbors from 


becoming well acquainted in the personal - 


sense characteristic of primary groups. 
Apartment dwellers may not know or care 
who lives on the same floor, communication 
being limited to formal courtesies. Tenden- 
cies away from friendly spontaneity are also 
the result of social prejudice. In the neigh- 
borhoods of the cities various races, nation- 
alities, and religions live together with a de- 
gree of necessary tolerance but the barriers 
of prejudice tend to prevent informal com- 
munication and thus augment loneliness. 
Over and above these conditions there is the 
wariness of the city dweller who hears of so 
many crimes and confidence games that he 
grows suspicious of his fellow man and with- 
draws into an impenetrable shell. 

While these informal associations of pri- 
mary-group intimacy have declined in the 
modern world, formal, impersonal relation- 
ships are on the increase. We meet many 
people not as persons but as functionaries; 
that is, we expect of them and get from them 
nothing beyond the performance of a par- 
ticular function. The man who drives the bus 
or sells us a suit of clothes fulfills a function, 
usually without giving anything of himself. 
Similarly, the physician or the teacher par- 
ticipates in patterns of relationship so im- 
personal in character that they provide little 
or nothing in the nature of human fellow- 
ship. Such segmental contacts are more fre- 
quent in urban areas but they exist every- 
where in our society. 

The stress on impersonality is quite evi- 
dent in the modern bureaucracy that has 
developed as a result of technological prog- 
ress. (A bureaucracy is a highly organized 
activity, usually involving a large number of 
people, where special functions are fitted to- 
gether into departments and hierarchies of 
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power.) Not only in government and busi- 
ness do we find increasing bureaucratization 
of life but also in education, law, medicine, 
religion, recreation, and many other pursuits. 
The teacher in a school system, the physician 
in a hospital, the lawyer who works for a 
business enterprise, or the clergyman in a 
church organization become involved in a 
whole network of patterned relationships. 
The good bureaucrat knows his place in the 
social structure, knows his function and 
status, and thinks impersonally, avoiding im- 
pulsive spontaneity. In other words, he de- 
velops a mind-set appropriate to highly or- 
ganized and stratified relationships. Thus, 
technological advances have exerted mighty 
influences upon human character. 

It might be thought that the coordinated 
efforts required in large administrative units 
would lessen the isolation of participants. A 
naive outsider, seeing such coordination and 
noting the first-name friendliness existing 
among associates, might easily conclude that 
the bureaucracy is a complex pattern of co- 
operative relationships among highly social- 


_ized beings. Yet this estimate is a superficial 


behaviorism that overlooks the emotional re- 
straints implicit in formalized relationships. 
As suggested above, spontaneous fellowship 
and impersonality simply do not mix. More- 
over, the feelings generated by competition 
are detrimental to the development and main 
tenance of friendliness. Friendly feelings 
toward fellow workers may be quite real, of 
course, but the other side of the ambivalence 
may be even more significant. This is the 
side of competition. In a competitive d 
tion a person may fear that friendly 910 
leagues are scheming behind his back an 
blocking his advance directly or mieten 
In the higher echelons of competition t i 
struggle may go on continuously, not e 
the office but also at dinner parties or on tt 
golf course. One must constantly be on a 
alert to advance his cause—and that cause $) 
always himself. i 
Though much more psychosocial rese27 : 
is needed in this area, we venture to sugges 
that the sense of isolation may be consider 
ably less in the lower ranks of an econo 
organization. Here workers are not nece i 
sarily in competition with each other. i 
and status may be equal and employees ™ 
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belong to a union that stresses and strength- 
ens their unity of outlook. Under such con- 
ditions spontaneous feelings can be expressed 
more readily and cliques of “buddies” de- 
yelop to provide companionship both on and 
off the job. Such persons do not enjoy the 
prestige of outstanding success but they do 
experience fellowship less adulterated with 
fear and mistrust. 

Mobility as a factor in modern loneliness 
has already been mentioned but it deserves 
further consideration. In addition to its dis- 
integrating effects upon family and neighbor- 
hood there seems to be a pervasive emotional 
result: people who keep moving from place 
to place tend to develop a sense of detach- 
ment that is isolating. One can observe this 
attitude in the tourist who remains only a few 
days in one place. Highly mobile people seem 
to acquire a tourist state of mind as a per- 
manent characteristic, participating in vari- 
ous group activities without feeling deeply 
that they belong. This rootlessness tends to 
destroy many of the emotional values implicit 
in group life, encouraging, instead, a vicious 
circle where restless frustration leads to 
further mobility which, in turn, breeds addi- 
tional frustrations resulting from isolation. 

Vertical mobility—movement from one 
Social class to another—also produces a sense 
Of loneliness, for, as mentioned earlier, it 
Means an attenuation of earlier social ties. 
For present purposes it does not seem neces- 
Sary to cite statistical evidence on the amount 
of such upward or downward mobility ; suffice 
it to say that it is a widespread social phe- 
nomenon in the United States (2). Upward 
Bd is especially stimulated by the com- 
e d aui low birth rates of the upper classes 
ul the expansion of educational oppor- 
CORAM children of lower socio-economic 
a He encourage youth to get ahead and 
bend to be 115 successes; at the same time we 
of this ten to the psychological liabilities 
gating d ess. Fortunately these are miti- 
Ud ircumstances, In the first place, the 
m isolation tends to decline as the 
e comes more fully adjusted to the 
is m culture. Secondly, the new status 
Nes ds to be only moderately higher or 
we n that of the early period, so that 
M ‘trations involved in the transition are 

Tlous than they might be. Neverthe- 
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less, while it persists, the loneliness associated 
with vertical mobility is a significant aspect 
of the general problem under discussion. 


IV 


We have outlined four major types of in- 
fluences in our industrial-urban society that 
appear to augment the problem of loneliness. 
Subjective factors increase the difficulties still 
further. In a culture such as ours, where 
friendliness is highly valued, persons develop 
ideals and expectations that tend to magnify 
the sense of isolation resulting from these 
changes in objective conditions. 

It should be emphasized that this socio- 
logical analysis in no way contradicts a psy- 
chiatric approach. Certain individuals de- 
velop a pronounced sense of isolation and it 
is the purpose of psychotherapy to give at- 
tention to the unique circumstances in the 
background and present relationships of such 
individuals in order to relieve distress. Our 
point is that some degree of loneliness is in- 
digenous to our society; this condition does 
not stem entirely from patterns of circum- 
stances peculiar to certain individuals. 

This point of view seems to have important 
implications for the processes as well as the 
goals of psychotherapy and we venture to 
discuss two of these in a tentative fashion. 

(1) To what extent is the patient's sense 
of isolation an individual deviation and to 
what extent is it a typical product of envi- 
ronmental forces? A community survey of 
mental health might reveal that, in some in- 
stances, the patient’s grievances are repeated 
over and over again by large numbers of 
people. Psychotherapy could be greatly il- 
lumined by sociological research that would 
place at the disposal of therapists relevant 
knowledge about the community in which the 
patient lives—its various groups and their 
interrelations, intragroup processes, institu- 
tions, the class system, ethnic minorities, etc. 
Would not such knowledge enable the thera- 
pist to come to gtips more accurately and 
adequately with the personal problems pre- 
sented by the patient? För example, various 
predisposing and precipitating factors may 
be found during investigations of the larger 
social environment. Concerning treatment 
and recovery, detailed knowledge of the com- 
munity and its sub-cultures might help the 
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therapist to deal more intelligently with the 
problems encountered by the patient in his 
daily life. Such social-science studies might 
also enlarge the psychiatrist’s understanding 
of social reality, thereby enabling him to 
assess the patient’s grasp of reality more ade- 
quately. 

Community studies are now being made 
by interdisciplinary teams. The Yorkville 
community mental health research study, 
sponsored by the department of psychiatry, 
Cornell University Medical College, and the 
New York Hospital, with a research staff 
consisting of psychiatrists, sociologists, an- 
thropologists, psychologists and social work- 
ers, is a striking example of what we mean 
(3). In the future therapists treating resi- 
dents of communities where such mental- 
health research has been done will be able to 
draw upon new funds of sociological data. 
Perhaps, as time goes on, clinical reports will 
be issued on the value of such knowledge to 
psychotherapy. It may turn out that the social 
sciences are more valuable to psychiatry than 
we thought. 

(2) In addition to its relevance to the 
therapeutic process, social research may be 
useful in determining the practicable limits 
of therapeutic success. To put the matter in 
crude terms, can the psychotherapist expect 
to do more than bring the patient up to the 
level of “normal” frustration? (We raise this 
question because of its methodological im- 
portance but it would be tempting for the 
therapist to exploit these considerations as a 
rationalizing device when treatment is rela- 
tively unsuccessful.) We have tried to show 
how loneliness results from certain normal 
conditions in social structure and relation- 
ships. Our analysis thus suggests, in terms 
of broad theory, that there are normal (or 
modal, to use the statistical term) types of 
loneliness as well as deviant types. From this 
point of view the practicable goal of psycho- 
therapy becomes defined more clearly: to 
reduce a sense of isolation to normal propor- 
tions. If the psychiatrist does not possess 
reasonably accurate conceptions of society in 
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general and the patient's environment in par- 
ticular, he may expect more of the patient— 
and more of himself—than is sociologically 
justified. 

To put it briefly, the goals of therapy are 
not formed from the Utopian ideals of dream- 
ers. Rather, they represent pragmatic pos- 
sibilities of mental health in a changing 
society whose vast, pervasive tendencies can- 
not be excluded from the psychiatrist's office. 


V 


It may appear from what has been said 
here that the frustrations of normal social 
living set distinct boundaries within which 
psychotherapy must operate. On the con- 
trary, the limits imposed by social conditions 
are not fixed once and forever in a dynamic 
society, Past experience shows that many 
social conditions have been improved after 
the general public became interested and en- 
lightened. As it stands now, many people 
have very little understanding of the isolation 
in their daily existence; or, having some in- 
sight, they are at a loss to know what can be 
done in the way of improvement. Public en- 
lightenment can best come from psychiatr ists 
and social scientists. The American people 
seem to appreciate as never before the im- 
portance of mental health, especially in rela- 
tion to child development. Yet much more 
research and educational work are require 
to bring about a fuller understanding of the 
mental-hygiene significance of the whole 
complex social environment in which we live 
today. This is a large project but preven 
psychiatry will not come of age unless 1 
succeeds. 
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PURPOSE 


If preventive psychiatry is to have any 
meaning, it must be addressed to those 
persons who predominantly influence the 
patterns of child growth—parents and 
teachers. This study has been directed to 
the latter group—the men and women who 
administer the school programs and who 
teach in the classrooms. Mental health work- 
shops and seminars have been carried out in 
the Boston area particularly by Berman " and 
in the Grosse Point area near Detroit, 
Michigan, by a group from Wayne Uni- 
versity ^ as well as in other locales. In this 
study we were primarily interested in assess- 
ing the adjustment of teacher and adminis- 
trator groups by means of psychological tests 
given before and after a 15-week seminar 
conducted by a qualified psychiatrist and 
contrasted with a control group of teachers 
and administrators exposed to the same psy- 
chological tests at the same time. 


OUTLINE oF THE EXPERIMENT 


A mental health work: i 
t i rkshop was set up in 
the public schools of the City of New Ro- 
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chelle which has a population of 62,000. The 
entire group of about 400 teachers was of- 
fered an opportunity to attend a seminar in 
mental health to be held evenings once weekly 
for 14 hours over a 15-week period. Thirty- 
eight of these teachers volunteered. A second 
similar workshop was set up for the princi- 
pals, assistant principals, and heads of de- 
partments who were required to attend their 
seminars. Controls were set up consisting of 
2 additional groups, one matching the 
teachers on the basis of sex, age, grade 
taught, length of service in the system, and 
the second made up of the same administra- 
tive group from a neighboring city of the 
same size, 

All 4 groups were then given a battery of 
psychological tests at the beginning and at 
the end of the 15-week workshop period. The 
testing instruments were: (1) the Rotter 
Sentence Completion Blank; (2) the Min- 
nesota Personality Scales; and (3) a sam- 
pling questionnaire on mental hygiene atti- 
tudes, an inventory devised by one of us 
(F. B.). The Rotter Test provides an ad- 
justment score based upon qualitative analy- 
sis of the completed items as they are related 
to various life areas and attitudes of the 
testees. Areas tapped included fears, worries, 
aspirations, regrets, etc. The Minnesota 
Personality Scales tap 5 areas of adjustment 
including social adaptation, family relations, 
emotionality and economic conservatism. It 
was felt that these areas comprise underlying 
emotional reactions and trends which theo- 
retically should be related to the over-all con- 
cept of “good adjustment.“ 

Our basic assumption was that a course of 
15 lectures and discussions by a qualified 
psychiatrist should bring about positive 
changes in attitudes measurable by test scores 
purporting to measure the aforementioned 
variables, This would be particularly im- 
portant if the 2 control groups, one of teacher 
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and one of supervisor, were not exposed to 
the training-discussion experience. The data 
were statistically evaluated by means of a 
“47 test for the significance of the difference 
between the tests and subtests of the various 
groups. 

We were interested in determining 
whether these persons could be influenced to 
the extent that they show a more relaxed and 
understanding attitude toward their pupils. 
Observations made by the psychiatrist con- 
ducting the seminars (E. D. J.) will be dis- 
cussed to give our impressions of factors 
involved in the teaching procedures as well 
as indicating weaknesses or strengths in the 
technique. The seminars were conducted 
with approximately 4 hour of didactic lecture 
plus one hour of free discussion. The lecture 
was given at any time during the 14-hour 
period. This material is basically the same 
as that used in other teacher workshops and 
includes such items as normal personality 
development, the concept of conflict, anxiety 
and mechanisms of defense. Case material 
was used to illustrate many of the points 
and this was augmented by problems brought 
up for discussion by the participants in the 
workshops, 


ANALYSIS OF TEST RESPONSES 


Preliminary Comments.—In making an 
evaluation of the findings obtained by means 
of a rigorous statistical analysis of the tests, 
certain factors must be taken into considera- 
tion, Among other things, these concern the 
conditions under which the experimental 
groups volunteered for the experiment. 

(1) It is known that a substantial number 
of volunteers dropped out of the program 
when. informed that attendance was not 
obligatory and when assurance was given that 
‘administrative personnel would not be in- 
formed of individual defections. This would 
suggest that the term "volunteer" needs clari- 
fication in this situation, since it is not, in the 
school community, necessarily synonymous 
with volition. Like the “wish” of the com- 
manding officer in the army, it is interpreted 
as a command. 


T¢ is the critical ratio, that is, the difference be- 
tween the means divided by the standard deviation 
of the differences. 


(2) Analysis of attendance records indi- 
cates that a median of 12 and an average of 
10.7 sessions represents exposure to mental 
hygiene information for this group of 
teachers. If we consider how much indi- 
vidual psychotherapy is required to bring 
about changes in personality and outlook 
and how much effort must be expended in 
group therapy to obtain such results, the con- 
clusion is inescapable that expectations of 
farreaching changes would have been un- 
realistic, It is possible, of course, that tests 
designed to measure acquisition of knowledge 
might have shown positive shifts, but in this 
case "facts" rather than insights would have 
been acquired on the purely verbal plane 
Even so, more than the median number of 
sessions would have been required for such 
results. 

(3) The statistically significant difference 
between those who felt that the project 
should be continued after the first 15-week 
seminar and those who felt it should be 
dropped might represent expressions. of re- 
sentment stemming from deprivation of 
leisure time activities. In fact, in the Rotter 
blank some of the teachers stated they would 
rather have been elsewhere doing something 
else. This is a further indication that future 
groups must be truly voluntary, e, they 
must be assured that their attendance has 70 
administrative implications one way of am 
other. 

(4) Random selection of the 5 best and 5 
poorest adjusted teachers revealed a 
differences which could presumably affect the 
emotional climate of the classroom. In ae 
well-adjusted group we found a zestful atti 
tude toward life, the feeling that parents ae 
helpful and affectionate, trust in people, i 
positive feeling toward members of the 2 
posite sex, and good intellectual function? g 
associated with a definite life plan and ac 
ceptance of the past. ized 

The maladjusted group was character! a 
by tensions, phobias, compulsions, one 
concern with the past, either parent 72 5 
ations or disappointments, distrust of d d 
conflicting life plans, negative atti 6 
toward the opposite sex, and overt 5 
adaptation with inner resentments. pe 

It would appear from these findings 
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plays a negligible role in easing the path to 
a good adjustment. There would also appear 
to be a negative correlation between years of 
education and adjustment, with the possi- 
bility that maladjustment might lead to a 
drive for more education as a way of al- 
leviating feelings of inferiority and inse- 
curity. What stood out in this sample was 
the focal importance of good family relations 
and parental figures in early childhood. 

The Tests. The Rotter Incomplete Sen- 
tences Blank (ISB), College Form, consists 
of 40 items such as: I like...... ; The only 
trouble...... My father 
subject is required to complete in accordance 
with his or her real feelings. The author 
states that he obtained a corrected split-half 
reliability of .84 when based on the records 
of 124 male college students and .83 when 
based on 71 female students. The scoring 
plan involves judgments and matching of 
Sentences against criterion sentences. Inter- 
Scorer reliability for 2 scorers trained by the 
author was .91 when based on 50 male 
tecords and .96 for 50 female records. 

The reliability of the instrument is based 
upon biserial correlations of .50 and .62 be- 
tween the ratings of “maladjusted” and “ad- 
Justed" given to 72 females by their in- 
Structors in classes in effective study and in 
mental hygiene and their scores on the ISB, 
and for a group of 78 males evaluated 
similarly, 

i In this experiment all blanks were scored 
Sem MSSW from the New York School of 
ocial Work who has had broad experience 
with tests and measurements. 
5 55 3 Personality Scale consists 
Dm follows: (1) Morale, attitudes 
education legal system, attitudes toward 
aaa general adjustment ; (2) feelings 
E social adjustment, social pref- 
TAA E behavior; (3) family attitudes, 
enden e (4) health adjustment, 
servatis. adjustment; (5) economic con- 
us Paors report reliability coefficients 
scal & from r to s for the 5 parts of the 
* (100 men, roo women). 

In this 

hand sc, 


Scored, 


study the precourse tests were 
ored and the postcourse tests machine- 
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tory by Brown was compiled from material 
in the literature upon child behavior, de- 
velopment, and adjustment, with the inclu- 
sion of factual material designed to test a 
specific knowledge background as a basis 
for judgments on the behavior of children. 
The following correlations were obtained : 
Teacher experimental group 
Administrative control .... 
Administrative experimental 
Teacher control group..... 


With the exception of the last group, all 
correlations show a significant degree of re- 
liability. The low correlation for the teacher 
control group is attributable to large in- 
creases in score between first and second 
tests. 

These data indicate that no significant 
changes occurred in any of the groups on this 
test. Considering the influence of factors 
mentioned previously, there seems to be a 
slight tendency for the experimental teacher 
group to show a trend toward lower scores 
which might indicate that in individual cases 
certain changes of a positive nature took 
place. As a group however the differences 
are little better than chance. 

There are no significant differences be- 
tween pre- and post-scores for morale for 
the teacher experimental and the administra- 
tive control groups. It is interesting 
however to note that the administrative ex- 
perimental group shows a significant im- 
provement reliable at the .05 7 level of con- 
fidence, indicating 95 chances in 100 that the 
difference between means is a true differ- 
ence, On the other hand, the teacher control 
group shows an even more significant differ- 
ence in a positive direction without having 
been exposed to the lecture-discussion meet- 
ings. We may hypothesize that this group, 
which knew that it was a control, may have 
been motivated to better previous scores upon 
the basis of an increased level of aspiration. 

Scores indicative of feelings of inferiority 
and social adjustment improved significantly 
for the teacher experimental group, but a 
similar increase for the teacher control group 
is also noted, again suggesting a level of as- 
piration factor. i 

Family attitude scores and home adjust- 
ment shows a significant trend for the teacher 
control group and highly significant positive 


20 


202 MENTAL HEALTH WORKSHOP IN A PUBLIC SCHOOL SYSTEM [Sept. 
RESULTS 
ROTTER ISB 
Group Mean (2) t Significance 
"Teacher control . 110.18 +0.55 Not 
Teacher experimental . T 110.97 —1.53 Not 
Administrative control .. 111.28 112.60 +0.31 Not 
Administrative experimental 113.52 112.20 —0.46 Not 
MINNESOTA PERSONALITY SCALE 
Parr I 
Group Mean (1) Mean (2) t Significance 
Teacher control 183.17 2.69 01 
Teacher experimental . 177.45 0.90 Not 
Administrative control .. 180.52 —1.14 Not 
Administrative experimental 179.28 ＋ 2.53 «05 
Panr II 
Group Mean (1) Mean (2) t Significance 
Teacher control . 238.51 449 01 
Teacher experimental 203.55 215.64 4.03 Ne 
Administrative control ..... .. 228.84 245.41 1.37 A 
Administrative experimental 243.85 241.85 —0.54 o 
Panr III 
Group Mean (1) Mean (2) t Significance 
eff aam sa v 2 NET 151.36 155.48 1.91 10 to. 05 
Teacher experimental 132.99 144.24 3.20 01 
Administrative control 134.78 152.15 7.86 01 
Administrative experimentallllllhl ... 128.45 146.75 5.79 OI 
Part IV 
Group Mean (1) Mean (2) t S 
Meacher: control ed SI DES IEEE MEER 170.00 163.98 1.72 ^ 
Teacher experimental .. 163.57 171.70 2.19 181 
Administrative control ..... ++ 150.73 167.50 4.91 Nt 
Administrative experimental q 168.12 173.54 1.27 


changes for the other groups. It is therefore 
difficult to say whether the experimental 
groups improved in this area because of the 
course or whether all 4 groups felt that they 
had revealed too negative an attitude previ- 
ously and were recouping their losses, so to 
speak, on the post-test. 

The reliability of this section of the test 
is demonstrated by pre- and post-test correla- 
tions of .75, .70, .86, and .64 respectively, 
indicating that subjects tended to maintain 
their relative rank in the group despite score 
increases, 

Health and emotional adjustment scores 
increase significantly for the teacher experi- 
mental and the administrator control groups. 
This again makes it difficult to assess the 


5 


value of the course for the experimental 
group. à 

In spite of the fact that anonymity xd 
guaranteed by the assignment of Ei 
to participants in the experiment, there Ti 
so many omissions of items on the pur 1 
conservatism scale as to invalidate the Mit 
ings. Whether this was caused by the pra x" 
political climate or by the fact that this 
came last in the test is uncertain, 1 1 
the former hypothesis seems more val 
view of the nature of the items. 9 

Summary of Minnesota Personality ur 
Examination of the 4 scales of the di 
nesota indicates that 5 significant differen! 19 
between pre- and postscores in the 


: rol 
mental group were paralleled in the cont 
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groups. It has been hypothesized that the 
control groups, knowing they were controls, 
tended to boost their scores and were there- 
fore motivated by level of aspiration factors. 
Had this group been kept in ignorance of the 
experiment, one might conjecture that there 
would have been no significant differences. 
In that event, the significant increases for the 
experimental groups might have been at- 
tributed to the impact of the course material. 
Under the circumstances no conclusions can 


be reached with any degree of certainty. 


It is interesting to note that the experi- 
mental groups are more sophisticated con- 
cerning mental hygiene information than are 
the control groups, although no significant 
changes are noted for any of the groups. No 
significant changes were obtained on the 
disciplinary tendency scale. 

The following conclusions from the psy- 
chological test results may be advanced: 

1. In order to test differences between ex- 

perimental and control groups for an ex- 
periment such as this one, it is necessary to 
obtain the full cooperation of the experi- 
mental group. 
2. The control group should remain in 
ignorance of its function in the experiment. 
It might be told that an effort is being made 
to test the reliability of the scales. 

3. Since study of the Rotter and the other 
Scales indicate many personal adjustment 
problems in the “normal” range, these proto- 
cols might be studied for the purpose of 
Preparing a course which would have more 
Personal meaningfulness for the participants. 

4. The instructor for such a course should 
have understanding of the school milieu. 


OBSERVATIONS on THE TEACHING PROGRAM 
TEACHER WORKSHOP GROUP 


P n comparing this group to the administra- 
1 it was the feeling of the instructor 
di the teachers were less free to enter into 

Scussion of any sort. They seemed to ex- 
Pect, and to some extent prefer, a lecture 
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series rather than a seminar. However, once 
the discussion pattern in the seminars was 
established, the members tended to stick to 
classroom problems, avoiding personalities. 
Toward the end of the sessions, those who 
remained were freer in being critical of 
handling specific situations, but even so the 
group as a whole avoided being critical. 

The group was roughly divisible into 2 
sections : 

(1) There were those apparently attending 
the workshop out of a feeling that it would 
be advantageous to their relationship with the 
administrators. Most of the members of this 
section dropped out by the eighth or ninth 
session. Individual members of this section 
(15-20 in number) expressed opinions re- 
garding various child problems ranging from 
poor heredity, to lack of parental discipline, 
to need for strong, firm handling by teachers. 
Often the teacher's inability to handle various 
situations was blamed on overcrowding, lack 
of materials, etc., with denial that the teacher 
played any role. 

(2) This section was made up of those at- 
tending more or less regularly and interested 
in students as individuals needing individual 
handling. Most of this section (20-25 in 
number) were apparently well oriented in 
emotional development and wanted guidance 
in practical application of theory. Some of 
this group remained because of personal 
problems for which they were seeking help 
through understanding others. 

The first was mostly composed of the older 
teachers, while the second contained the 
younger ones. However, there were enough 
exceptions to cause little weight to be attached 
to age alone. Thus in section 2 were some of 
the oldest teachers, while in section I were 
some of the youngest. All members of both 
groups were concerned with salary matters, 
and this was often touched upon in some 
way. Toward the end of the sessions mem- 
bers of the second section wondered how 
those in the first section could be reached 
and handled so that their lack of psychologic 
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Group 
Teacher Control esee rss se ERN ET UB ee 
Cacher experimental. m by 
inistrative control ....... 
istrative experimental 


Mean (2) t Significance 
65.20 0.93 Not 
71.80 0.67 Not 
61.50 1.66 Not 
69.60 0.46 Not 
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awareness would not undo their efforts. This 
question was also raised by the administrator 
group. 

The problems causing most trouble to both 
teachers and administrators were those 
having to do with aggressive behavior. 
Sexual problems such as those arising from 
students seemed more easily handled by 
members of both groups. Aggressive prob- 
lems would arouse a desire for primitive, 
retaliative, repressive measures often against 
their better judgment. Coupled with this was 
a feeling of frustration that nonretaliatory 
measures did not show such immediate re- 
sults. 

Both groups evidenced an intense desire 
to see quick results from their efforts on be- 
half of students. The long range point of 
view in the necessarily slow process of matur- 
ing was constantly stressed by the instructor. 
Frustrating to some was the need to under- 
stand the behavior of a child, even though 
they frequently lacked enough data to pro- 
vide understanding. 


ADMINISTRATOR GROUP 


This group as a whole entered into discus- 
sions much more freely and the members 
were able to bring it more quickly to a per- 
sonal level with more freedom to discuss 
each other’s weaknesses and strengths. This 
was probably due, in part, to the greater co- 
hesiveness and contact between members of 
this group in many other activities. They 
were concerned with the question of handling 
parents of problem children more than were 
the teachers, and they were also concerned 
with dealing with outside pressures of vari- 
ous sorts on school systems. 

As a whole this group had more psycho- 
logic awareness than the teacher group, but 
there were variations among the members. 
The problem of selection of good teachers 
was repeatedly discussed, as well as the 
handling of those teachers now on their staffs 
who merely “put in time” or use the class for 
their own purposes. The instructor was im- 
pressed by the interest shown by all of them 
in the welfare of their students and apprecia- 
tion of the student needs. 

This group also evinced a desire for quick 
results, as did some of the teachers. There 
was considerable discussion about the role 
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of the school, whether only the three R’s 
should be taught, the results thus being 
measurable by tests, or whether the aim 
should be to provide an environment most 
suitable for the child’s growth, with acquir- 
ing of knowledge only a part of the task, and 
thus not be able to have a measure of results 
of efforts. Many felt that the school system 
should provide more psychologic counseling 
for the staff with respect to individual prob- 
lems of children. They also indicated that the 
lack of adequate community psychiatric re- 
sources was a handicap. . 

At the end of the last session several 
members expressed the feeling that they had 
gained from it and said “it was good mental 
hygiene for them even if it didn’t solve all 
their problems.” 

Group therapy was not planned or ex- 
pected. However, it became evident that 
this played a role in both experimental 
groups. As one principal said, “Even if I 
learned nothing else, it was a great help to 
me to learn that the other principals had the 
same problems that I did." 


CONCLUSIONS 


This experiment was carried out for the 
purpose of studying under control conditions 
a mental health workshop conducted by 4 
qualified psychiatrist with a group of teachers 
and a group of administrators in a public 
school system. When 2 control groups were 
set up matching these 2 groups and the 4 
groups exposed to a battery of psychological 
tests before and after the seminars, it was 
found that statistically significant changes oe 
curring in the experimental group were 
paralleled by equally significant changes 1 
the scores of the control group. Had the re- 
sults of the experimental group been cor- 
sidered without reference to a control group, 
there would have been impressive pone 
changes in 4 Minnesota test categories ji 
the teachers (“t” 's from 2.19 to 4.03) and T 
one category for the administrative expert 


mental group (5.79). 


SuMMARY 


1. A control mental health workshop hea 
set up in a public school system. Avo 
group of teachers and the administra 
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group of principals, assistant principals and 
heads of departments were separately ex- 
posed to 15-week 14-hour seminars on mental 
health under the guidance of a qualified 
` psychiatrist. 

2. A control group was set up matching 
teachers as to age, sex, duration of service, 
and grade taught ; also a control group of ad- 
ministrators from a neighboring community. 

3, All 4 groups were given the same 
battery of psychological tests before and 
after the seminars. 

4. Studies of the psychological test re- 
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sponses show that although there were sta- 
tistically significant changes for the experi- 
mental group, these were also found in the 
control group. 

5. It should be noted that if the pre- and 
posttesting of the experimental groups were 
evaluated without control groups the results 
could have been interpreted as excellent. 

6. Further control studies are projected 
with varying size groups, different instruc- 
tors, different methods of selecting partici- 
pants, and varying the content of the lec- 
ture and discussion material, 


CLINICAL NOTES 


PALLIATIVE TREATMENT OF POLIOMYELITIS: PRELIMINARY RE- 
PORT ON USE OF COLLOIDAL IODINE SOLUTION 


E. MIRANDA ORTIZ AND D. GONZALEZ CALZADA 
Lonores, Mexico, D. F. 


A series of 80 cases of poliomyelitis ob- 
served during a severe epidemic in Mexico 
City in 1948 was treated with slow intra- 
venous or intramuscular injections of irio- 
dine, Iriodine is a neutral, isotonic, colloidal 
iodine solution containing potassium iodide 
10 mg., iodine 10 mg. and beta amylose 100 
mg. in 5 cc. of distilled water. The rationale 
of the beta amylose colloidal medium is the 
fact that the iodine element is held firmly by 
adsorption, to be released as free iodine grad- 
ually as needed on contact with the blood. 

The group included 5 acute cases, 65 
chronic, and 10 which were omitted from 
consideration because of incomplete scientific 
data. In all 5 acute cases, treated exclusively 
with iriodine, tenderness, muscular pains, and 
contractions disappeared in 24 to 48 hours. 


All of these patients recovered completely in 
3 weeks to 3 months, leaving no clinical signs 
of the disease. 

All 65 chronic cases showed some degree 
of ultimate improvement, but none of the 
long-standing cases recovered completely. 
There were no ill effects from the medication 
except a mild rash in a few instances. 

In the authors' previous experience with 
acute poliomyelitis in Mexico, the recovery 
rate was approximately 50%. In the present 
series, there was no deviation in results, inas- 
much as there was 100% recovery in all 5 
cases treated with iriodine. These results 
would seem to be statistically significant for 
a small series. However, further clinical in- 
vestigation should be conducted on a larger 
scale. 


COMBINED RESERPINE-CHLORPROMAZINE THERAPY IN 
HIGHLY DISTURBED PSYCHOTICS 


WERNER TUTEUR, M. D. ErciN ILL. 


A. pilot study of treating highly disturbed 
female psychotics with a combination of 
reserpine and chlorpromazine has recently 
been finished at Elgin State Hospital. The 
study differs from previous studies reported, 
inasmuch as the two medications were con- 
tained in 1 single capsule, each capsule con- 
taining 25 mgs. chlorpromazine, together 
with o.25 mgs. reserpine. It was found that 
this relationship of the two drugs, namely, 
100 mgs. of chlorpromazine to one mg. of 
reserpine, is highly feasible. Oral medica- 
tion was used exclusively. 

The patients were treated with chlor- 
promazine, reserpine, and the combination 
of the two, respectively, and it became evi- 
dent that whenever the combination was 
used, considerably less of each drug was re- 
quired to tranquilize the patient, and no side 
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effects whatsoever were encountered in pa- 
tients taking the combination. Examples 0 
patients needing daily goo mgs. of chlor- 
promazine and 9 mgs. of reserpine, respec- 
tively, when on these drugs, but merely 250 
mgs. of chlorpromazine, together with 2.15 
mgs. of reserpine in combination were 0? 
served. Other examples were patients who 
needed daily 800 mgs. of chlorpromazine p 
6 mgs. of reserpine, respectively, bu 
merely 375 mgs. of chlorpromazine, in ad 1 
tion to 375 mgs. of reserpine when on t » 
combination. Similar relationships were 0?" 
served in other patients. ne 

It is felt that the chlorpromazine:reserp : 
combination issued in one capsule may 5 
sume considerable practical importance p 
the treatment of psychotic patients. ^ M 
easily applicable, effective, and because 0 5 
low amount of each individual drug, P? 
sibly free of side effects. 


HISTORICAL NOTE 


CENTENNIAL OF SAINT ELIZABETHS HOSPITAL 
WINFRED OVERHOLSER, M.D., Sc.D., L.H.D. 


A few days before she died in 1887, Doro- 
thea Lynde Dix remarked to a friend: "I 
think even lying on my bed I can still do 
something." It was an understatement. Al- 
though nearly three-quarters of a century 
have passed since Miss Dix's death, there is 
ample evidence that even from her grave she 
"can still do something." 

Since early this year, Saint Elizabeths 
Hospital, one of many that came into being 
as a result of Miss Dix's long crusade on 
behalf of the mentally ill, has been observ- 
ing its One Hundredth Anniversary. There 
are striking parallels between the history of 
Saint Elizabeths and the history of psychi- 
atry in America. In both there is ever-recur- 
ring evidence of the influence of that remark- 
able Bostonian, Dorothea Dix, who was 
neither hospital administrator nor psychia- 
trist, on the care and treatment of the men- 
tally ill not only in this country but through- 
out the civilized world. 

To many people of her day, particularly 
during the early years, Miss Dix’s practice 
of gathering facts at first hand about the 
plight of the mentally ill did not appear al- 
together proper. But if her methods were 
unsuited to a lady of her times, of one thing 
there can be no question: this eminently 
Proper Bostonian did get results! State 
Legislature after State Legislature was jolted 
by the grim reality of the facts that she pre- 
Sented and impelled to action by the logic 
and humanity of the solutions that she 
Proposed, 
ae Dix had one goal. That was to get 
5 x insane" out of the jails, almshouses and 
a Nu and into hospitals. To a woman 

iss Dix's courage and resourcefulness, it 
itis only natural, at least in retrospect, that 
© Congress of the United States should 
D» become one of her targets. She did, in 


take on’ Congress quite early in her 
Career, 


Nor was she at all modest in what she 


proposed—the setting aside of 5,000,000 
acres of public lands and use of the income 
from these lands for the care and treatment 
of the mentally ill of America. When this 
audacious proposal failed, Miss Dix promptly 
increased her demands to 10,000,000 acres, 
and for good measure added 2,225,000 acres 
for the use of the deaf, dumb and blind! 
After one of the most expert lobbying ef- 
forts in the history of the country, the plan 
was approved by large majorities in both 
Houses of Congress. 

Thus was the stage set for the establish- 
ment of “The Government Hospital for the 
Insane,” long since known as Saint Eliza- 
beths. The land bill was vetoed by President 
Franklin Pierce as an improperly paternal- 
istic move on the part of the Federal Govern- 
ment, but Miss Dix's work was not yet done. 
She next turned her attention to the estab- 
lishment of a Federal institution for the care 
of the insane of the Army and Navy of the 
United States—and as an afterthought—of 
the District of Columbia. The bill establish- 
ing Saint Elizabeths was signed by President 
Pierce on March 3, 1855. 

The fact that the basic legislation was not 
passed until 1855 is a commentary on the 
informality of the times, for by that time the 
hospital was already in operation, construc- 
tion having started in 1853. Of further his- 
torical interest is the fact that the original 
hospital building (now known as Center 
Building and still very much in operation) 
was a truly autochthonous structure, the clay 
for the bricks having been dug and baked 
on the hospital grounds. 

Characteristically, Miss Dix's interest in 
Saint Elizabeths Hospital did not end with 
the passage of the necessary appropriations 
and other legislation. Sfie picked out the site 
for the hospital, a high plateau overlooking 
the Anacostia River; she succeeded in pro- 
curing this site from the reluctant owner, 
Thomas Blagden, after other efforts had 
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failed; she chose and worked with the first 
superintendent, Dr. Charles H. Nichols; in 
short, it was through her efforts that Saint 
Elizabeths came into being. 

It was Dorothea Lynde Dix who laid 
down the basic philosophy that has guided 
the work of Saint Elizabeths Hospital 
through a full century of operation. For it 
was she who wrote the act which begins: 
"The title of the institution shall be The 
Government Hospital for the Insane, and its 
object shall be the most humane care and en- 
lightened curative treatment of the insane of 
the Army and Navy of the United States and 
of the District of Columbia.” 

Clearly it was the physical beauty of the 
site selected for the hospital, and not its his- 
tory, that had attracted Miss Dix, for the 
original title of the institution, while not out 
of keeping with the forthright if somewhat 
grim practice of the times, did not reflect the 
happy coincidence that the tract on which 
the hospital was built was itself known from 
early times as the Saint Elizabeth’s Tract, 
after Saint Elizabeth of Hungary, the patron 
saint of the sick and poor. 

Almost from the beginning, the Govern- 
ment Hospital for the Insane began to be 
known informally as Saint Elizabeth’s or 
Saint Elizabeths. This more beneficent title 
came into almost universal usage during the 
Civil War, when the hospital was devoted 
almost exclusively to the care of the wounded. 
The soldiers did not like to be referred to as 
inmates of an “insane asylum.” Finally, in 
1916, the name Saint Elizabeths was officially 
adopted, the grammatically necessary apos- 
trophe having disappeared altogether some- 
where along the way, a casualty either of 
carelessness or of mistaken notions as to its 
propriety. 

The rules governing admissions to Saint 
Elizabeths, as well as the name of the hospi- 
tal, have changed since the original act was 
written, but the objective of the institution 
as defined by Miss Dix has the same massive 
ring and authenticity today that it had when 
first enunciated a century ago. Nor is “the 
most humane care and enlightened curative 
treatment of the insane” applicable only to 
Saint Elizabeths ; it can hardly be improved 
upon as a credo for the whole field of psy- 
chiatry. 


HISTORICAL NOTE 
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The Centennial of Saint Elizabeths Hospi- 
tal is being observed in 1955 not merely as 
the anniversary of the Federal Government's 
first mental institution; it is a rededication 
to the work started more than one hundred 
years ago by Dorothea Dix. The Centennial 
occurs at a time when there is growing 
recognition that that work is far from fin- 
ished. Despite the great advances in our 
knowledge of mental illness and how to treat 
many mental and nervous disorders, our 
mental hospitals today, with few exceptions, 
are unequal either in personnel or facilities to 
the task imposed on them by an ever-increas- 
ing and ever-maturing population. 

Nor have all of the fears, superstitions 
and other misconceptions that prevailed in 
Miss Dix’s day been laid to rest or cor- 
rected. In an effort to break down some of 
these false notions about mental illness, a 
group of patients at Saint Elizabeths Hospi- 
tal created a historical play, Cry of Hu- 
manity, in connection with the hospital’s 
anniversary. The stage play has been seen 
by approximately 4,000 people of Washing- 
ton and vicinity and has been widely ac- 
claimed as a major step toward building 
better public understanding of the problems 
of the mentally ill. Portions of the play were 
also presented on a nation-wide television 
program and seen by an estimated 20,000,000 
persons. So far as is known, this was the 
first time mental patients had appeared in 4 
dramatic production on television without 
taboo-perpetuating masks. In each case, the 
patient, his parent, or guardian, and his at- 
tending physician gave consent to his appear- 
ance on the program. AE. 

Early in May, the Centennial Commission 
of Saint Elizabeths Hospital, an association 
formed with the aid of private contributions 
to assist the hospital in observance of its 
Centennial, and the Medical Society of Saint 
Elizabeths Hospital were co-sponsors 0. d 
two-day professional meeting at the hospita 
in which internationally-known psychiatrists 
from the United States and many other co 
tries of the non-Communist world took pete 
The Commission expects to publish the pr 
ceedings of this conference. 

One of the most unusual events that has 
occurred in connection with the Centenm 
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was the publication of an Anniversary Issue 
of Mental Hospitals (Volume VI—Num- 
ber 5). This truly remarkable document was 
prepared as if for publication in 1855, and 
bears that date, together with the reproduc- 
tion of an old drawing of the original build- 
ing at Saint Elizabeths on the cover. Its 
yarious articles and comments out of the past 
should be required reading for psychiatrists 
generally. It is good to be humbled occa- 
sionally; it is a humbling experience to let 
Doctor Kirkbride and other “contributors” 
to this Anniversary Issue remind us, as they 
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do so well, of how much was known about 
treating the mentally ill a century ago. 

The remaining major events of the Cen- 
tennial include a meeting at Saint Elizabeths 
of superintendents of other mental hospitals 
which Miss Dix was instrumental in found- 
ing or improving and the dedication of a new 
admission and treatment building at Saint 
Elizabeths, to be known as the Dorothea 
Lynde Dix Pavilion. 

In the words of a reporter in his review 
of Cry of Humanity in a national magazine, 
“Pioneer Dix would have been heartened.” 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: May I insert a strong protest at the 
misleading report on “Physiological Treat- 
ment” which appeared as part of the Review 
of Psychiatric Progress 1954 in this year’s 
January issue? 

The reader might not imagine from the 
bland pronouncement that “insulin coma 
therapy stands up well through the years” 
that your journal alone had published two 
papers in 1954 that questioned the value of 
the therapy (David, H. P., Vol. 110, p. 775; 
and Lifschutz, J. E., Vol. 111, p. 466). Still 
less would anyone realize that an extraordi- 
nary controversy went on for months in The 
Lancet, one of the world's leading medical 


journals, following my own critical review 
(“The Insulin Myth," Lancet 53 II 964). 
It seems to me quite a tour de force to 
achieve such omissions when the literature is 
scoured and space found for uncritical men- 
tion of the benefits of such hardy annuals 
as vitamin mixtures and tissue extracts, 
Far from insulin coma therapy “standing 
up well,” an increasing number of psychi- 
atrists, some very eminent, have come to 
doubt whether it has cured a single patient. 
Harotp Bourne, M. B. (Lond.), 
M.R.C.S., D. P. M., 
Fountain Hospital, 
Tooting Grove, 
London, England. 


COMMENT ON THE ABOVE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sır: Thank you for the opportunity of 
reading Dr. Bourne’s letter of February 25 
concerning insulin coma therapy. 

As you know, insulin coma therapy has 
been administered under my supervision for 
the past 13 years and during that time we 
have treated approximately 300 patients. We 
have also had the opportunity of running a 
small series of schizophrenics on insulin with 
carefully chosen controls, chosen patient for 
patient before commencing insulin treatment, 
and the total group continued under identical 
environment, diet, nursing, and professional 
care, etc. From this small series (approxi- 
mately 50), which however is much larger 
than Dr. Bourne’s 9 patients he reported in 
the Lancet article The Insulin Myth,” we 
felt there was a definite suggestion that in- 
sulin coma reduced the duration of the acute 
schizophrenic illness. These patients in our 
series were followed over a period of a mini- 
mum of 3 years but we did not publish this 
comparison as we felt the number in the 
series was not adequate for thorough statis- 
tical treatment. 

I continue to agree with the findings on the 
extensive series of the Temporary Commis- 
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sion on State Hospital Problems (1944) In- 
sulin Shock Therapy, New York, and I fail 
to find in the Lifschutz article adequate fol- 
low-up, the longest follow-up being only 6 
months, and apparently his controls were 
chosen after the conclusion of insulin com? 
on the treated group. David’s article is 4 
discussion in general of the various factors 
that he feels contribute to the difficulty of 
evaluation of insulin treatment, with no spe 
cial consideration of any one series of pa- 
tients. 

I do not suggest that it has been 1 
clusively established on a purely scientiae 
basis that insulin coma therapy 1$ of signi 
cant benefit in the treatment of schizophrenia 
for the simple reason that there are 50 mn 
factors involved in this assessment, but it 
the other hand I find it much more diffict 
to be convinced from the various afe 
have read condemning the therapy that ae 
lack of therapeutic value has been con P 
sively proven. I believe it is the Bac ie 
of opinion among a number of us who 15 
had a long experience clinically with the d 
of this treatment, that it is of benefit in 
least one respect, namely, that it pers 
length of time that the patient suffers 
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any one psychotic schizophrenic episode and Lorne D. Proctor, M. D., 

that it is superior to electroshock in that the Head of the Department of 

relapse rate of a schizophrenic group is much Neurology and Psychiatry, 

greater on electroshock alone as compared to Henry Ford Hospital, 

insulin coma therapy alone. Certainly we feel Detroit, Michigan. 
that insulin coma therapy improves the pos- Dr. Joseph Wortis.who wrote the Review 


sibility of early rapport, permitting the psy- of Physiological Treatment in the January 
chotherapy essential to any improvement in 1955 issue of the JOURNAL reported, “no 


mental illness. comment.” 
i 


FURNITURE OF THE MIND 


Let us then suppose the mind to be, as we say, white paper, void of all characters, 
without any ideas; how comes it to be furnished? Whence comes it by that vast store 
which the busy and boundless fancy of man has painted on it with an almost endless 
variety? Whence has it all the materials of reason and knowledge? To this I answer, in 
one word, from experience. In that all our knowledge js founded; and from that it 
ultimately derives itself. Our observation, employed either about external sensible objects, 
or about the internal operations of our minds, perceived and reflected on by ourselves, 
is that which supplies our understanding with all the materials of thinking, These two 
are the fountains of knowledge, from whence all the ideas we have, or can naturally 


have, do spring. 
—Joun Locke 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND ELEVENTH ANNUAL MEETING 
ATLANTIC CITY, 1955 


The 111th Annual Meeting of The Ameri- 
can Psychiatric Association was held in At- 
lantic City, May 9-13, 1955. The meeting 
was called to order by the President, Dr. 
Arthur P. Noyes, at 9:45 a.m., Monday, 
May 9. The invocation was given by Rabbi 
Joshua Shapiro of Atlantic City. Owing to 
an unforeseen important engagement, Gov- 
ernor Meyner who was scheduled to welcome 
the Association, was not present and ap- 
peared on the program on Tuesday morning. 
President Noyes introduced the councillors 
and officers who were seated on the stage 
and then introduced President-Elect, Dr. R. 
Finley Gayle, and called on the Medical 
Director, Dr. Daniel Blain, to give his re- 
port. Dr. Blain presented a résumé of his 
activities both in Washington and through- 
out the Nation and the work of the Central 
Office during the past year. Dr. Crawford 
Baganz, retiring Speaker of the Assembly, 
reported on the activities of the Assembly 
of District Branches during the past year. 
Dr. David Flicker reported for the Com- 
mittee on Arrangements, and then the Secre- 
tary gave a report of the membership sta- 
tistics. As of March 31, 1955, the total 
membership of the Association has increased 
to 8,149. Of these, there were 2,144 Fel- 
lows, 4,389 Members, 1,163 Associate Mem- 
bers, 262 Life Fellows, 32 Life Members, 
22 Honorary Fellows, 84 Corresponding 
Fellows, and 53 Inactive Members. This 
did not include, of course, the new appli- 
cants for membership. These were voted on 
during this meeting and will be given later on 
in this report. The Treasurer, Dr. Jack R. 
Ewalt, presented the treasurer's report, 
which appears in another section of these 
Proceedings. President Arthur P. Noyes 
then gave the presidential address, in which 
he emphasized the ever-widening scope of 
our field and the great need for introducing 
the broader concepts of the humanities into 
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the teaching of our profession. President- 
Elect, Dr. R. Finley Gayle, replied in a suit- 
able manner to the President's address, point- 
ing particularly to the thoughtfulness and 
broad vision of the message it contained. The 
Chairman of the Program Committee, Dr. 
David A. Young, gave the report on the 
program, pointing out a number of changes 
that had to be made and that could not be 
included in the published program. It was 
noted that this year the program appeared 
in two sections—one which contained the 
titles, authors, and discussants, and the other, 
of a larger format, consisted of compre- 
hensive abstracts of the papers and, as was 
found towards the end of the meeting, this 
was a very successful idea introduced by 
Mr. Robinson of the Central Office. The 
Secretary then read the memorial to deceased 
members and following this, the President 
adjourned the session at II: 30 a.m. 

At the next business session for members 
on May ro, the Secretary read an amend- 
ment to the By-Laws recommended by the 
Council and one which will be published in 
the Journa before it will be voted upon 
by mail ballot later this year. The Secretary 
then read the results of the mail ballots of 
last autumn, approving all five proposed 
amendments to the Constitution. These 
amendments were published in the JOURNAL 
and then were mailed to the membership for 
voting. The Honorable Robert B. Meyner, 
Governor of the State of New Jersey, g? 
then introduced by the President and 1 
dressed the members of the Association 
welcoming them to New Jersey and express” 
ing his deep interest in the field of men 
health and his firm determination to spat? 
no efforts in dealing with the problems a 
sented. The Secretary then presented Men 
cil’s recommendations for the establishment 
of seven new district branches and the a 
ceptance of four new affiliate societies. Thes 


- dations of the Council. 
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were as follows: (1) District Branches: 
Western Missouri, Eastern Missouri, Ar- 
kansas, Kansas, Westchester County, N. Y., 
Kentucky, and Oklahoma; (2) Affiliate 
Societies: Mid-Continent Psychiatric As- 
sociation, Delaware Psychiatric Society, 
Dutchess County, N. Y., Psychiatric Society, 
and the Florida Society of Neurology and 
Psychiatry. Upon motions duly made and 
seconded in the case of each one of these, 
the membership approved these recommen- 
In the absence of 
the Chairman of the Board of Tellers, 
Dr. Harvey Crandell, Dr. Robert S. Garber 
presented the report of the Board of 
Tellers for the election of officers. The 
total ballots mailed were 6,960; total ballots 
returned 4,374; invalid ballots 20. The of- 
ficers elected for 1955-1956 were as follows: 
Francis J. Braceland, President-Elect; Wil- 
liam Malamud, Secretary; Jack R. Ewalt, 
Treasurer; Incoming Councillors: Dr. Her- 
bert J. Gaskill, Dr. Harvey J. Tompkins, 
Dr. S. Bernard Wortis; Auditor: Dr. Titus 
Harris (This office was abolished by recent 
amendment to the Constitution.) 

There was a brief recess which was fol- 
lowed by the academic lecture, “The Bio- 
logical Roots of Psychiatry," by Dr. Ralph 
W. Gerard who was introduced by the 
President. 

_ At the next business session on the morn- 
ing of May 11, the Secretary read the re- 
Port of the actions taken by Council at its 
Meetings on October 30-31, 1954, and May 
78, 1955. These were approved by the 
membership, The Secretary then presented 
the recommendations of the Committee on 
Membership as approved by Council relative 
to the election of new members and changes 
of status of certain members, and these were 
duly approved by the membership—581 new 
members were elected at this meeting, which 
n brings up the total number to 8,730. 
eu John R. Rees, Director of the World 
“ederation for Mental Health, was then 
Mi duced by the Presideht and spoke on 
h e activities of that organization and his 
Ope that it would receive the backing of 
€ American Psychiatric Association and 
individual members. 
du ae annual President’s Banquet was held 
m € evening of May 11 and was very 
cessful. The attendance was 856, an all- 


its 
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time record for an annual banquet. The 
Hofheimer award for a research project in 
psychiatry was presented to Dr. Philip F. D. 
Seitz of Indianapolis, for his work on de- 
veloping new methods for studying the 
mature and causes of mental diseases. Two 
other research projects were cited for hon- 
orable mention—one by Dr. David Graham 
of St. Louis and the other by Drs. John 
Clausen and Melvin Kohn of NIMH. Cer- 
tificates of Commendation were then pre- 
sented by President Noyes to outgoing offi- 
cers, councillors, and committee chairmen. Dr. 
Gayle then presented the certificate to Dr. 
Noyes, and Dr. Appel presented the past- 
president’s badge to Dr. Noyes. Dr. Over- 
holser presented the Mental Hospital Institute 
Awards which were as follows: the achieve- 
ment award was presented to the Western 
State Hospital, Fort Supply, Oklahoma (Dr. 
Frank L. Adelman, Superintendent) ; honor- 
able mention went to Muscatatuck State 
School, Butlerville, Indiana (Mr. Alfred 
Sasser, Director); to Metropolitan State 
Hospital of California (Dr. Robert Wyers, 
Superintendent) ; and the Boston State Hos- 
pital, Massachusetts (Dr. Walter E. Barton, 
Superintendent). 

Dr. Noyes then announced a grant of 
$30,000 a year for three years from Smith, 
Kline and French Foundation for post- 
graduate training of psychiatrists. Dr. 
Braceland presented the first installment of 
a $10,000 grant from three members of the 
Association, for the purpose of furthering 
research in psychiatry. Dr. Curran pre- 
sented the Isaac Ray Award to Professor 
Henry Weihofen of the College of Law of 
the University of New Mexico. The address 
of the evening was given by Professor M. F. 
Ashley Montagu on “Man and Human 
Nature.” 

At the next business session on Friday 
morning, May 13, the Secretary reported 
the actions of the Council at its meeting on 
the preceding day. On motion duly made 
and seconded, the membership accepted the 
report of the Secretary and approved the 
actions of the Councile The Secretary re- 
ported that the total registration at the 
annual meeting was 4,085, of which 2,046 
were members, both representing all-time 
records for attendance. Dr. Smeltz reported 
for the Committee on Resolutions. His re- 
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port was approved by the membership and 
appears in another section of this report. 
The retiring President, Arthur P. Noyes, 
then presented the incoming President, Dr. 
R. Finley Gayle, Jr., of Richmond, who 
expressed his appreciation of the honor con- 
ferred upon him and briefly outlined his 
program for the coming year. The Annual 
Meeting of the Association adjourned at 
5:00 p.m., Friday, May 13. 


RESOLUTIONS 


The following Resolutions were offered 
by Doctor George W. Smeltz, Chairman of 
the Committee on Resolutions : 


1. Resolved, That the President, Members, and 
Fellows of The American Psychiatric Association 
express their appreciation to his Excellency Robert 
B. Meyner, Governor of the State of New Jersey, 
for his cordial welcome to our Association convened 
in Atlantic City for its 111th Annual Meeting, and 
for his sympathetic grasp of the needs for research, 
Des adequate treatment and care for the mentally 
ill. 

2. Resolved, That the Association does hereby 
record its very real gratitude to its beloved Presi- 
dent, Arthur P. Noyes, for the wise and far-seeing 
leadership with which he has guided the membership 
and the affairs of the Association during the past 
year, and especially for his untiring and fruitful 
efforts to interpret to the membership and to the 
country at large, the Association's program and 
policies. 

3. Resolved, That the Association expresses its 
thankfulness to the officers, Members of Council, 
and to Section and Committee Chairmen and Secre- 
taries for the devotion with which they have pur- 
sued their duties, making possible the successful 
functioning of the Association throughout the year 
and during the 111th Annual Meeting. 

4. Resolved, That the Association acknowledges 
its debt of gratitude to Dr. Daniel Blain and to 
Mr. Austin Davies for their never-failing services 
on our behalf, and to their generally unseen staffs, 
whose labors ensure the smooth carrying-on of the 
Association's business. 

5. Resolved, That the Association is ever con- 
scious of its indebtedness to Doctor Clarence Far- 
rar for his long years of fruitful work as Editor of 
the American Journal of Psychiatry and for his 
never-ending efforts to maintain the high standards 
of the profession of Psychiatry. 

6. Resolved, That the Association hereby openly 
expresses its appreciation to the members of the 
working press, who over the year and especially at 
the annual meeting have so fairly interpreted the 
aims, endeavors, and accomplishments of our pro- 
fession to the American people and to the world. 

7. Resolved, That the Association renders its 
thanks to the Committee on Arrangements, and to 
its Chairman, Dr. David J. Flicker, for the hos- 
pitality we have enjoyed during our stay in this 
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city, a hospitality which has made our meeting 
pleasant and productive. 

8. Resolved, That the Association hereby conveys 
to Dr. Evelyn Ivy, Chairman, and Mrs. Kenneth 
B. Walton, Co-Chairman of the Ladies' Committee, 
and to the other ladies of that Committee, its en- 
thusiastic appreciation for the many time-consuming 
activities in which they have engaged to make our 
stay a memorable one. We also wish to make 
known our thanks to the Atlantic City Convention 
Bureau for their aid in facilitating the arrangements 
of this Committee, 

9. Resolved, That the Association hereby records 
the debt of appreciation it owes Mr. Harold E. 
Baggs and Mr. Walter Hoag of the Traymore 
Hotel and Miss Ada Taylor of the Claridge Hotel 
for their success in watching over our creature 
comforts and in facilitating the meetings of Council, 
Assembly, and Committees, and to Mr. Al Skean, 
of the Atlantic City Convention Bureau, whose in- 
terest and work in connection with the Association 
was so helpful. Special thanks are also due to the 
Gray Audograph Corporation, whose kindness and 
efficiency made possible the recording of the meet- 
ings. 

10. Resolved, That the heartfelt appreciation of 
the Association be again extended to the Committee 
on Program and to its Chairman, Dr. David Young, 
for the informative and challenging program which 
we enjoyed, and for the excellent organization of 
that program. 

11. Resolved, That the warm gratitude of the As- 
sociation also go to the Budget Committee, under 
the chairmanship of Dr. Robert Felix, whose un 
sung and often unappreciated efforts are here all 
too briefly acknowledged. " 

12. Resolved, That the Association likewise ex 
presses its sincere appreciation to the Committee 
on Public Information and to its Chairman, Dr. 
Wilfred Bloomberg, and also to Mr. Robert L. 
Robinson for their successful efforts to devra 
better public understanding of Psychiatry and the 
problems which it encounters and seeks to overcome. 

13. Resolved, That the gratitude of the Associa- 
tion be expressed to Dr. Winfred Overholser, 
Chairman, and the members of his Special Com- 
mittee for their laborious and time-consuming 5 
in successfully securing a permanent home for 
Association in Washington, D. C. 1d 

14. Be it resolved, That the Association reco 
its great debt of gratitude to Dr. William i 
Terhune and those of his Special Committee 95 
their arduous, exacting and somewhat E (ting 
task of successfully raising funds for the bui 
campaign. s 

15. Resolved, That the Association expresses Pe 
sincere appreciatiort to the Atlantic County. $ 
ciation for Mental Health for so ably sponsorimé ‘As 
Joint Meeting with The American Psychiatri aj 
sociation on Monday evening, May 9% espec*. 
to Mrs. Russel Austin, President of the of its 
tion, and Mrs. Josiah White, 4th, Chait ex- 
Education Committee. Appreciation 15 Stet 
pressed to Drs. Jack R. Ewalt, Richard J. P! re 50 
and Maurice Linden, whose addresses wel 
timely and appropriate to the occasion. — 
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LIST OF DECEASED MEMBERS AS READ AT THE 1955 


ANNUAL MEETING 


Florence L. Meredith, Watertown, Mass. 
Sondra F. Bakal, New York, N. Y. . 
Fredrich Joseph DeNatale, Poughkeepsie, N. 
Gertrude Werner, New York, N. Y. . 
Willis E. Merriman, Utica, N. Y. 
M. W. Ireland, Washington, D. C. 
Edson H. Steele, Los Angeles, Calif, 
Henry G. Smith, Cedar Grove, N. J. 
Charles Arkebauer, Little Rock, Ark. 
Richard Binion, Milledgeville, Ga. .. 
Thomas E. Bamford, Syracuse, N. Y. 
Max Witte, Independence, Iowa . 
Elizabeth Lehmer, Vinita, Okla. .. 
Raymond E. Doyle, Jefferson Barracks, Mo. 
William D. Partlow, Tuscaloosa, Ala. 
Miguel O. de Almeida, Rio de Janeiro, Brazil 
Frederick F. DuPree, Knoxville, Tenn. . 
Russell S. Wharton, Lima, Ohio .... 
Milton K. Meyers, Philadelphia, Pa. 
Julius Hauser, Buffalo, N. .... 
Ada B. Morris, Cambridge, Mass. 
Alfred B. Branon, Baltimore, Md. 
Edwin C. McGowan, Long Beach, i Died Mar. 
William V. Fittipoldi, Philadelphia, Pa. 
Erving Holley, East Hampton, Conn. ... Died Mar. 
David Kirschenbaum, Woodside, L.I., N. Y. 
Charles I. Lambert, New York, N. Y. .. 
James L. Spivey, Wichita Falls, Texas 
Ambrose T. Kibzey, Pontiac, Mich. .. 
Richard D. Lowenberg, Bakersfield, Cali: 
Samuel N. Clark, Jacksonville, Ill. ..... 
James G. McKay, New Westminster, B.C., Can. 
Ralph P. Townsend, Michigan City, Ind. 
Sidney D. Klow, Memphis, Tenn. .... 
Clarence P. Oberndorf, New York, N. Y. 
Roy C. Young, Covington, La. ... 
G. Kirby Collier, Rochester, N. Y. 
Ralph M. Fellows, Milwaukee, Wisc. 
Fred J. Conzelmann, Stockton, Calif. . 
F. Ross Haviland, Syracuse, N. Y. . 
George Fenyes, Chicago, Illinois ... 
Arthur G. Lane, St. Petersburg, Fla. 
Theodore P. Wolfe, Taos, N. M. 
E. Stanley Anderson, Lima, O.. 
Ernest E. Hadley, Washington, D. C. 
Ernest A. Campbell, Vancouver, B. C., Can 
Ilya M. Scheinker, New York, N. Y... 
Margaret V. Beyers, Sykesville, Md.. 
Charles A. McKendree, New York, N. 
Maurice E. Hermann, Coral Gables, Fla. 
Louis H. Twyeffort, Bryn Mawr, Pa.. 
Florence O. Austin, Talmadge, Calif... 
George W. Brown, Williamsburg, Va. 
Riley H. Guthrie, Bethesda, Md... 
Sydney G. Biddle, Philadelphia, 
William L. Nelson, St. Louis, Mo. 
Thomas W. Hagerty, Stockton, Cali 
Herbert W. Hyatt, Boise, Ida.... 
Abraham A. Low, Chicago, Ill... 
Elinor M. Langton, Philadelphia, Pa. 
Robert J. Phifer, Woodville, Pa..... 


Died April 


16, 
23, 
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John P. Howser, Las Vegas, N. M..... Died Dec. 14, 1954 
Morris Balla, South Bend, Ind... ...Died Dec. 18, 1954 
Theodore G. Branfman, New York Ci .Died Dec. 26, 1954 
Lowell S. Selling, Orlando, Fla. .Died Jan. 18, 1955 
David S. Evans, Parks, A.F.B., Calif. ...Died Jan. 22, 1955 
Orin R. Yost, Ormond Beach, Fla.. ...Died Jan. 23, 1955 
Robert W. Robb, Larned, Kans.. ...Died Jan. 29, 1955 
Arthur V. Gorton, Norwalk, Calif.. ...Died Feb. 7, 1955 
William H. Dunn, New York, N. Y.. ...Died Feb. 12, 1955 
Paul Vervaeck, Brussels, Belgium... ...Died Feb. 13, 1955 
Neville E. Stewart, Lakewood, Colo. ...Died Feb. 15, 1955 
Charles Harry Creed, Athens, O .Died Feb. 24, 1955 
Adolf Zeckel, New York City. .Died Mar. 17, 1955 
E. Russell Jacka, Wichita, Kans.. ...Died Mar. 28, 1955 
Israel Straus, New York City... ...Died April 4, 1955 
Seymour S. Pardell, New York City......... . no date 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 
COMMITTEE MAY 1954 TO MAY 1955 


In this report, an attempt is made to give a sum- 
mary of the principle actions of the Executive Com- 
mittee and the Council at the meetings throughout 
the year. Many routine matters are not reported 
here, such as referrals to committees which were 
acted upon later. Copies of the full minutes of these 
meetings were sent to each District Branch and 
Affiliate Society where they can be obtained by 
members of those organizations, and copies are 
also available in the central office in Washington. 

Executive Committee Meetings, June 13 and 
September 25, 1954.—Directed the Treasurer to 
pay up to $3,800 a month through November 1, 
1954, for the expenses of the C.LB. Appropriated 
up to $1,500 for the Central Office to employ an 
expert and clerical help in connection with the 
program concerning psychology-psychiatry relation- 
ships. This expert has conferred at length with 
Dr, Huston, with the APA legal office, and with 
APA members in New York, and has organized 
and analyzed a large file of material and has pre- 
pared reports for the Committee on Clinical Psy- 
chology. Directed the employment of a person to 
work in the Medical Director’s office, spending half 
his time to assist the APA Secretary. Increased 
the Mental Hospital budget by $1,000 to allow for 
hiring temporary help throughout the year, it being 
understood that the additional sum would derive 
from MHS revenues. Invited the Speaker of the 
Assembly to attend all Executive Committee meet- 
ings, his expenses to be paid from the Council con- 
tingency fund. Approved the expenditure of $5,000 
as a deposit on the Central Office Building. Ap- 
proved reimbursing Mr. Austin Davies for expenses 
incurred on his trip to California to assist in the 
organization of the West Coast divisional meeting. 
1 8 0 that Dr. Douglass Orr be reimbursed for 
is expenses in connection with the West Coast divi- 
43155 meetings, this action to establish no prece- 

ent, Granted the Medical Director sick leave with 
n Pay until January r, 1955, and appointed Dr. 
NY Tompkins as Acting Medical Director for 
55 t time without salary compensation, both actions 

coming effective September 1, 1954. Approved 

7 additional expenses for the Committee on 

anes to come from funds appropriated for com- 
D ee work. Approved payment of the expenses of 
i David J. Flicker at the joint APA-AMA meet- 
01 with the chairmen of AMA State Committees 
y Mental Health, as a substitute for Dr. Barton. 
Sean $342.15 from Council contingency 
ane or additional expenses of the Program Com- 
10 m to allow a committee man from California 
the ee the fall meetings. Raised the salary of 
Aue d Consultant from $5,400 to $5,700 a year 

E eptember first. Directed that the 1955 Annual 
i program be printed in two parts: one to 
withont s the program as presently prepared but 
distin short abstracts, this part for general 
similar 10 the other part to consist of abstracts 

O those now prepared for the press, this 


part to be sold at the meeting for a low price; this 
method of programming to be tried for one year and 
then reconsidered. Decided that papers presented at 
divisional meetings are of a value equal to those 
presented at annual meetings and that therefore the 
same paper should not be given at both meetings, 
and advised that equal consideration be given such 
papers for publication in the JougNAr. Heard the 
Treasurer report that there will be a budgetary 
deficit at the end of the fiscal year. Ways of insti- 
tuting economies were discussed and are to be the 
subject of further study and implementation by the 
Council. Decided that the $2,500 authorized by 
Council for the option on the Central Office build- 
ing should be considered an advance to be returned 
to the Treasury from the Building Fund when the 
purpose of the Fund is accomplished. Asked Dr. 
Ewalt to prepare for the Journat a brief financial 
report pointing out that expenditures are heavy 
this year, but that a good proportion will be reim- 
bursed and that the only real deficit comes from the 
C.I.B., the work of which is essential. Directed the 
formation of an 4d Hoc Committee from. Council 
or ex-officio members of Council who will consider 
with members appointed by the Speaker of the 
Assembly, the manner of appointing the Nominat- 
ing Committee and the manner of choosing slates 
of candidates for office, this committee to report to 
the President. Instructed the Medical Director to 
continue his present plans for various surveys ac- 
cording to his judgment. Directed the formation 
of a committee on ways and means of financing the 
C.I.B. Approved a report of the Building Fund 
Committee which implemented various powers al- 
ready granted to it by Council, including an outline 
of the early stages of the program, various expendi- 
tures from its budget, and authorization of the hir- 
ing of one person and emergency help to conduct 
the campaign. Heard that funds were not available 
to make the communications study by the National 
Opinion Research Center, but that it would begin 
whenever funds could be secured. Approved a state- 
ment which Dr. Blain, with the advice of the Com- 
mittee on Legal Aspects, sent to Senator Hendrick- 
son, opposing the creation of a National Institute 
of Juvenile Delinquency. Following a request that 
the announcement of a journal be carried without 
charges in the Mail Pouch, decided that an excep- 
tion ought not to be made in this case. Heard that 
a Canadian physician who had been on the rolls of 
a district branch without being a member of the 
APA was no longer a member of that district 
branch. Heard that the case of the member who 
had advertised in a foreign-language paper had been 
satisfactorily closed with the withdrawal of the ad- 
vertisement. Received with great interest Dr. Ap- 
pel's report of a meeting among Drs. Noyes, Appel, 
and Theodore Robie. Referred to the i Medical 
Director and the Mental Hospital Service Con- 
sultants the whole matter of an available committee 
of mental hospital experts. Reaffirmed Council's 
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action in withdrawing from the National Health 
Council. Heard that local responsibility has been 
assumed for seeing that psychiatric help will be 
available to patients even in vacation time for those 
who need it. Approved the printing of Standards 
for Psychiatric Hospitals and Clinics, parts 1-3. 
Decided not to discontinue the Saturday evening 
meetings of coordinating committees at the fall 
meetings. Agreed that pharmaceutical houses should 
not sponsor cocktail parties at the Annual Meet- 
ing; that the Wednesday night banquet is the 
President's dinner and should be arranged entirely 
according to his judgment; and that the attention of 
the Program Committee should be called to the 
custom of holding one night open at the Annual 
Meeting for meetings of the national organizations 
which traditionally meet at the same time and place 
as the APA. Accepted a proposal to send through 
the Mail Pouch an advertising brochure on a drug. 
Decided that in general speeches by APA members 
should be matters of individual responsibility and 
that it would be poor policy for all public utterances 
to bear the Association's stamp of approval. (This 
position was taken upon request of a member who 
was reluctant to permit the use of his status as an 
APA committee chairman in publicizing a speech.) 
Reaffirmed the policy set by Council under which 
the present proportionate shares of the cost of pub- 
lishing illustrated papers are borne by authors and 
the Journat, and sustained the Editor's stand in a 
particular case, 

Council Meeting, October 30-31, 1954.—Approved 
the foregoing actions of the Executive Committee. 
Directed that the usual contribution to the National 
Society for Medical Research be made this year. 
Agreed that the major responsibility for financing 
and organizing Divisional Meetings of the Asso- 
ciation lies with the local groups who hold the meet- 
ings, and that although the Central Office may as- 
sist in organizing the first such meeting in each 
area, it should not become involved in assisting any 
network of such meetings. Heard reports from 
officers and most of the Association's committees. 
Established an 4d Hoc Committee to Review the 
Increasing Responsibilities of the Association. Pre- 
sented Dr. Howard Potter with an inscribed silver 
cigarette case. Authorized the Medical Director to 
seek foundation support for the employment of ad- 
ditional expert consultants and personnel to assist 
in the consultation work in connection with state 
surveys. Selected Dr. Lauren Smith to fill the 
vacancy on the Editorial Board of the JOURNAL. 
Endorsed the program of the National Citizens 
Committee for Educational Television. Authorized 
payment of the expenses of the Central Inspection 
Board up to $3,800 a month until March 31, 1955, 
when the new budget came into effect. Asked a 
committee to explore, with the Joint Commission on 
Accreditation of Hospitals, plans for financing the 
work of the C.LB., and appropriated $25,000 per 
annum for this work, provided the other members 
of the Joint Commission on Accreditation of Hos- 
pitals assume the rest of these expenses. Estab- 
lished a liaison relationship with the American Hos- 
pital Association, asking that consideration be given 
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to a joint sponsorship of a research study of the 
design and function of existing psychiatric units in 
general hospitals. Approved the substance of the 
“Report and Recommendations on Relations with 
Clinical Psychology," prepared by the Committee on 
Relations with Psychology, and asked this com- 
mittee to reply as they suggested to an inquiry on 
the recognition of specialists in other fields which 
had been received from the Secretary of the AMA 
Council on Medical Education and Hospitals. Ap- 
propriated $11,720 for the use of the Committee on 
Relations with Psychology for the period November 
I, 1954, to November 1, 1955. Took steps to ini- 
tiate the development of the present Joint Commis- 
sion on Mental Illness and Health, and accepted 
an offer of $5,000 from the Field Foundation to 
make possible several preparatory meetings. Ap- 
proved tbe holding of a second conference of as- 
sociations interested in mental health, one-third of 
the expenses of this meeting outside of travel to be 
borne by the APA. Approved for recommendation 
to the membership several applications for District 
Branch and Affiliate Society status. Accepted a 
report on Blue Shield and Blue Cross plans pre- 
sented by the 4d Hoc Committee on Economic 
Aspects of Psychiatry, and adopted a resolution 
protesting discrimination against patients with 
nervous, mental, or emotional disorders. Estab- 
lished a Standing Committee on Private Practice. 
Accepted the budget prepared by the Committee on 
Budget. Authorized the Medical Director to en- 
deavor to secure foundation support for the con- 
tinuance of the Architecture Study Project. Di- 
rected that the Freud Centenary Committee of the 
American Psychoanalytic Association be allowed 
space for its exhibit at the 1956 Annual Meeting of 
the APA. Approved publication of the Outline of a 
Proposed Curriculum for Undergraduate Teaching 
in Psychiatry, prepared by the Committee on Med- 
ical Education. Approved publication of a revise 
edition of the descriptive directory of psychiatrie 
residency training programs. Approved a joint reso- 
lution of the Committee on Relations with Psy- 
chology of The American Psychiatric Association 
and the Committee on Relations with Psychiatry ¢ 
the American Psychological Association, wil 
sought to establish a moratorium on all legislative 
actions which would modify the relations pe 
the two professions except as mutually agreed we 
by the two assocations, and invited the Aera 
Psychological Association to enter into such 10 
agreement. Authorized the Program Comm Ra 
present a television program as one of the 35 d 
events at the Annual Meeting. Authorized $e s 
expenditures of the Ad Hoc Committee to Neg 
tiate for the Permanent Home. Established an éd 
Hoc Committee to study the proposal for the F 
tablishment of a Psychiatric Research Fund w 
APA participation. 

Executive Committee Meetings, December 7 jh 
1954, January 9, February 20, 1955.—Authorie c 
Medical Director to spend up to $1,000 for p lica- 
sional assistance in processing this years ben 
tions for Membership and Fellowship. Aet 
the expenditure of a sum up to $1,000 for re-o! 
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izing the records of the Mental Hospital Service. 
Authorized the expenditure of a sum up to $300 for 
the expenses of the Committee to Review the In- 
creasing Responsibilities of the Association. Em- 
powered the Committee to Negotiate for a Perma- 
nent Home to acquire for the Association the prop- 
erty at 1704 18th Street, N.W., Washington, D. Gi 
ata cost not to exceed a net total of $110,000 and 
empowered them to arrange the terms of payment, 
with the Medical Director participating in the nego- 
tiations. Authorized the Committee on Relations 
with Psychology to send out from time to time re- 
ports to the membership on current progress, 
through the Mail Pouch, Newsletter, etc. Decided 
to hold the 1955 Fall Council-Committee Meetings 
at the Woodner Hotel in Washington, D. C, on 
November 3-6, 1955. Authorized the Medical Di- 
rector, the Executive Assistant, and the Public In- 
formation Officer to sign contracts for the sale of 
books and services. Directed that in the present 
state of stringency of funds, the co-ordinating com- 
mittees be limited to the amounts assigned them in 
the budget, with the chairmen of the co-ordinating 
committees being allowed latitude enough in decid- 
ing how these funds shall be expended. Granted 
permission for Current Medical Digest to reprint 
an excerpt from The Psychiatrist, His Training and 
Development, provided the editors of the book ap- 
prove the request. (Such approval was subsequently 
given by the editors.) Directed that the APA not 
participate in the functions of the International Sci- 
ence Foundation at this time. Instructed the Medical 
Director, in co-operation with the Chairman of the 
Committee on Research, to make arrangements with 
the Ciba Company for subsidization of the proceed- 
ings of Regional Research Conferences, and later 
heard that arrangements had been completed, and 
publication would begin. Approved a report of the 
Chairman of the Co-ordinating Committee on Tech- 
nical Aspects that it would be unwise to establish for- 
mal relationships with any music therapy groups, and 
that the Committees on Therapy and Research could 
keep in touch informally with any therapy groups 
md desire such contact. Established a liaison re- 
ationship with the American Academy of Pediatrics. 
Approved in principle the sponsoring by the Asso- 
1 of properly supervised and properly con- 
Ad ed television and radio programs, and directed 
m empowered the Medical Director and the Com- 
i tee on Public Information to negotiate with suit- 
able Producers or firms, and authorized them to 
5 into contractual relations for the production 
mein sion or radio programs. Approved a state- 
E nt by the Committee on Relations with Psychol- 
ae the following five points necessary 
ae Satisfactory bill for the ceftification of psychol- 
esi s: (1) The purpose of a certification bill is to 
17 91 by issuance of certificates to qualified 
Pe who shall have the right to use certam 
2 Ssional titles, such as “certified psychologist,” 
ate eee (2) The law need not differenti- 
ad specialties of psychology. (3) The examining 
Es ns be composed of psychologists. (4) The 
of uld not include a definition of the practice 
Psychology. Such a definition is necessary in a 
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licensure bill. It is not necessary to a certification 
bill, and its presence may make such a certification 
bill equivalent to licensure. (5) The law should in- 
clude a clause such as: “Nothing in this act shall 
be construed to give the right to engage in the 
practice of medicing, or any of the other healing 
arts, as these are defined in the laws of this State.” 

Directed that certain publications of the Ameri- 
can Psychological Association be distributed through 
the Mail Pouch for the information of APA mem- 
bers, with a covering statement to be formulated 
by the Committee on Relations with Psychology. 
Favored holding a conference of specialty groups 
to consider the matter of certification of subspecialty 
groups, and directed that this position be trans- 
mitted to the Secretary of the American Board of 
Psychiatry and Neurology in answer to his inquiry 
as to the attitude of the APA on such certification. 
Authorized the Chairman of the Program Com- 
mittee and the Medical Director to complete ar- 
rangements for a closed-circuit television program 
at the Annual Meeting. Directed that certification 
by the Committee on Certification of Mental Hospi- 
tal Administrators be indicated in the Membership 
Directory by a special symbol. Directed the Execu- 
tive Assistant to proceed for the present with the 
membership directory as he proposes. Certified the 
procedure for dropping members who have not paid 
their dues for three successive years, Authorized 
the Medical Director to accept advertising matter 
for distribution in the Mail Pouch at his discretion. 
Approved four recommendations offered by the Ad 
Hoc Committee on Financing the C.I.B., following 
a meeting with the Joint Commission on Accredita- 
tion of Hospitals, as follows: (1) That the APA 
continue with its detailed consultation surveys until 
all the state and private hospitals have been com- 
pleted, and try to work out arrangements for in- 
specting the Veterans Administration hospitals ; 
(2) That 100% of the cost of these surveys be 
charged, although not retroactively where a con- 
tract is in effect; (3) That Dr. Chambers (for the 
APA) and Dr. Anderson (for the Jt. Commission) 
jointly execute a C.LB. inspection of a mental 
hospital and a Jt. Commission inspection of a general 
hospital and report back to their respective bodies ; 
(4)That the Ad Hoc Committee then meet again 
with the Jt. Commission and bring back recom- 
mendations as to the fruitfulness of working with 
the Joint Commission of Accreditation of Hospitals 
for the succeeding follow-up and maintenance in- 
spections. ih 

Directed that all APA participation in the Second 
International Congress for Psychiatry be carried on 
without additional expense to the Association. In- 
creased the revolving fund for “Publications” to 
$10,000, so that large orders for certain publications 
might be filled. Rescinded the action by which 
Council had established the system of volunteer 
nonvoting affiliate membership on committees. Au- 
thorized the President to appoint consultants to 
assist the Medical Director in the State Survey 
program, without expense to the Association, By 
mail vote of Council, named Chicago, Illinois, as the 
place for holding the 1956 Annual Meeting, April 
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30-May 4. Heard from the Acting Medical Director 
that the following grants had been received from 
Foundations: $18,000 from the Lasker Foundation 
for the employment of personnel for the state sur- 
veys; $5,000 from the Field Foundation for pre- 
liminary work in connection with a nation-wide 
survey of mental illness; $8,000 from various foun- 
dations for a public-relations conference project. 
Suggested the name of Dr. Noyes as the subject for 
a series of magazine articles on the work of a repre- 
sentative psychiatrist. Decided that a certain portion 
of the Annual Meeting time should not be exempted 
from the administration of the Program Committee, 
and that it seems best to leave the Committee's 
powers undiminished by special exceptions. Di- 
rected that the budgetary sources for the expenses 
of official representatives of the APA to meetings 
of other organizations should be specifically decided 
at the time such representation is authorized, and 
felt that when appointments are made between meet- 
ings of the Executive Committee, the President shall 
decide the budgetary source by correspondence with 
other members of the Executive Committee. Re- 
ceive a request from the Committee on Medical 
Education concerning the extent of APA represen- 
tation on the American Board of Psychiatry and 
Neurology; (One of the members of the Execu- 
tive Committee offered to speak to the members of 
the Board as an individual.) Decided that no con- 
flict existed with National Health Week warrant- 
ing a change in the dates of the 1955 Annual Meet- 
ing. Was informed of the donation of a book to the 
Building Fund by Dr. John Bostock, APA Cor- 
responding Fellow of Brisbane, Australia. Gave 
Dr. Dale C. Cameron official status as APA repre- 
sentative at a joint meeting in January of the APA 
Committee on Industrial Psychiatry, the AMA 
Council on Industrial Health, the Board of Directors 
of the Industrial Medical Association, and the 
Academy of General Practice, at no additional ap- 
propriated expense to the Association. Asked Dr. 
Bloomberg to write the Editor of Colliers Maga- 
sine, pointing out that the Committee on Public In- 
formation stands ready to advise on articles involv- 
ing psychiatry, and agreed that an article in the 
Newsletter should call attention to the services 
made available to APA members by the Committee. 
Heard the Acting Medical Director report that a 
meeting of the 4d Hoc Committee on Financing 
the C.I.B. with the AMA Council on Mental Health 
had been exploratory and had not resulted in any 
specific recommendations. Directed that the Com- 
mittee on Certification of Mental Hospital Admin- 
istrators not be incorporated. Approved a tentative 
program and statement of policy for the 1955 Coun- 
cil-Committee Meetings. Decided not to pursue a 
Proposal that arrangements be made for the AMA 
Council on Pharmacy and Chemistry to create a 
special division to study drugs used in psychiatry. 
Referred to Dr. Appel for his files a letter from Dr. 
John Ernst on the importance of psychoanalysis in 
any national survey of mental illness and health. 
Appointed Dr. Leo Bartemeier the official APA 
delegate to the unveiling of a memorial to Freud 
in Vienna in February, at no cost to the APA. Con- 
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sidered current legislation in the Congress and its 
implications for psychiatry, at a special meeting 
on February 19. (Various guests explained the ad- 
ministration's legislative proposals, but since the 
meeting was for information and discussion only, 
no actions were taken.) Was informed that, as a 
result of a letter sent by Dr. Noyes to the President 
of the AMA, it seems that the APA will be able 
to secure legal assistance from the AMA and that 
the AMA Council on Mental Health is willing to 
consider again certain aspects of the question of cer- 
tification of clinical psychologists in the light of 
recent developments, Decided to suggest that an 
article on the organization and aims of the World 
Federation of Mental Health be carried in the 
Newsletter, in lieu of distributing certain WFMH 
material in the Mail Pouch. By mail vote, author- 
ized the President to appoint representatives to the 
Royal Medico-Psychological Association meeting 
in Dublin and the International Congress of Crim- 
inology meeting in London this summer and fall. 
Established an Ad Hoc Committee of four, includ- 
ing the Medical Director and the Executive As- 
sistant, to study the entire matter of the Member- 
ship Directory. 

Council meetings, May 7, 8, and 12, 1955.—Ap- 
proved the foregoing actions of the Executive Com- 
mittee. Heard reports from officers and most o! 
the committees of the Association. Expressed 
pleasure at the return of Dr. Daniel Blain to his 
office, and thanked Dr. Harvey Tompkins for his 
labors as Acting Medical Director. Accepted with 
thanks the offer of the Smith, Kline and French 
Foundation of $30,000 2 year for three years to 
establish a post-graduate fellowship training pro- 
gram in psychiatry, and established a board to ad- 
minister this grant. Accepted the offer of $10,000 
from three members of the Association to establish 
a memorial, the Executive Committee to work out 
satisfactory details. Directed that Annual Meetings 
be scheduled for the last full week in April, begin- 
ning with the earliest possible year. Approved 3 
statement distinguishing among “area,” “division 
and “regional” as applied to various kinds of 11 
ripheral meetings of the Association. Approved 9 
recommendation to the membership several app 151 
tions for District Branch and Affiliate Society, 1 
Ratified the action of the Treasurer in taking Of 
various forms of insurance on the new Central 
fice Building. Took appropriate action on od ee 
matters of ethics. Approved with certain m 1 


tions the recommendations of the Membership Com- 
lasses 0 


mbership 
which 


the Annual Meeting of their election. aua 
Drs. Young, Duval, and Bloomberg for b 
on their committees over the past years. INS 


proved the actions of the Executive Cont e 
connection with the production of a series 5 
vision programs, and approved the recomta aling 
of the Committee on Public Information 3 E 
with this matter. Nominated Dr. David A 
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Jr. for reappointment to the American Board of 
Psychiatry and Neurology. Heard that the property 
at 1794 18th Street, N.W., Washington, D. C., had 
been bought at a final price of $105,000. Established 
a Standing Committee on the Central Home, with 
authority also to carry on alterations and develop- 
ment of the newly acquired home in Washington. 
Directed that the Chief Inspector of the C.I.B. shall 
be à member of the Ad. Hoc Committee on Financ- 
ing the C.I.B., and decided that overhead shall be 
included in the charges made for inspecting and 
rating. Endorsed the Banks-MacDermott Plan for 
permanent life insurance, designed and underwritten 
by the Jefferson Standard Life Insurance Company 
of Greensboro, N. C. Agreed to participation of 
APA Fellows and officers in the administration of 
the Psychiatric Research Fund as provided by the 
regulations of that Fund. Accepted the report of the 
4d Hoc Committee on Non-Medical Specialists, 
which recommended the holding of a conference of 
branches of medicine concerned with non-medical 
specialties for the purpose of formulating a more 
comprehensive statement upon the recognition of 
other specialists and the need for collaborative ac- 
tion, Directed that there shall be Canadian repre- 
sentation on the Central Inspection Board and the 
Board of Consultants of the Mental Hospital 
Service, and that the President shall request from 
the Canadian Psychiatric Association the submission 
of two or three names for each such position. Named 
Dr. Raymond Waggoner as APA delegate to the 
University of Michigan's 8th Conference on Aging. 
Adopted a revised budget for the Mental Hospital 
Service, directed that if funds can be found for this 
Purpose, a Deputy Medical Director may be em- 
Ployed at any time. Approved two small increases 
in salary for C. I. B. personnel. Took no action upon 


lump sum prepayment of lifetime membership dues. 
Directed that the office of the Nursing Consultant 
be discontinued after October 31, 1955. Approved 
several changes in the Procedural Code of the As- 
sembly of District Branches. Authorized the hold- 
ing of a Northeast Divisional Meeting in 1956. 
Changed the regulations of the Committee on Certi- 
fication of Mental Hospital Administrators to re- 
move the requirement that applicants for certifica- 
tion be Fellows of the APA, and to re-word the re- 
quirement for "adequate training in psychiatry, or 
neurology, or both,” to read “adequate training in 
psychiatry.” Granted permission for distribution 
thraugh the Mail Pouch of a sheet of information 
on the Second International Congress of Psychiatry. 
Approved preliminary steps of the Committee on 
Research for the publication of the Proceedings of 
Regional Research Conferences, Designated the 
Sunday evening before the Annual Meeting for 
simultaneous individual meetings of all committees. 
Discontinued the holding of committee meetings 
open to the general membership (upon request of 
the committee chairmen). Directed that a confer- 
ence of the chairmen of the co-ordinating committees 
be given a place on the regular program at the An- 
nual Meeting. Designated the Secretary as formal 
liaison officer between the Council and the APA 
staff. Recommended to the membership that the 
Association support Senate Bill 849 for federal aid 
in constructing medical research facilities. Named 
Drs. John J. Madden of Chicago and Frank M. 
Gaines of Louisville to the Committee on Member- 
ship. Continued various Ad Hoc committees. 
Thanked Dr. Ralph Chambers for his long and 
faithful services to the Central Inspection Board and 
expressed its sincere regret that he is leaving. 


REPORT OF THE TREASURER 
APRIL 1, 1954—MARCH 31, 1955 


The financial operations of the Association in this 
dad reflect a great expansion of worthwhile activi- 
Ti The accounts were audited by Wilbur D. 

ou N 271 Madison Avenue, New 

„ N. Y, 
us have asked for appointment of a House Com- 
for 1 manage the new home. Plans are made 
ition” financial aid in the Joint Commission's 

a ties. This Commission was started by The 

erican Psychiatric Association and the Council 


General Fund Summary 
come 


XCess Expenditure over income in general account 


vestments : 


Building Fund Summary 


Cash Income (pledges not included) +. «+++ 
Xpenditure ($20,000.00 option and down payment) 


on Mental Health of the American Medical Associa- 
tion. Council has asked the budget committee to 
provide for additional aid to the Medical Director, 
and to consider further the establishment of per- 
sonnel policies, including step-rate increases and 
some type of pension and retirement funds for the 
permanent employees of the Association. 

A summary of the financial statement is as 
follows: 


-... $378,720.85 
se» 405,444.65 
26,714.80 


„5330 7 „ 7401587 
95,410.50 
22,394.63 
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Restricted Funds 
A—Commonwealth Fund Grant..... 


B. Conference For Psychiatric Nursing Consul 
C—Contract Survey—Lasker Grant... 


D—Hospital Architecture Study Account 
E— Joint Commission Account 
F—Public Relations Conference Project... 


G—Regional Research Conference Project.. 
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2,996.59 


Jack R. Ewarr, M. P., 
Treasurer 


REPORT OF THE COMMITTEE ON BUDGET 


To the President and Members of Council: 


Your Committee on Budget met on May 10, 1955, 
to consider matter referred to it relative to the 
Budget of the Association, and submits herewith 
the following report. 

As has been reported to you by the Treasurer, 
the expenditures for the previous year were $26,- 
714.86 in excess of income. The budget adopted by 
Council in October 1954 anticipates a deficit of 
$33,768.00 for the current year. It will be recalled 
that the original budget submitted by this Com- 
mittee would have balanced expenditures with an- 
ticipated income. Council, however, instructed its 
Committee to prepare another estimate which would 
contain expenditures in excess of income in the 
amount mentioned above. In addition, Council 
authorized expenditures totalling $3100. Thus the 
anticipated deficit for the current year is $36,868, at 
the present time. 

Your Committee feels it is its duty to again re- 
mind Council that the resources of the Association 
are being rapidly depleted. It will be necessary to 
liquidate some of the securities held by the Associa- 
tion to meet this deficit. Your Committee is strongly 
of the opinion that our financial situation is not a 
favorable one and that if Council does not soon come 
to grips with the very pressing problem of balancing 
the budget the already dwindling reserves of the 
Association will become exhausted. 

In view of this depressing situation, your Com- 
mittee submits the following recommendations: 


I, APPROPRIATIONS 


A. Mental Hospital Service and Institutes—It 
appears that revenue for advertising will be sig- 
nificantly more than was anticipated in October. It 
is therefore recommended that the attached revised 
budget for Mental Hospital Service and Institutes 
be adopted. This authorization will increase ex- 
penditures by $4,350 which is offset by estimated 
additional income of $4,500. 

B. Central Inspection Board. At is recommended 
that the attached itemized budget for the Central 
Inspection Board be adopted. It is necessary for 
proper auditing of the books that items of expendi- 
tures be properly identified. This itemized budget 
anticipates income to the Board, from all sources, 
of $46,100 of which a sum not exceeding $25,000 


comes from the A.P.A., and would authorize ex- 
penditures totalling $46,100. 


2. ASSISTANT TO THE MEDICAL DIRECTOR 


As directed by Council, this matter was seriously 
considered by the Committee, but in view of our 
present financial situation, we can see no way to 
add this person to the Staff of the Association with- 
out incurring a greater deficit. We therefore recom- 
mend no appropriation for this purpose. 


3. LUMP SUM APPROPRIATION FOR CERTAIN ACTIVITIES 
OF THE ASSOCIATION 


This matter was discussed at some length as 
requested, but because of the necessity for being. 
able accurately to identify items of expenditures for 
auditing purposes, your Committee recommends 
against this procedure. 


4. LUMP SUM PAYMENT OF LIFE MEMBERSHIP DUES 

Your Committee finds it impossible to submit à 
recommendation at this time for the following 
reasons : i 

(a) Further information is needed regarding the 
possibility of increasing membership dues. s 
figure is needed in order to calculate the amount 
lump sum payments at various ages. i 

(b) For what classes of membership should E 
privilege be available? If for Members and a 
ate Members as well as Fellows, it might Eni 
a deterrent to advancement of members to 4 REN 
category of membership. If one can make à / 105 
sum payment at the rate set for a Member, it 165 a 
likely that many would later desire to adyan 11 
Fellow and again pay dues. It seems to your {ahi 
mittee that the best procedure would be to limi 

rimarily to Fellows. * 

P (c) bano sum payments are usually set at 1 
figure which effects some financial savings b 
member. At the present time, the Association 5 ; 
no position financially to offer such savings 
members. quired 

(d) For what purposes would money so al Tation 
be used? Would it be invested for the 1 que 
so that its earnings will be available for 10 ie 
poses as the Association may see fit; or wou jater 
funds remain in the General Account? In the 
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case, the Association might soon find itself in an 
even more serious financial situation, since antici- 
pated income would be reduced in the years to come 
and the revenues from the larger immediate pay- 
ments would have been expended. 


5. NURSING SERVICE 


It seems to your Committee that this activity of 
the Association is one which belongs primarily to 
the nursing organizations, and is one in which these 
organizations are showing a high degree of interest. 
Also, in the minds of the Committee, there is great 

i doubt as to the urgency with which the member- 
ship desire the continuation of this activity by the 
Association. Finally, the funds saved by the elimina- 
tion of this activity will contribute considerably to 
the reduction of our steadily mounting deficit. 

Your Committee recommends, therefore, that 
Council instruct it not to budget for this activity in 
the coming year. 


6. CENTRAL INSPECTION BOARD 


Your Committee feels, as it is sure all members of 
the Association feel, that the Central Inspection 
Board has played a great role in the improvement 
of our mental hospitals. Had this not been so, some 
of our financial problems would have been simplified. 
For Several years Council has been aware of the 
financial drain of the Central Inspection Board on 
the Association, yet because of the importance of the 
work of the Board, this drain was allowed to con- 
tinue, The time has now come, however, when some 
kind of positive action must be taken. 


The problem, as seen by your Budget Committee, 
is simply this: 

The Association is depleting its reserves at an 
alarming rate. Unless steps are taken very soon to 
stop the present trend, the reserves will be entirely 
depleted. When this time comes, the Association 
has not only lost these assets but also will be de- 
prived of their earnings which this last year 
amounted to about $6,000. 

The present activities of the Association require 
a spending rate in excess of income. 

Council must decide which activities of the Asso- 
ciation to curtail or eliminate so that a total savings 
of about $37,000 to $38,000 can be effected. This de- 
cisiog is inescapable and must be made at an early 
date. Within two years at the present rate, the re- 
serves will be exhausted. 

The Central Inspection Board is responsible for 
the largest net expenditure of any single operation 
of the Association. In the Budget Recommendations 
contained in this report, those regarding the Central 
Inspection Board contain a contribution of $25,000 
from the A.P.A. funds, thus the A.P.A. stands back 
of the entire expenditure of $46,100 since these are 
authorized appropriations of the Association. 

Your Committee therefore again recommends as 
emphatically as it is capable of doing that Council 
very quickly resolve the problem of the Central In- 
spection Board; or instruct the Committee on 
Budget as to what other activities it desires to re- 
duce or eliminate. 

Winrrep Overnotser, M. D., 

F. W. Parsons, M.D., 

CHARLES R. SrocniLL, M. D., 
AlLRED P. Bay, M. D., 

Rozert H. Feux, M. D., Chairman, 
Jack R. Ewarr, M. D., Ex-officio. 


MENTAL HOSPITAL SERVICE AND INSTITUTES 


Passed by Budget Committee, November 1954 
Subscriptions to Service...... 
Sale of Publications . 
Advertising 


Requested 
Revisions, 
Increase May 1955 
+++ $30,000 16050 
6, 000 
7975 6,000* 
15,000 
1,000 
$53,500 1 
1,000 dn 1,000 
5,250 KA 5,250 
3,800 udin 
3,550 aget 
2,800 2,800 
E 200 
2,300 500 2,800* 
For parte 
time help 
(college 
boys) 
die 1,000 dee 
$21,050 
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B. Office Expenses 


Postage 
Supplementary Maili: 
Office Equipment . 
Supplies 
Miscellaneous 
Stationery . 
Advertising 
Film Service .. 
Telephone and Telegraph 
Trace 
Printing and Distributing Other Pubs. 
Promotion (membership) 
Mental Hospital Institute 
Contingent 


Grand Total: Mental Hospital Service 
* Requested revisions or additions. 
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$1,500 $1,500 
10,000 10,000 
1,000 1,000 
2,000 2,000 
500 500 
750 750 
1,000 1,000 
1,000 1,000 
2,500 2,500 
500 UU: 500 
1,000 $850 1,850* 
2,500 1,000 3,500 
10,000 9820 10,000 
350 850* 

$4,350 $36,950 

$53,700 $58,000 


CENTRAL INSPECTION BOARD 


Salaries 
Chief Inspector ... 
Inspector 
Statistician 
Clerk-Typist (service) 


Telephone Operator (part time).. 


Travel .. 
Printing a 
Communications 
Office Supplies .... 
Office Equipment .. 
Board Expense .... 
Clipping Service ............... 

Social Security Tax and Insurance 
Contingency 


$38,300 


COUNCIL ACTIONS ON REPORT OF THE COMMITTEE ON BUDGET 


1. Appropriations: 

A. Mental Hospital Service and Institutes: 
Passed 

B. Central Inspection Board: Recommit to 
Budget Committee. Budget Committee to 
work out jointly with CIB a firmer and more 
business-like budget with idea that 100% of 
cost of CIB be covered by fees. 

2. Assistant to the Medical Director: Passed Budget 
Committee to take this up at next meeting and 
try to work it in. Principle of an assistant to 
Medical Director still stands. 


3. Lump sum appropriation for certain activities of 
the Association: Passed z 

4. Lump sum payment of life membership 
action needed—report received. No ins 
to explore further. 

5. Nursing Service: Passed ae 

6. Central Inspection Board: Passed. Comm ich 
directed to bring in a series of alternatives wnt 
will balance the budget. Meet with Tom. 
ad hoc committee on increasing res 
of APA and Blain to do this job. 


dues: No 
tructions 


1955] 
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AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


In conformance with the request of The American 
Psychiatric Association, the American Medical As- 
sociation, and the American Neurological Associa- 
tion, we are submitting the following account of the 
activities of the American Board of Psychiatry and 
Neurology, Inc., since the last report to the Asso- 
ciations by letter dated February 25, 1954. 
The Board consists at present of the following 
members: y 
Appointed by the American Psychiatric Association : 
Dr. David A. Boyd, Jr., (term expires December 
1955) 

Dr. C. H. Hardin Branch (term expires Decem- 
ber 1958) 

Dr. Henry W. Brosin (term expires December 
1957) 

Dr. 5 5 Malamud (term expires December 
195 

Appointed by the American Neurological Associa- 

tion: 
Dr. Bernard J. Alpers (term expires December 
1955) 

Dr. Sa H. Finley (term expires December 
1957 

Dr. Francis M. Forster (term expires December 
1956) 

Dr. a I. Yakovlev (term expires December 
195: 

Appointed by the Americal Medical Association: 
ii 9 N. DeJong (term expires December 
95 


Dr. Francis J. Gerty (term expires December 


1955) 

Dr. Frederick P. Moersch (term expires Decem- 
ber 1956) 

Dr. George N. Raines (term expires December 
1957) 


At the annual meeting of the Board in December, 
1954, the following officers were elected: Dr. Ber- 
nard J. Alpers, president; Dr. Francis J. Gerty, 
vice - president; Dr. David A. Boyd, Jr., secretary- 
treasurer. 

When the Board met in Chicago, Ill, in May, 
19549227 candidates were examined. Of this number, 
the Board certified 119 in Psychiatry, 9 in Neurol- 
ogy and Psychiatry. 

The annual meeting of the Board was held in 
New York City in December 1954. At this time, 
277 candidates were examined by the Board. Of 
this number, 146 were certified in Psychiatry, 9 in 
Neurology, and 2 in Neurology and Psychiatry. 

The Board conducted an examination in New 
Orleans, La., on February 28, and March 1, 1955, 
at which time 208 candidates were examined. The 
Board certified 98 in Psychiatry, 12 in Neurology, 
and none in Neurology and Psychiatry. 

Since its inception, the Board has received 7,421 
applications. Some of these are still under con- 
sideration, The total number of diplomas issued 
by the Board to date is 5,198. Of this number, 3,903 
are certified in Psychiatry, 332 in Neurology, and 
963 in Neurology and Psychiatry. 

Davm A. Boyn, Jg, M. D., 
Secretary-Treasurer 


SPECIAL ANNOUNCEMENT 


1956 PROGRAM ANNOUNCEMENT 


The Committee on Program invites the submission of material for presentation at the 
Annual Meeting in Chicago, Illinois, April 30-May 4, 1956. 
Abstracts of papers should be submitted in the following form: 
1. Proposed title 
2. Purpose or aim 
3. Method 
4. Scope 
5. Findings 
6. Conclusions 


and may be sent to any member of the Committee. Descriptions of films should be sent to 
Dr. Hugh T. Carmichael. Requests for roundtables should include proposed title and 
possible participants. 

The deadline is October 26, 1955, and applies also to Sections and Committees. 

The Committee wishes to thank all participants in the Atlantic City Meeting. 


Hugh T. Carmichael, M. D., 

Travis E. Dancey, M. D., 

Francis J. Gerty, M. D., 

Margaret Gildea, M. D., 

Maurice Greenhill, M. D., 

William A. Horwitz, M. D., 

Zigmond M. Lebensohn, M. D., 

Martha G. W. MacDonald, M. D., 

Titus H. Harris, M. D., Chairman. 

Section on Psychoanalysis: Chairman, Lewis L. Robbins; Secretary, Douglas D. Bond; Section on 

Convulsive Disorders: Chairman, Hans Strauss; Secretary, Andre A. Weil; Section on Private Practice: 
Chairman, Leo Alexander; Secretary, John D. Moriarty; Section on Legal Aspects: Chairman, Gregory 
Zilboorg ; Vice-Chairman, E. C. Rinck; Secretary, Rupert Chittick; Section on Psychotherapy: Chairman, 
Jules H. Masserman; Secretary, Jacob L. Moreno; Section on Mental Hospitals: Chairman, Harrison 
Evans; Vice-Chairman, J. O. Cromwell; Secretary, Rupert Chittick ; Section on Child Psychiatry: Chair- 
man, Milton Kirkpatrick; Vice-Chairman, Paul L. Schroeder; Secretary, Leonard H. Taboroff. 


by October 1, 


1Abstracts of papers may also be submitted to the officers of the appropriate Section 1 
T 


1955, to give them some choice in preparing their program for review by the Committee on 


Tue AIMS OF THE COMMITTEE ON PROGRAM 


1. A well-rounded program, including different areas of psychiatry and different 
schools of thought. ; 
2. An up-to-date program, with a preference for new material, or for older subjects, if 
these were not recently covered at an A.P.A. Annual Meeting. 
3. Papers of scientific value. 
4. Consideration for our audience by setting limits to the length of papers, nu 
papers given in any one section, and the time allowed to one section. 
5. A General Session of wide interest. jal 
_ 6. Representation of different sections of the country among the authors, and offici 
discussants. 
7. An opportunity for younger authors, and some rotation among the members © 
privilege of appearing on the Program. 
j 8. The selection of official discussants, according to ability, acquaintance with o 
e the special subject; if possible with different views from the author and from 4 
city. 


mber of 


f the 


r interest 
different 


Titus H. HARRIS, M. Ds 
Chai 


OFFICIAL REPORTS 


ASSEMBLY OF DISTRICT BRANCHES 
REPORT OF THE SPEAKER—May 9, 1955 


Fortunately for this Association, the need 

for more widespread participation of the 
membership in the affairs of the Association 
was recognized by your Past Presidents and 
Council members several years ago. As a 
result of this discernment and foresight, con- 
stitutional amendments were recommended 
and approved by yourselves for the estab- 
lishment of District Branches and an As- 
sembly of District Branches of this Associa- 
tion in order that you personally could make 
your wishes and needs known through your 
respective District Branch and its Delegate 
to the Assembly. 
The first District Branches were formed 
in 1952 and the first Assembly of the Dis- 
trict Branches of The American Psychiatric 
Association convened in Los Angeles in 
May of 1953. The first Speaker, Dr. Joseph 
L. Abramson, presided over the activities of 
the Assembly for the first year and your 
present Speaker has had this honor for the 
Second year, now coming to a close. 

There are now 23 active District Branches 
and the applications of additional ones will 
be voted on by you later in this annual 
Meeting, 

As members of The American Psychiatric 
Association, you have also approved an 
amendment to the constitution which will 
pt matters concerning the welfare of 

€ Association to be initiated by the As- 
ed and referred to Council. Despite 
cen machinery, established to obtain "grass 
NEG participation in the affairs of the 
la den, far too few of our membership 
15 i used this machinery. Those who have 
ae D District Branches, their delegates, 
i sh e Assembly have been responsible for 
í ges and achievements which have bene- 

ted all of us. 

ts 1952, the Council asked opinion of the 
i as to whether multiple nomina- 

d Or officers of the Association should 
made by the Nominating Committee. We 


are very happy to inform you that the As- 
sembly of District Branches has asked that 
this be done, a special committee of Council 
hag concurred, and this year you have voted 
for the election of 3 Councillors from a 
nominating slate of 6. On behalf of the 
Assembly and for myself I must express 
appreciation for the assistance and open- 
mindedness of the Nominating Committee 
in this regard. 

Other accomplishments for the past year 
have included the adoption of a Procedural 
Code, subsequently approved by Council, 
for the conduct of the business of the 
Assembly, the accreditation of delegates and 
recognition of privileged guests. 

One of the other significant achievements 
of the Assembly has been to divide the 
Association into geographical areas, with a 
representative from each area in turn elected 
by Delegates of that area. These area rep- 
resentatives and the officers of the Assembly, 
speaker, deputy speaker and recorder, con- 
stitute a Policy Committee for the purpose 
of transacting the business of Assembly be- 
tween formal meetings of that group. 

Another important accomplishment of the 
Assembly has been to provide for propor- 
tional representation for voting purposes of 
Delegates to the Assembly. The Assembly 
has adopted, and the Council has approved, 
the resolution that proportional representa- 
tion in each District Branch be based upon 
one vote for each 20 members, with frac- 
tions of 20 members not to be counted, and 
that each District Branch will be represented 
by one delegate who will cast the total votes 
allotted to his District Branch. 

The Assembly has assisted in the estab- 
lishment of divisional meetings of the Asso- 
ciation. This year a méeting will be held in 
San Francisco, at the St. Francis Hotel, 
October 27 through 30, inasmuch as the 
annual meeting this year is being held on 
the East Coast. All members are invited 
227 
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regardless of location. Preliminary negotia- 
tions are also under way for a divisional 
meeting in the autumn of 1956. 

By Executive Committee action, the 
Speaker of the Assembly has been invited 
to attend Executive Committee meetings, 
and to address the membership at this time. 

At the close of my term as Speaker of the 
Assembly of District Branches, it is a most 
pleasant obligation to acknowledge the as- 
sistance, suggestions, and actual work per- 
formed by the officers of The Amerjcan 
Psychiatric Association, the staff of the Cen- 
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tral Office and the Executive Assistant, the 
delegates, the members of the Policy Com- 
mittee, and above all, the membership of the 
various District Branches. 

I am sure you will be gratified and en- 
couraged to know that the Deputy Speaker 
of the Assembly, who automatically becomes 
Speaker at the close of this meeting, is Dr. 
Addison M. Duval who will, I am sure, re- 
ceive the same fine cooperation and assist- 
ance that you have accorded me during my 
incumbency. 

C. N. Bacanz, M. D. 


COMMENT 


THE CLOSING OF BUTLER HOSPITAL 


In the year 1944 when The American Psy- 
chiatric Association was celebrating the first 
hundred years of its existence, historic But- 
ler Hospital was also observing its centen- 
nial year in Providence, Rhode Island. 

Now, after one hundred and eleven years 
of splendid service, Butler Hospital must 
close its doors. 

At the centenary celebration the newly 
elected president of the Corporation of Butler 
Hospital, Mr. Walter A. Edwards, recalled 
that the donors and founders had insisted 
that the hospital should be established “on 
a firm and permanent basis” and that it 
should be “at least equal to kindred institu- 
tions in other states.” In the commemorative 
volume, “A Century of Butler Hospital,” 
William Greene Roelker, Director of the 
Rhode Island Historical Society, gave a de- 
tailed history of the hospital and its services 
under a distinguished line of superintendents 
beginning with Isaac Ray. Mr. Roelker’s 
story would have gratified the Founders and 
Satisfied them that their hospital had more 
than fulfilled their hopes and expectations. 

However, providing superior service is one 
thing and paying for it is another. The infla- 
tion following the two world wars had played 
havoc with the hospital finances and for some 
years the institution has been operating in the 
ted. The average annual deficit for the 
16000 1941-1945 was slightly more than 
d 000. By 1950 it had reached $56,000. The 

eficit for 1954 exceeded $127,000. With the 
ak efficient management possible the hospi- 
did dependent for income on patients' pay 
E Private donations, could not cope with 
QNS costs of operation. Increased 
i Tges for patients could not keep up with 
od rising cost of their care which in 1954 
E 21 dollars a day per capita." 


e 
Tren item in a pamphlet issued by the Board of 
ago is 55 at the opening of the hospital a century 
that di interest. The trustees assured the public 
nor je arges for patients would not be more than 3 
m ss than 2 dollars per week, for which “the 

n receives not only food and lodging, but wash- 


The increases in patients’ rates that had 
already been made had resulted in fewer ad- 
missions. In the case of male patients the 
competition of Veterans Administration hos- 
pitals tended in the same direction. In addi- 
tiorf, the increasing psychiatric services in 
general hospitals and the newer treatment 
methods as well as various preventive 
measures taken together had kept out of 
hospital numerous patients for whom inpa- 
tient care would otherwise have been neces- 
sary. The officers of the Corporation were 
forced to the conclusion that the operation of 
Butler Hospital as a private institution was 
no longer practicable. 

In their extremity the Board of Trustees 
turned to the state government and made an 
offer to turn the institution over for opera- 
tion as a special state hospital facility. Rhode 
Island has a single public mental institution, 
the Howard State Hospital. Here 3,450 pa- 
tients are cared for at an annual cost of about 
$4,000,000. It was considered that the esti- 
mated additional cost of upwards of $1,000,- 
000 to operate Butler as a state facility was 
prohibitive. Extensive improvements and 
new construction presently under way at 
Howard together with expansion of teaching 
facilities will compensate in some measure 
for the losses to the City of Providence, to 
the State of Rhode Island and far beyond, 
incident to the closing of Butler Hospital. 

Tt is heartening to note that Superintendent 
Babcock and his board, who have struggled 
valiantly against overwhelming odds, are 
studying plans whereby the existing assets 
of the Corporation may still be used to con- 
tinue in some manner the type and standard 
of work for which their hospital has stood 
for a century and a decade and a year, writing 
thus a significant chapter in the history of 
American psychiatry. . 
ing, mending, light, warmth, medical attendance, 
and the means of employment, . . .” The trustees 
added that when the patient receives all this for no 
more than 3 dollars per week, “it cannot be regarded 
as high.” 

0 
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Dr. Hoch Dmecrs N. Y. State MENTAL 
HEALTH SERVICES. The appointment of Dr. 
Paul H. Hoch, principal research psychiatrist 
at New York State Psychiatric Institute, 
New York City, to the post of Commissioner, 
Department of Mental Hygiene at Albany, 
cannot but be gratifying to all who are in- 
terested in the warfare against mental illness ; 
and that should mean everyone since mental 
disorder is not only the greatest and most 
baffling public health problem but also the 
most costly. 

The appointment of Dr. Hoch is especially 
gratifying as he is one of America’s ranking 
psychiatrists, and more especially still because 
his conspicuous talents have been directed 
mainly to the field of research. 

In accepting this appointment he has in- 
dicated that his efforts will continue to be 
focussed on this field on a state-wide plan and 
on preventive measures in psychiatry. He is 
particularly interested in the extension of 
psychiatric facilities in general hospitals and 
of community mental health clinics. A special 
concern is the high relapse rate of patients 
who, after treatment, leave the hospital in a 
relatively good condition, but lack facilities 
for treatment outside. If such facilities were 
available the number of readmissions to 
hospital could be reduced. This would be not 
only in the interest of patients’ health but 
would help to relieve overcrowding in the 
hospitals. 

Dr. Hoch is a man of wide and valuable 
experience and handles several languages. He 
had served on the medical faculties of Göt- 
tingen and Zurich—having been graduated 
in medicine from the former university—be- 
fore coming to New York, 

Both Dr. Hoch and the New York State 
Department of Mental Hygiene are to be 
felicitated on this appointment. 


BULLETIN oF THE Isaac Ray MEDICAL 
LisnARY.—With the’ January-April issue of 
the Bulletin, being numbers 1 and 2 of Vol- 
ume 3, publication of this historical document 
is discontinued as announced by Editor 
Henry H. Babcock and his board. 
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Especial attention is drawn to this number 
of the Bulletin because of its unusually im- 
portant content. It consists of a single article 
by Manfred Bleuler (76 pages of text plus 
a 58-page bibliography) titled “Research and 
Changes in Concepts in the Study of Schizo- 
phrenia.” It is reprinted from Fortschritte 
der Neurologie Psychiatrie und ihrer Grens- 
gebiete. 

Beginning with Kraepelin’s formulation of 
dementia praecox as the starting point of the 
modern study of this morbid mental process, 
Bleuler indicates that up to 30 years ago, 
“there was still a common understanding, on 
the basis of certain fundamental concepts 
which were shared by everyone. Today the 
trend of scientific thought, the sphere of sci- 
entific interest, and scientific nomenclature 
have grown so far apart and become so inde- 
pendent within the various schools of thought 
and countries that even acknowledged author- 
ities on the subject are at times no longer able 
to communicate with each other." Such is the 
confusion in psychiatry today ! : 

M. Bleuler takes up the concept of schizo- 
phrenia ennunciated by his father, Eugen 
Bleuler, professor of psychiatry at the Uni- 
versity of Zurich and whom he himself suc- 
ceeded to that chair. He traces contributions 
by the several research disciplines— genet 
pathological physiology, neuroanatomy an 
neurology, clinical endocrinology, psychology, 
and sociology. There follow sections on 
course prognosis and treatments. In a ent 
cluding page the author summarizes a 
They have undone many older concepts Wi 
out putting much in their place. "It ge 
as if the coming years will be predominan d 
dedicated to the investigation of those ol E, 
concepts of schizophrenia which bava 
the schizophrenia, primarily if not entire 0 
an individual disturbance of the adaptation 
the difficulties of life.“ 13 905 

This detailed review by M. Bleuler 1s f 
able for reference and appropriately 15 " 
guishes the closing number of the B 1 " 
the Isaac Ray Medical Library whi 
housed in Butler Hospital. 


" ‘ e 
In a letter Dr. Babcock writes: “We 9! 
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hoping that the Isaac Ray Medical Library 
can remain intact and if this could be accom- 
plished, perhaps the Bulletin can be resumed 
later on under other auspices.” 

We echo those hopes. 


AMENDMENTS To By-Laws.—As stated 
on page 13 in “Reports of Meetings of 
Council” of the May 1955 annual meeting, 
Council recommended to the membership the 
adoption of an amendment to the By-Laws 
as follows: 

Paragraph 3 of Article I of the By-Laws 
be amended by deleting the first four words 
thereof, that is, by deleting the phrase, “On 
the third day,” and replacing it with the 
words “On the second day,” so that as 
amended the first clause of this paragraph 
will read: “On the first or second day, elec- 
tions to the different classes of membership 
in the Association shall be held.” The re- 
mainder of Article I of the By-Laws is un- 
changed. 


NAMH MANUAL ror POLICE OFFICERS. 
—A pamphlet entitled How to Recognize and 
Handle Abnormal People, written especially 
for police officers, is now available from the 
National Association for Mental Health. De- 
scriptions of the typical behavior of psycho- 
paths, alcoholics, drug addicts, and sex of- 
fenders are given, along with instructions as 
to how the policeman can deal with these 
abnormal persons should he encounter them 
in his daily round. Copies may be purchased 
at 65 cents each from the Association at 1790 
Broadway, New York 19, New York. 


PsycHraTRIC NURSING CONSULTATION: — 
A brochure of this title, being the report of 
5 Institute for Nursing Consultants in Psy- 
ene held under the auspices of The 

merican Psychiatric Association, committee 
on Psychiatric nursing, May 26-29, 1954, at 
Seton, New Jersey, is now available from 
155 Central office of the Association, 1785 

assachusetts Avenue, N. W., Washington 

D. C., at 50 cents per copy. 


Pao Foreicn STUDY AWARDS. 
abi tight scholarships for graduate study 
i oad are open to professional persons not 

engaged in college or university study. 
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Any U. S. citizen, between the ages of 18 and 
35 with a bachelor’s degree, is eligible. Ap- 
plicant must be at the pre-doctoral level. 

Opportunities for study are offered in the 
following countries in which the Fulbright 
program operates: Australia, Austria, Bel- 
gium and Luxembourg, Burma, Ceylon, 
Chile, Denmark, Egypt, Finland, France, 
Germany, Greece, India, Italy, Japan, the 
Netherlands, New Zealand, Norway, the 
Philippines, and the United Kingdom. 

sing date for applications for the 1956- 

57 academic year is October 31, 1955. Candi- 
dates-at-large may apply directly to the Insti- 
tute of International Education, 1 East 67th 
Street, New York City. 


Connecticut POSTGRADUATE SEMINAR 
IN PsvcHiaTRY AND NEUROLOGY.—The 
ninth Connecticut Postgraduate Seminar will 
begin September 26, 1955, and continue 
through May 7, 1956. 

From September 26 through December 5, 
1955, sessions in clinical neurology, neuro- 
anatomy, neurophysiology, and neuropathol- 
ogy will be held on Mondays and Wednes- 
days from 3:00 to 9:00 p.m. at Yale 
University School of Medicine. 

From January 9 through March 5, 1956 
(Mondays), from 3.00 to 10:00 p.m., sessions 
in general psychiatry (psychopathology, clini- 
cal psychology, therapy, psychosomatic medi- 
cine, geriatrics, and psychiatry and law) will 
be held at the Connecticut State Hospital, 
Middletown. 

March 12 through April 16 (Mondays), 
from 6:30 to 9:45 p.m., a course in child psy- 
chiatry, and April 23 through May 7, 1956 
(Mondays), from 4:30 to 10:00 p.m., a 
course in pediatric neurology will be given, 
both at Yale University School of Medicine. 

There are no fees for these courses. Copies 
of the program may be obtained from the 
Office of the Assistant Dean for Postgradu- 
ate Medical Education, Yale "University 
School of Medicine, 333 Cedar Street, New 
Haven, Connecticut. 


Cun PsycuiarRy IÑ New York Crrv. 
—Mrs. Henry A. Loeb, president of the 
Council Child Development Center an- 
nounces that an advanced training program 
dealing with the psychiatric problems of pre- 

€ 
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school-aged children will be instituted in the 
autumn, 1955, for experienced mental hy- 
giene workers. The new program will be 
financed by a gift from the Grant Founda- 
tion, which totals $72,000, inclusive of train- 
ing costs. Two-year fellowships for psychi- 
atrists and 4 social workers and 2 one-year 
fellowships for nursery school teachers, each 
fellowship part time, will become available. 
Psychiatrists will be required to be qualified 
for the specialty boards in psychiatry and to 
have prior training and experience in child 
psychiatry. Similar advanced professional 
standards would be required for the psychi- 
atric social workers and the nursery school 
teachers. The Center is located at 227 East 
59th Street. 


AMERICAN NEUROLOGICAL ASSOCIATION. 
—At the eightieth annual meeting of this as- 
sociation held in Chicago from June 13-15, 
1955, the following officers were elected: 
president, Dr. J. M. Nielsen; president-elect, 
Dr. H. Houston Merritt ; first vice-president, 
Dr. James W. Kernohan; second vice-presi- 
dent, Dr. Robert B. Aird; secretary-treas- 
urer, Dr. Charles Rupp; and assistant secre- 
tary, Dr. William F. Caveness. 


AMERICAN ASSOCIATION FOR THE Ap- 
VANCEMENT OF SCIENCE.—A 2-day sym- 
posium entitled Physiological Bases in Psy- 
chiatry will be held as part of the program 
of the AAAS on December 27 and 28, at 
Atlanta, Georgia. The symposium will have 
4 sessions: New  Psychopharmacologic 
Agents, Mechanisms of Action in New 
Agents, Effects of Alcohol on Brain, Respira- 
tion and Metabolism, and Alcohol Addiction- 
Mechanism, and Treatment. 

Those wishing to take part in this program 
please contact either Harold E. Himwich, 
M. D., Galesburg State Research Hospital, 
Galesburg, Ill, who is a representative of 
The American Psychiatric Association, or 
Fred A. Hitchcock, Ph. D., Ohio State Uni- 
versity, Columbus 10, Ohio, who is a repre- 
sentative of the American Physiological So- 
ciety. The proceedings of these meetings 
will be published in an AAAS monograph. 


New York STATE DEPARTMENT oF 
MENTAL. HycrENE.—The Department has 


authorized the construction of a new school 
for retarded children in the town of West 
Seneca, which is near Buffalo, New York, 
The cost will exceed 30 million dollars. 

This new institution is the first of 4 of the 
Department's new building program, for 
which a 350-million-dollar bond issue was ap- 
proved last year. 

The new school will accommodate 2,400 
patients with facilities for expansion to 3,000. 


History or TUBERCULOSIS IN MENTAL 
Patients.—A valuable historical and biblio- 
graphical review on tuberculosis in mental 
illness by Dr. E. R. N. Grigg appears in the 
Journal of the History of Medicine and Al- 
lied Sciences, 1955, Vol. 10, No. 1 The 
article runs to 50 pages and is illustrated. 


Dn. Notan Lewis Donates LIBRARY TO 
N. J. Neuro-Psycumtric ÍNSTITUTE.— 
The valuable personal medical library of some 
12,000 volumes, collected by Dr. Nolan D. C. 
Lewis, has been donated by him to the New 
Jersey Neuro-Psychiatric Institute, Prince- 
ton, N. J., of which he is director. 


Dr. ArpucH Heaps DEPARTMENT OF 
Psycuiatry, UNiversiry OF CHICAGO.— 
Announcement has been made that Dr. C. 
Knight Aldrich, associate professor of psy- 
chiatry and neurology at the University of 
Minnesota, is relinquishing that position to 
become professor and head of the department 
of psychiatry at the University of Chicago. 


Dr. Rapo Retires FROM COLUMBIA- 
Dr. Sandor Rado has retired from his post 
tion as Director of the Columbia Psychoana- 
lytic Clinic for Training and Research. ‘i 
his honor a Lectureship has been establishet 
in the Department of Psychiatry, College 5 
Physicians and Surgeons, Columbia Univer 
sity. Dr. Abram Kardiner has succeeded Dr. 
Rado as Director of the Clinic, commencing 
July 1, 1955. 


Tue 13TH ANNUAL CONFERENCE OF 
THE AMERICAN Group PSYCHOTHERAPY 
ASSOCIATION.— The 13th Annual Conference 
of the American Group Psycotherapy Asso 
ciation will be held Friday and Saturdays 
January 13 and 14, 1956, at the Heny 
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Hudson Hotel, 353 West 57th Street, New 
York City. 


Six all-day workshops, dealing with special 
topics, will meet from 9.00 a.m. to 3.00 p.m. 
on January 13. For these, special registration 
will be required. Three scientific sessions will 
be held, beginning Friday, at 3.30 p.m., 
through Saturday, 5.30 p.m. For the morning 
of Saturday, January 14, 6 roundtables have 
been arranged. For further information in- 
quire at the Association’s office, 228 East 
19th Street, New York 3, N. Y. 


Mazon WILLIAMS CONSULTANT TO SUR- 
GEON GENERAL USAF.—Major Robert L. 
Williams, USAF (MC), formerly chief of 
the neuropsychiatry service and Neurological 
Center at Lackland Air Force Base Hospital, 
San Antonio, Texas, was recently appointed 
consultant in neuropsychiatry to the Surgeon 
General USAF, succeeding Dr. Edward 
Kollar who left the service to accept a civilian 
appointment. 


Mipwzsr REGIONAL RESEARCH CONFER- 
ENCE.— This conference, a regional meeting 
of The American Psychiatric Association, is 
being held in Galesburg on September 16-17, 
1955, under the co-sponsorship of the Uni- 
versity of Illinois and the Galesburg State 
Research Hospital. The theme of this meet- 
ing will be “The Newer Psychopharmacol- 
ogy.” 


Socmryv or German NEUROLOGISTS AND 
Psycutarrists.—The Congress of the So- 
ciety of German Neurologists and Psychi- 
atrists will be held in Hamburg, Germany, 
September 19-22, 1955. The main subjects 


on the program are: Motility and Motoric 
Behavior, and The Training of the Neurolo- 
gist. For information write: Dr. Magun, 
Nervenklinik, Hamburg-Eppendorf. 


INSTITUTE OF PSYCHIATRIC TREATMENT, 
BosroN.—This annual Institute will be held 
at the Boston State Hospital, September 29 
through October 1, 1955, under the direction 
of Leo Alexander, M. D., and Robert Arnot, 
M.D. There will be morning and afternoon 
sessions daily, with luncheon served at the 
hospital. The faculty has been considerably 
enlarged this year to include new speakers. 

On the first day the main topics will be 
electroshock and the new drugs, Serpasil and 
Thorazine; on the second day, other treat- 
ment procedures including in- and outpatient 
management, rehabilitation, and office prac- 
tice; on the third day, the integration of 
physical therapies and psychotherapy. On 
Friday evening, September 30, there will be 
a dinner at the Harvard Club. 

Registration fee, 35 dollars. For hotel res- 
ervations write to the Parker House where 
rooms have been set aside. Address corre- 
spondence to 433 Marlborough St., Boston, 
Mass. 


OBERNDORF BEQUEST TO CORNELL.—Dr. 
Clarence P. Oberndorf, who was graduated 
from Cornell University in 1904 and from its 
Medical College in 1906, was one of the first 
private practitioners of psychiatry in the 
United States. At his death last year at the 
age of 72, he left a bequest of more than 
$400,000 to Cornell University for the sup- 
port of psychiatric service to the students of 
the University. 


BASIS FOR RESEARCH 


The art of investigation is the cornerstone of all the exper 
used as a basis for reasbning are ill-established or erroneous, 
be falsified; and it is thus that errors in scienti 


of fact. 


Men who have excessive faith in their theories or ideas are not onl 
making discoveries, but they also make poor observations. 


imental sciences. If the facts 
everything will crumble or 
fic theories must often originate in errors 


ly El- prepared for 


—CLAUDE BERNARD 
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Power or Worps. By Stuart Chase and Marian 
Tyler Chase. (New York: Harcourt, Brace & 
Co., 1954. Price: $3.95.) 


Stuart Chase says, “I have been uneasy about 
the meaning of words ever since I began to write.” 
The great pity is that those who share his uneasi- 
ness are presumably a small minority among the 
writers, and, worse still, a negligible number among 
the talkers. Everybody talks, nearly everyhody 
writes, if only letters; but how many consider the 
meaning of the words they use, whether they are 
promoting or hindering communication, their power 
for good or ill? A word may be balm of Gilead to 
a wounded spirit, it may be the unique spur needed 
to drive the hesitant one to achievement, it may be 
as poisonous as snake venom. Conscientious ponder- 
ing the faculty of language each one possesses 
might wholesomely lead to a greater appreciation 
of the advantages of silence. 

The author published his first semantic study, 
The Tyranny of Words, in 1938. That work, as he 
tells us, was chiefly concerned with the misuse of 
language. The present one deals with the positive 
as well as the negative side, the use of words as a 
means of communication, “how to say what we 
mean, how to evaluate what we hear.” 

The author reminds us that all organization and 
disorganization in human society depend on the 
tool of language, its use and misuse. The purpose 
of his book is to point out the ways in which 
language, as the means of communication, fails, and 
means by which communication can be improved 
and human welfare thus enhanced. For background 
he has something to say about the function of the 
nervous system in the business of communication, 
and goes from there to "machines that think.” The 
means by which other animals communicate is dis- 
cussed as preliminary to the evolution of language 
in the human child. 

In a chapter on linguistics the author explains 
how language changes and grows like any other 
living thing, how canonized words become decanon- 
ized and slang becomes legitimate. The street-man 
is caught between the rigid grammarian who tells 
him once and for all the right words to use and the 
everyday loose talker who without knowing it is 
helping to create the speech of the future. 

Stuart Chase speaks of James Joyce in his ultra- 
linguistic experiment, Finnegans Wake, as the 
“sad case of an authentic genius out of bounds.” 
It was a noble experiment, nonetheless, and it might 
be questioned whether one is completely literate who 
has not at least gained something from Finnegans 
Wake. But there was certain fatality about this 
work, It was Joyce’s last work. It had to be. He 
could not have pushed his linguistic experiment 

further. 

Language, the author tells us, is not only a means 
of expressing thought or the lack of it but is “a 
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shaper of thought itself. Shaping the thought, it 
helps to shape the culture. . . ." He warns against 
meaningless questions—unquestions, we might call 
them, such as, Where is the edge of space? Has 
time a beginning and end? Where was I before I 
was born? And, per contra, Where shall I be after 
death? 

Semantics is naturally the keynote of the book we 
are discussing and to this special discipline the 
author gives ample attention, with particular refer- 
ence to the great work of Korzybski. In a section 
entitled “Twenty-one Statements in General Se- 
mantics,” he usefully summarizes the main princi- 
ples set forth by Korzybski in his monumental work, 
Science and Sanity, which Chase admits he found 
rather difficult reading. As a result largely of 
Korzybski's teaching, some readers may be sur- 
prised to learn, courses in semantics were being 
given by 1953 in more than roo American uni- 
versities, 

The richest fields for semantic exegesis, as the 
author points out, are the double-talk of campaign 
oratory and the upside-down talk from Moscow, 
with the incredibly crude outpourings of the soviet 
propaganda machine. He gives some painful ex- 
amples of globbledygook, a word, we learn, that was 
coined by Congressman Maury Maverick of Texas 
as applying to the ponderous wordage of govern- 
ment departments in Washington. For those who 
need the demonstration examples are given of 
verbal monstrosities that by judicious surgery can 
be made to convey their messages with greater 
clarity and at much smaller expense of language 

Speech, then, is the essential means of communica- 
tion, and mutual understanding depends on 
will and satisfactory communication based on shar 
meanings. “Meaning is relative to experience, an 
for a message to be understood, there must be a 
overlapping of experience between sender and ur 
ceiver.” There can be no doubt that the com 
munication systems in our world today are sa ae 
out of order. Their correction would promo’ 
mutual understanding at all levels—between inte? 
viduals, in families, in communities, between 14 
tions. This book is a contribution toward 
desirable end. CBE 


CURRENT PROBLEMS IN PSYCHIATRIC Diener Fi 
Paul Hoch and, Joseph Zubin. (New o 
Grune & Stratton, 1953. Price: $5.50) 


The problem of diagnosis is too often summarily 
dismissed as one of "labelling" or due a 
semantics." A diagnosis is a shorthand way S ch A 
ing something which may be very complex. id but 
shorthand procedure is not only logically va 110 dt 
practically imperative in psychiatriy if, and 1 ¢ 5 0 
too strongly emphasize the if, all are agreed a! 
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the exact nature and significance of the complex or 
longhand statement. Today we find ourselves in the 
anomalous, not to say humiliating and ridiculous, 
position of being in almost unanimous agreement 
with regard to the shorthand diagnostic label, and 
yet engaged in internecine warfare over the mean- 
ing and significance of the longhand complex. 

The complexity of the diagnostic process is pre- 
sented in erudite yet eminently readable form in this 
collection of papers. I particularly liked the discus- 
sion of the function of diagnosis and also the cau- 
tionary comments about phenotypical and genotypical 
modes of definition and diagnosis. The book pre- 
sents a historical review of the concept of diagnosis 
and also some stimulating research ideas and con- 
tributions. The material covered is comprehensive 
in scope and catholic in view-point. The editors are 
to be congratulated not only for efficiency in their 
function but also for their own contributions in dis- 
cussion, Among such a host of brilliant names it 
is perhaps invidous to make distinctions but I can- 
not resist mentioning Ewen Cameron's fine contribu- 
tion. In brief, this work is a “must” for all to whom 
diagnosis is a fascinating matrix of history and pre- 
diction and not a labelling “chore’—a species of 
Cinderella-function tyrannised by the ugly sisters 
of dynamics and treatment. 

F. G. E. 


Procress iN INEUROLOGY AND PsvcHiATRY. Edited by 
E. A. Spiegel, M.D. New York: Grune & 
Stratton, 1954. Price: $10.00.) 


In the 1954 edition of Progress in Neurology and 

Sychiatry some 3,700 papers are reviewed by 
Authorities, As in previous volumes the annual re- 
view is divided into 4 sections: basic sciences, neu- 
tology, neurosurgery, and psychiatry, with 35 
chapters devoted to every aspect of these subjects. 
Doctor Spiegel, as in the past, has seen to it that 
there is a balanced picture in which each discipline 
18 afforded a fair representation, Many of the 
i 9 5 are more than summaries of recent work, 

reviewers making critical and stimulating com- 
ments. In the psychiatry section alone, there are 
15 chapters dealing with psychology, clinical psy- 
chiatry, mental hygiene, forensic psychiatry, crimi 
di cpopathology, child psychiatry, the neuroses, 
elini 1 55 Psychosomatic medicine, psychoanalysis, 

s T psychology, group psychotherapy, physio- 
Hanah B therapy, psychiatric nursing and occupa- 
859810 craDy, and rehabilitation. The article on 
in ‘ology is a special one and devoted to the most 

Portant developments in psychology during the 
ast 5 years, 

This most recent edition of Progress in Ni eurology 
10 18 does not claim to be all- inclusive 
and ers an extensive sampling of the literature 

maintains the high standards of previous years. 

Joun G. Dewan, M.D., 
University of Toronto. 


‘Year Book OF NEUROLOGY, PSYCHIATRY AND NEURO- 
SURGERY. 1954-55 Series. By Roland P. Mac- 
Kay, M.D. (Neurology), S. Bernard Wortis, 
M.D. (Psychiatry), Percival Bailey, M.D. 
(Neurosurgery). (Chicago: The Year Book 
Publishers, 1955. Price: $7.00.) 


Introducing the section on Neurology, MacKay 
notes the important developments during the year, 
Study of the antibiotics in the treatment of infections 
of the brain and meninges has actively continued. 

In connection with vascular diseases, especially 
noteworthy are studies of collateral circulation— 
“which, contrary to a former belief, is considerable 
in the brain—in cases of vascular occlusion.” 

Wolk on the degenerative diseases has yielded 
small but significant returns. In many cases they ap- 
pear to be due to metabolic deficiencies as in the 
handling of certain trace metals, e.g., the metabolism 
of copper in Wilson's disease. In other conditions 
such as amyotrophic lateral sclerosis and multiple 
sclerosis, genetic factors seem to play a part. The 
importance of genetics in neurological diseases, in 
particular the degenerative diseases, was emphasized 
at the December 1953 meeting of the Association 
for Research in Nervous and Mental Disease. 

Work in progress by Salk during 1953 and 1954 
on immunization against poliomyelitis is reported 
in this section. 

The section on psychiatry has changed hands. 
Nolan Lewis, who admirably conducted this part of 
the Year Book covering work from 1939 to 1053 in- 
clusive, felt that he had served his turn, and has 
been succeeded by S. Bernard Wortis. 

Among notable trends in psychiatry during the 
recent past, Wortis finds a greater interest in socio- 
logic and environmental factors in mental health 
and illness: increasing concentration on physiologic 
research and on physical and psychical relation- 
ships; recognition of the urgent need for evaluating 
comparatively the effectiveness of the various treat- 
ment procedures, physiological and psychological, 
now in use; increasing interest in child psychiatry, 
notably childhood schizophrenia. 

Conversely, Wortis notes a dearth of publications 
dealing with dynamic concepts and with clinical, in- 
dustrial and preventive psychiatry. Papers report- 
ing in detail the psychodynamics of individual cases 
“often tend to conform to a regular framework of 

ic concept, and only occasionally is such 
an article found abstracted in the reviews. 

A separate chapter (68 pages) is devoted to 
Therapy. Among specific treatment media covered 
are; chlorpromazine, isoniazid, lysergic acid diethyl- 
amid, electroshock with succinylcholin, insulin, car- 
bon dioxide, and others, together with various com- 
bined measures. Neurosurgery receives consider- 
able attention in the psychosurgery section. | 

The special section on Neurosurgery is intro- 
duced by Editors Bailey and £ugar by calling atten- 
tion to the medico-legal implications of psycho- 
surgery. They take note of the order prohibiting 
lobotomy in the U.S.S.R. and also of certain stric- 
tures by the Pope on “medical experiments or re- 


236 


BOOK REVIEWS [Sept, 


— —— —ä— 


search when they entail serious destruction, mutila- 
tion, wounds or perils.” All new treatment methods, 
including the so-called “drastic” therapies are ex- 
perimental when first tried and these are indispen- 
sable to the progress of medicine; and the Editors 
remind us that the American Medical Association 
has laid down rules governing new and experimental 
procedures, which safeguard the patient and also the 
physician and others concerned. 

The vast area of modern Neurosurgery is well 
covered by the material abstracted. Prefrontal 
lobotomy is not comprehensively dealt with since 
this and kindred operations are done mainly for 
psychiatric reasons and the subject is reviewed in 
the preceding section. ? 

The diagnostic value of angiography is empha- 
sized in numerous reports, and brain tumor studies 
are abstracted from some 30 papers. 

The text of the Year Book runs to about 600 
pages (200 to each section). In addition to the 
value of the material presented, the convenient for- 
mat (5 x 73 x 1 inches), excellent printing job, 
generously illustrated in the sections on Neurology 
and Neurosurgery, and the whole fully indexed, 
make this volume the most useful ready-reference 
work in its field, 

C. B. F. 


RORSCHACH INTERPRETATION: ADVANCED TECH- 
NIQUE. By Leslie Phillips, Ph. D., and Joseph 
G. Smith, Ph. D. (New York: Grune & Strat- 
ton, 1953. Price: $9.25.) 


The Foreword frankly states that this book is 
"composed largely of statements about relationships 
between Rorschach performance and other be- 
havior,” and that “most of these relationships repre- 
sent guessed-at laws . . . best employed with equal 
parts of faith and skepticism." 

Considered in this light and not as a definitive 
source of diagnostic specifics, the text is a useful 
contribution to the Rorschach literature, repre- 
senting the extensive experience and impressions of 
the authors. It is essential to emphasize this point, 
since the title “Advanced Technique" may indicate 
to some readers that here is the last word. That 
it is not the last word can be demonstrated by state- 
ments like: “The underproduction of M represents 
the absence of empathic responsivity and may be a 
function either of a) fixation at or regression to a 
genetically low level of perception or b) a restric- 
tion of function in response to interpersonal diffi- 
culties.” This is sometimes true, but in many hun- 
dreds of cases of apparently normal persons who 
seem to be getting by, records will be given in which 
there are no human movement responses and yet 
no clinical evidence of any type of restrictive or 
regressive variant of psychopathy can be shown. 

Probably the best approach to this book, there- 
fore, is simply to accept the fact that it represents 
a viewpoint and that the authors’ statements, espe- 
cially in terms of clinical meaning, may be true 
in some cases and not in others. 

On the positive side, the authors have done a 
great deal of good work in analyzing the literature, 


particularly in discussing form levels, movement 
responses, and especially the use of color. Here they 
have not only reviewed other authorities, but haye 
interwoven their information with their own ex- 
perience and produced some really useful material. 

The section on Content Analysis is also handy, 
since it represents alphabetical classification of 
Írequent responses which can be easily looked up. 
The hazard here in adapting from the text a mean- 
ing for an individual response is higher than in any 


other section, since what may be significant to one ‘ 


person may be coincidental to another. Generally, 
such “dream book” interpretations are risky and 
this section of the book should be approached with 
greatest caution. 

The latter part of the text presents an intriguing 
discussion on general attitudes and role playing as 
restricted to Rorschach responses, and is a useful 
contribution. The section on Shock tends to suffer 
from overemphasis on timing, but otherwise is 
good. Sequence Analysis is reasonably well demon- 
strated, and the final long Case Analysis is well 
done. The authors have included some tables of 
form levels which will actually be more helpful to 
the beginner than the expert, and there is a good 
Index. 

In general, the merits of the book, outweigh the 
potential hazards—hazards which the authors of 
course cannot prevent, since they are inherent in 
students who tend to accept as gospel, any written 
word. If the title were changed to read “Rorschach 
Speculations—Our Method,” it could be highly rec- 
ommended. 

Dovcras M. Kerey, M. PD., 
University of California. 


Firms IN PSYCHIATRY, PSYCHOLOGY, AND MENTAL 
HeaLrH. By Adolf Nichtenhauser, Marie L. 
Coleman, and David S. Ruhe. (New York: 
Health Education Council, 1953. Price: $6.00.) 


This book of 269 pages contains the results 3 
study of films in psychiatry, psychology, and ment 
health from the viewpoint of the medical educator, 
the study having been conducted by the Medi 705 
Audio-Visual Institute of the Association of Amert 
can Medical Colleges. The book consists of 4 parts. 
Part I contains a gallery of scenes from a 7 0 T 
the films studied; Part II, a discussion of a 
reviewing techniques and suggestions for the tds 
zation of films in teaching psychiatry and psy‘ K 
ogy and in public education; Part III, E 2n 
largest part, reviews of 41 films; and Part bed 
index to titles of 50 other films, an index 291 
matter, and a suggested guide as to the suitabi 
for various types of audience of each film review 
in the book. x ? d it 

As films in these areas are being widely use pas 
is helpful to have readily available in perman a 
form a list of those bearing most directi 0 
aspects of psychiatry, psychology, and mental 0 
Reviews of the 41 films are lengthy, detailed, ser 
stimulating. To any one who has been cone er 
with the making of a film in one of these a UL 
who is thinking of making such a film, this 
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is of special interest. A chapter on “How Content 
and Presentation Influence Each Other” is ex- 
cellent. 

Tt is to be hoped that supplements to this volume, 
or new editions, will be issued as new films be- 
come available. More careful proof-reading, make- 
up, and editing in subsequent editions will avoid 
some minor irritating features of the present one, 
which is nevertheless highly recommended to those 
concerned with training psychiatrists, psychologists, 
social workers, teachers, the clergy, and other 
groups concerned with human relationships, as well 
as to those concerned with public education in 
mental health matters. 

Cwartes Stocpitt, M. D., 
Toronto, Canada. 


KonversioN UND REVERSION KLINISCHER NEURO- 
spn. By Hans Rehder. (Köln: Aerzte Verlag, 
1953.) 

European literature on psychopathology and psy- 
chotherapy is usually quite different from that of 
the northern part of the Western hemisphere. 
Whereas here the so-called dynamic approach domi- 
nates the field, a great diversity in basic philosophy 
and technical methods characterizes the European 
writers. 

Very little of their broad eclectic humanistic 
thinking is to be found in Rehder’s book. The 
author is a gastroenterologist who in the course of 
40 years of experience naturally has encountered a 
wide variety of neurotic patients. He, himself, did 
suffer from and has successfully overcome a neu- 
Totic affliction, He has attempted in his book to 
15 aes his experiences and to systematize them 
pus is own special theory of neurosis and into his 

8 11 55 brand of psychotherapeutic technique. 
other approached the field of neurosis and psy- 
the Tapy as if it were virginal territory, ignoring 

s contributions of the past. Unfortunately, he has, 
MEER employed familiar terms, like libido, anx- 
[RA i conversion, without using them in sense 
iosdi m y attributed to them. He fails completely 
Ene erentiate between fear and anxiety. These 
puse. together with the tendency toward 
face 95 and an unclear method of presentation 
dificult e ane of the reader and reviewer rather 
cities he nce the reader has overcome these diffi- 
1 nul find good clinical observations, inde- 
1 9 though not always clear thinking, thera- 

intuition, and a warm spirit of human under- 


Standing. 


out o essentia factor that the author tries to bring 
the EE his emphasis on the short span of 
1 ge process. Under this he under- 
9710 am a in and by which the “harmony” of a 
mony” ing lost (the author’s concept of “har- 
diced Bb something which may be best 
unimpain oe a state of emotional well-being and 
jects iie Psychological functioning). Rehder re- 
graphical Customary tendency to attempt a bio- 
motion in study. Rather, he concentrates on a slow- 
of the e vestigation of the usually very short periods 

Onversional process, when under the impact 
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of external forces the initial disturbance of “har- 
mony” takes place. The subsequent development is 
characterized by a fast sequence of various stages. 
The original disturbance of “harmony” also desig- 
nated as “provocation” results in overwhelming fear. 
The individual perceives a disturbing change in 
well-being. The interest in the outside world di- 
minishes, and the patient concentrates on his dis- 
turbed “harmony.” This stage is called “emotion.” 
Then follows a gamut of various other stages like 
“accumulation,” “error,” (the patient confuses suf- 
fering with illness), "sensibilization," “pavor,” 
“terror.” 

The author’s theory and technique concentrate on 
detailed exploration and interpretation of these vari- 
ous phases of the conversional process. Not only 
antecedent biographical factors but also constitu- 
tional elements are being purposely ignored. Under- 
standing of a neurosis and its cure comes from a 
step-by-step exploration of the conversional act. 
The leitmotiv of the therapeutic process is the 
slogan: “Who converts can also revert.” Insight 
paves the way towards reversion. The author’s case 
histories indicate that he has achieved good thera- 
peutic results with his method. 

The general psychiatric reader will find himself 
not particularly interested in this book. The student 
of the various ramifications of psychotherapeutic 
theory and practice will not want to overlook it, but 
will find his reading pleasure considerably cur- 
tailed by the above enumerated shortcomings. 

A. GarLiNEE, M. D., 
Columbia Presbyterian Medical Center, 
New York City. 


ESSENTIALS OF ABNORMAL CHILD PSYCHOLOGY. By 
Ernest Harms. (New York: Julian Press, 
1953. Price: $5.00.) 


In this book Ernest Harms presents his views of 
the psychological disturbances which occur in child- 
hood. He states frankly that his viewpoints are 
quite different from those of most psychiatrists and 
psychologists working with children, and documents 
his reasons quite extensively. 

He makes some important points with regard to 
prejudices and preferences as they influence indi- 
vidual opinion, since what is normal for one nation- 
ality or group may be abnormal for another; that 
children should not be measured in adult terms; and 
that the aim in psychotherapy is the cure of the 
cause, rather than the symptoms. 

Although he favorably reviews Adler's theory of 
the inferiority complex and the superiority complex, 
and Jung’s theories on the child’s inferior position 
in the family of adults, he is inclined to underesti- 
mate the contributions of men such as Freud and 
Gesell. This is unfortunate, because they have 
written material which has been and still is of 
inestimable value in the studf and understanding of 
the development of the child. ) 

His style is difficult, wl ich does not contribute to 
easy understanding. Some of the chapters are re- 
prints of papers Dr. Harms has previously pub- 
lished. One chapter is devoted to a detailed descrip- 
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tion of the Harms-Beth David Guidance Clinic and 
its forms. 

As a record of one man's opinions, derived from 
his own experience and not especially correlated 
with that of others, the book may serve as a critical 
résumé for readers of wide experience. EM 


PSYCHANALYSE ET ANTHROPOLOGIE. By Marie Bona- 
parte. (Paris: Presses Universitaires de 
France, 1952. Price: 400 fr.) 


The papers collected in this volume, with the 
exception of the last one, have been previously pub- 
lished by the author in psychoanalytic journals. 
Not all of them are anthropological in the narrow 
sense. The book includes some important psycho- 
analytic contributions to clinical problems; e.g., 
the study of the famous case of Mme. Lefebvre 
who killed her daughter-in-law; the case of the 
identification of a daughter with her dead mother ; 
and the paper devoted to self-aggressive activities, 
such as nailbiting. In the other articles the psycho- 
analytic approach has been applied more specifically 
to anthropological problems; the studies on head- 
hunting and on the relationship between ethnography 
and psychoanalysis are especially noteworthy. 

Rupotpa M. Loewenstern, M. D., 
New York City. 


PsvcHANALYsE ET Biol . By Marie Bonaparte. 
(Paris: Presses Universitaires de France, 
1952. Price: 400 fr.) 


Although this collection of articles is not devoted 
exclusively to the relation of psychoanalysis and 
biology, it gives renewed evidence of the biological 
emphasis which characterizes the author’s general 
approach to psychoanalysis. Of particular impor- 
tance among these valuable papers, in the opinion of 
this reviewer, are those dealing with female sexu- 
ality and its disturbances, and the short but excellent 
report on the psychoanalytic discovery of the primal 
scene. At a time when so much attention is being 
given to psychosomatic medicine, the reader will find 
much food for thought in the concluding paper of 
this volume; here Marie Bonaparte cautions against 
overenthusiasm and stresses the “limits of psycho- 
genesis.” 

RuporpR M. Loewenstern, M. D., 
New York City. 


Dm DvsrRoPHiE ALS PSYCHOSOMATISCHES KRANK- 
HEITSBILD. By Kurt Gauger. (München: Ver- 
lag Urban und Schwarzenberg, 1953. Price: 
$14.80 D.M.) 


Those who have undertaken the reorientation of 
prisoners-of-war or displaced persons will welcome 
this careful study of the various factors, tangible 
and intangible, at wórk in the dystrophic patient. 
Few of the ex-service men (the “late home- 
comers") and displaced persons treated by Gauger 
had enjoyed the freedom of movement, and indeed 
the occupational therapy, that became usual in the 
P.O.W. camps in the United States and in England 


as the war progressed; in some theaters of war 
those who had meted out scant mercy received little 
in return. How their reactions to frustration and 
social injustice come to resemble those of Michael 
Kohlhaas are strikingly shown in a reference to 
the characters of von Kleist's famous historical 
novel. 

Dystrophy is peculiarly the illness of the prisoner- 
of-war; when he is behind the wire, during the 
difficult months immediately after his release, and 
often for years, unless he is offered and responds 
to adequate treatment. For some years after World 
War II Kurt Gauger was chief medical officer of 
the clinic for returning P.O.W.’s at Fischerhof, near 
Uelzen, for long the only one of its kind in Ger- 
many, and in this book he sets out to shed light 
upon the problem of the returned man, in its 
medical-psychological aspects. Perhaps the some- 
what overworked word "problem" is in this instance 
preferable to “riddle”; for the forces here at work 
seem often deep-rooted and imponderable rather 
than readily accessible. Those who have attempted 
to rehabilitate prisoners of any kind should not rest 
until they have persuaded their German-speaking 
colleagues to translate for them some parts of this 
stimulating book. 

Gauger’s main thesis is that the returned man, 
misunderstood and misunderstanding, is sick rather 
than criminal, although he frequently finds himself 
in conflict with the Law; and the author has the 
great advantage of having been himself for a time 
a prisoner-of-war. UN 

Dystrophy has a quite banal cause—quantitative 
and qualitative undernourishment ; too few calories 
and too little albumen. The visible physical symp- 
toms are well known. Yet judges and sociologists 
are puzzled by the large number of men who, after 
they have been restored to their families, find them- 
selves in conflict with society, in the divorce courts, 
or charged with indecent assault. After a few y 
it becomes clear that the home-comer 1s unabl i ie; 
find his way back into the old world of civil f 
and that his task is rendered more eae H 5 
not recognized and treated as a sick man., 
ness senilis. in its great weight and at its many 
levels, a hidden one, undiagnosed. 5 A 

After World War II in particular, the importan 
of a nutritious diet was rightly stressed; yet met 
disturbances seemed to be “working their We PE 
in an inexplicable way years after the barbe 
had been left behind. Thus Kurt Gauger sees 


i te 
i O. W. as a collective fat 
witch almost alvays follows lar course, 


been lamed. Usually he does not feel hungry ity 
the first days of captivity, and the high morta 


of lack of nourishment, but of the den ah alter 


out of 
isonet 
his original stupor and feels 
whose urges are now concentrate 
struggle to keep himself alive. The urge d 
his hunger takes grotesque forms—all so 
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ceptions and possibilities of custom, morality, sexu- 
ality, comradeship, treachery, and even of religion 
mingle in an awful animal-like revaluation with the 
act of eating. The result is autism. He lives only 
for the moment, and is in a real sense no longer 
an individual human being: he is “a part of a 
hungering collective.” 

The family man is convinced that in the darkest 
days only the thought of his wife and children kept 
him going; yet the innumerable marital tragedies 
of the returning men indicate that already in cap- 
tivity some morbid changes in the psyche had oc- 
curred which were not extinguished by the experi- 
ence of liberation and return. “Der Dystrophiker 
bezog sich nicht auf die Frau, er bezog vielmehr die 
Frau auf sich." Gauger holds that these changes 
are partly responsible for the inability to revive old 
friendships, and the feeling that he is not under- 
stood. In a few years he may find himself with a 
"Michael Kohlhaas" problem, and this is why ob- 
jective disturbances in dystrophy patients are so 
difficult to cure. He does not see reality; he sees 
only himself. He reproaches himself or defends him- 
self where no one has assailed him: and so his jus- 
tified advancements are transformed in a tragic way 
into unjustified reproaches. 

The physical factors are thoroughly investigated, 
and explain the numerous and but slowly curable 
potency disturbances of the “pliant work-slaves.” 
These, added to the mental cramp which often ac- 
companies them, have thwarted the efforts of judges 
and social workers to remedy broken marriages and 
to rehabilitate moral delinquents. (Here L’Astenza 
Sessuale, by S. Fajrajzen, seems very relevant.) 
For men and women who have thus "gone off the 
Ug diet and support therapies are not enough. 

urt Gauger is convinced, both as physician and 
a philosopher in the wide continental meaning of 

at term, that the key lies in an understanding of 
the psychosomatic nature of dystrophy. 
R. CAMERON FLEMING, 
Dortmund-Aplerbeck, 
Germany. 


Our Common Neurosis. By Charles B. Thompson, 
M.D., and Alfreda P. Sill. (New York: Ex- 
Position Press, 1953. Price: $3.50.) 


UR 951 5 in this book derives from the early 
AU. ui in behavior analysis by the late Dr. Tri- 
Nd ON Early in the ’twenties group analysis 
ation innovation to investigate the norms and de- 
(mem m social relationships which in turn il- 
Fr ed neurotic disorders of the individual. 
9 Dr. Burrow’s (Lifwynn Foundation) social 
of in Kid was felt that neurosis is not a disorder 
milieu 1 luals, but rather, a disorder of the social 
Ber n other words the “normal” is neurotic; 
man ar a common neurosis. The basic patterns of 
Species 151555 and based on the right from his 
the ay E ylobiology. These patterns are eclipsed by 
QUAE cial dictates of the social L' complex or 
i TIBET The latter pattern, a dissociation found 
15 pn is egocentric, exclusive, autocratic, 
volves the defensive projection of interper- 


sonal affect or prejudice. Early in life indoctrination 
of the “normal” nurtures another generation of 
neurotics. Hope for correction is felt to lie in the 
preconscious phase of development wherein the 
mother-infant relationship is a physiologic unity and 
not warped by the social "I"—persona. A vestige 
of this biologically fulfilling experience as the basis 
of certain aspects of human feeling may be found to 
be a means to a less neurotic social (and individual) 


life. 
L.H: S. 


APrRAISING PensoNALITY. The Use of Psychological 
Tests in the Practice of Medicine. By Molly 
arrower. (New York: W. W. Norton, 

1952. Price: $4.00.) 


This book is an introduction to the practice and 
the resources of present-day clinical psychology, 
intended mainly for the physician who may wish to 
inform himself about the techniques of the new pro- 
fession and their potential contribution to his own 
work. It is not a textbook of techniques but an in- 
formation survey written for the members of a 
collaborative profession who have in common with 
the clinical psychologist the concern with malad- 
justed or psychologically disabled people but do not 
know about the viewpoint and the methods of clini- 
cal psychology. The book addresses itself to such 
questions as "What does the clinical psychologist 
do? What are these ‘Projective Techniques’ which 
he uses?" These and similar questions are answered 
in the first part of the book, In the second, some of 
the better-known psychological tests are being dis- 
cussed and their method illustrated by means of 
characteristic case materials. The third part pre- 
sents several case histories which serve to demon- 
strate what kind of insight the psychologist ellicits 
from his tchniques, how he reports them, and how 
they dovetail with other kinds of observation. 

In order to approach this rather imposing task 
the first and second part are put in the form ofa 
dialogue between a. general physician and a psycholo- 
gist, the third in the form of letters and case reports 
which are being exchanged between them. As far as 
the aim of this book is concerned, no other publica- 
tion in recent years has accomplished it so sticcess- 
fully, with so much circumspection and good sense. 
In fact, nobody has quite recognized before the need 
for such an introduction, obvious though it should 
be, and has worked to provide it with appropriate 
scope. While discussing the diagnostic techniques 
and procedures of clinical psychology the book out- 
lines a much greater subject: the appraisal of 
personality, its multiple dimensions and correlates. 
It proposes to discuss a specific area but in reality 
intimates something of the variety and autonomy of 
psychology. A number of charts and a clever selec- 
tion of drawings illustrate and amplify the text. 

One may not entirely agree with the author's 
selection of diagnostic devices, her approach to 
them, or her views on the profession of psychology. 
At the stage to which it has developed at present, 
clinical psychology needs disagreement and ‘some 
intrasigence. No dissension would in the least inter- 
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fere with recommending this book to all who want to 

inform themselves about the diagnostic capacities of 

clinical psychology as the one with which to begin. 
Freperick Wyatt, PE. D., 

University of Michigan. 


Tue Six SCHIZOPHRENIAS, By Samuel J. Beck. Re- 
search Monograph No. 6 (New York: The 
American Orthopsychiatric Association, Inc., 
1954.) " 


This book is a fairly detailed report of several 
researches into the psychology of schizophrenia. 
The researches are pulled together by a common 
methodology and a single frame of reference: The 
latter resulted from many hours of discussion by a 
group of psychiatrists (Grinker, Spiegel, et al.) and 
psychologists (Beck, et al.) whose main task, both 
at the beginning and end of the research, was to 
direct themselves to the question, “What is schizo- 
-phrenia?” The tentative answers resulting from 
the discussion were cast in terms of 4 major psychic 
functions: the defenses; the ego functions lost and 
primitive functions revived; the status of emo- 
tional forces; and the restitutional forces. 

A set of 120 statements alluding to these func- 
tions was drawn up. Examples are: Has little 
energy; mood depressed ; undirected flight of atten- 
tion; confused; illogical thinking; fantasy a main 
source of defense; socially well enough adapted; 
etc. These items are the basic stuff of the re- 
searches. Selected cases of schizophrenia, both 
adults and children, were described by a psychiatrist 
and by psychologists who had access to the patients’ 
Rorschach tests. The descriptions were made by 
sorting the same set of 120 statements in an ap- 
proximately normal distribution along a continuum 
from “least characteristic” to “most characteristic” 
for each patient. These descriptions were inter- 
correlated and factor-analyzed according to pro- 
cedures championed by Stephenson, who describes 
briefly the rationale of his methods in a chapter of 
the book and in an appended illustration. 

Six patterns of schizophrenia are identified by 
these procedures. Unfortunately, Beck does not 
name them but identifies them as S-1, S-2, S-3, 
SR-1, SR-2, and SG. Such labels do not foster 
communication about them. 8-1 and S-2 are said 
to be the advanced stages of the disease with in- 
tellectual disruption the most pronounced feature. 
These were not found in children under 10 years. 
S-3 is characterized by a defensive exterior and a 
brittle internal condition. SR-1 and SR-2 are “iden- 
tified by the test and not by the psychiatrist" SR-r 
features constriction, pathogenic defenses, disrup- 
tion, and self-deprivation in the total adaptation. 
SR-2 is characterized by pathogenic-withdrawal de- 
fenses, Coherent thinking, regressive fantasy, self- 
absorption in the total adjustment, and labile affec- 
tivity. SG is found oxly in children and is charac- 
terized by constricted defenses, fixed emotional tone, 
self-absorption, and little or no fantasy. SR-1 and 
_SG are said to be the early forms of the disease 
found in children, and within 5 to 9 years the pat- 


tern changes to one of the more permanent reaction 
forms S-1, S-2 or S-3. 

A book such as this is bound to provoke much 
criticism, both from the viewpoint of its method, its 
rationale, and its conclusions. For example, Beck 
distinguishes schizophrenia from psychosis, “To 
characterize a person as belonging in one of the 
six reaction patterns is not to say that he is psy- 
chotic." This will not sit well with many who think 
of schizophrenia as the prototype of functional 
psychosis. What Beck has in mind in making this 
distinction is the notion of latency. The schizo- 
phrenias "are a forecast of the kind of disorder to 
expect should the person break down to the psy- 
chosis level.” This distinction raises many more 
questions than it answers. 

Beck sees the common thread in the six schizo- 
phrenic patterns as one in which "the ego follows 
the path of least resistance." He talks of a “bie 
modality" in schizophrenia, meaning that the indi- 
vidual shows too little or too much of certain psy- 
chologic activities. These formulations do not seent 
to light up any new paths to our understanding of 
the basic question, "What is schizophrenia?" 

A sophisticated, critical reading of the book pre- 
supposes some fair knowledge of schizophrenia from 
the clinical side; the Rorschach test; and research 
design with particular understanding of the 3 
methodology of Stephenson. These criteria m 
limit the book’s appreciative audience considerabl d 
However, this is not a criticism of the bo 
merely points out directions that both poen d 
and psychologists must consider if they are to 950 
pace with the advancing field of psychopathologica 
research. There are many points of interest rais 
in the book which readers will find rewarding. 
Workers with the Rorschach test will De pan 
larly interested in both the research and diem at 
applications made of the test. On the whole, 
book has much to commend it. D 

Davin RosENTHAL, PH. Uu. 
The Johns Hopkins Hospital. 


Sacra- 
Cauirornia Sexual Deviation RESEARCH. (Sacr 
mento: Assembly of the State of California, 


1954.) 5 
This is a final report of a project authorized an 
financed by the California Legislature, € 
from 1950 to 1954. f 
It is a veritable mine of information a 
deviation. In one section there is a r ee 
special sex psychopath legislation in the 1 00 vid 
and District of Columbia. This section alone ‘atl 
be of value in other jurisdictions contemp 
islati ion. 1 
Ve cai ot the sex offenders and 11 99 A 
tims in California have been conducted on pra 
scale as to provide scientific information g with 
estimable value to every one who is eng2£ 
this problem. s DE M. Ds, 
University of Tor 
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This presentation gives a general view of 
the present status of psychiatric therapies. 
It is designed to be informative, but by no 
means authoritative, since many therapeutic 
attempts and practices have perforce been 
omitted. I shall first discuss somatic ther- 
apies and then the problems of psycho- 
therapy. 

No conspicuous progress has been made 
in insulin therapy. Variations of the tech- 
nique have been introduced, but none is 
superior to that evolved during the past 
years. The use of insulin therapy has de- 
creased progressively in recent years, prob- 
ably because it is expensive and time-consum- 
ing, and needs a great number of personnel. 
Its declining use is interesting, considering 
that it is held by many to be superior to 
electroshock treatment in many cases of 
Schizophrenia. Insulin and electroshock are 
most effective in the early phase of illness, 
when a considerable number of patients are 
helped. Unfortunately many do not retain 
this improvement. In a 5-year follow-up 
the difference between  shock-treated pa- 
tients and nonshock-treated patients is only 
slightly in favor of the former. 

; In electroshock treatment the development 
indicates experimentation with different cur- 
tents, for instance unidirectional pulsating 
currents instead of alternating ones. It is 
claimed that this form of electroshock ther- 
apy is less damaging to the brain tissue be- 
cause less severe electroencephalographic 
alterations are observed. It is also claimed 
that this form is less apt to produce memory 
Mpairment and confusion. Some of these 
claims are substantiated by some investi- 
gators, Other investigators, however, re- 
main skeptical because no convincing evi- 
dence, based on well-conducted studies with 
controls, has been brought forward to prove 
its Superiority. Some feel that, even though 
Ee sions from unidirectional current do 
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not produce as much alteration. in brain 
function as those induced by alternating cur- 
rent, they are not as intense and therefore 
therapeutically less effective. 

There is a general tendency to experiment 
with treatments less drastic than convulsions 
or insulin coma. Among those are electrical 
stinfulation, photic stimulation, COs, subcon- ` 
vulsive metrazol, and subcoma insulin treat- 
ments. None of these treatments has been 
able to supplant electroshock; their value in 
psychiatric therapy is highly controversial, 
or they are considered entirely valueless. 
More research in these fields would be of 
great interest in clarifying the situation, 
especially in defining the value of electrical 
stimulation of certain parts of the brain as 
compared with the massive diffuse applica- 
tion of electrical current. 

In addition to such procedures applied 
outside of the skull, there has been experi- 
mentation in implanting electrodes in the 
brain, especially in the septal area, and ap- 
plying mild electrical stimulation through 
these electrodes. "Therapeutic claims are 
made for this procedure in connection with 
schizophrenia and intractable pain. These 
experiments are based on controversial theo- 
retical grounds. It has not been convincingly 
demonstrated that emotional regulation’ is 
localized in certain parts of the frontal lobe; 
it is known, however, that the subcortical 
gray has as much or more to do with it than 
the frontal lobe. The procedure of implant- 
ing electrodes would be justified from a 
clinical if not from a research point of view, 
if the results were far better than those with 
other methods of treatment. This is not 
apparent, however, according to available 
reports. The cumbersomeness of the pro- 
cedure and the possible mortality rate also 
mitigate against its widespread use. Never- 
theless, investigations of stimulation of the 
subcortical gray should continue to disclose 
more about therapeutic possibilities which 
do not concentrate on the cortex but on those 
parts of the brain where emotional and 
vegetative regulation is initiated, 
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Progress has been made in electroshock 
therapy by the introduction of drugs to 
soften convulsions. Curare and the newer 
drugs—tubocurare, anectine, and others— 
are used. The newer drugs are safer than 
curare, but probably still not safe enough 
to become a standard part of electroshock 
treatment, These drugs, however, in all 
probability will in the future become safe 
enough to permit electroshock therapy with- 
out any great danger of fracture. Further 
research in this field is indicated. 

In the past few years various progndstic 
tests have been introduced based on the re- 
sponse of the nervous system to adrenaline, 
mecholyl, or atropine, and other drugs. These 
tests supposedly give reliable information as 
to the outcome of shock therapies or psy- 
chosurgery. They are important research 
tools, but their clinical use still remains very 
controversial. 

Re-examination of the role of the vegeta- 
tive nervous system in emotional disorders 
should be a major therapeutic research aim. 
New blocking agents, new stimulating tech- 
niques, and new neurophysiological regis- 
‘tration methods will enable us to do a more 
refined study on different level functions of 
the vegetative nervous system. 

A great deal of experimentation and in- 
vestigation has been done in the last few 
years to determine which operation is thera- 
peutically most suitable in specific types of 
mental cases. There are many publications 
on indications for psychosurgery, on how 
brain function relates to psychic functioning, 
and on how mental disorder is affected by 
surgery. Today there is a tendency to use 
different operations for cases of long-stand- 
ing, markedly disorganized schizophrenics 
and for chronic neurotics, or well-preserved 
schizophrenics, In the former group classi- 
cal lobotomy is still used; in the latter the 
trend is to use smaller operations, such as 
topectomy, cortical undercutting, lower quad- 
rant lobotomy, medial lobotomy, etc. The per- 
sonality damage is apparently less than with 
larger operations. The main complications 
are still the occurrence of epileptic seizures 
in about 5-20% of the cases. The thera- 
peutic results are much better with these 
modified surgical procedures in chronic neu- 
rotics, pseudoneurotic schizophrenics, and 
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well preserved schizophrenics than 
sults with lobotomy in chronic, deterio 
schizophrenics. Nevertheless, for the | 
group classical lobotomy is prefe 
the smaller operations. 

More intensive research is indica 

find a more reliable way to assess indi 
for psychosurgery and to predict its 
come. Investigations in this field hav 
onstrated that the frontal lobe d 
contain emotional "centers" which 
localized. How much one cuts seems 
more important than where one cut 
quantitative relationship between the 
of brain substance rendered inope: 
relation to mental symptomatology 
to be investigated further. Interest 
ing from the frontal lobe to the co! 
of the frontal lobe with the thalamus 
the hypothalamic areas. Most likely ft 
experimentation with a stereotaxic 
will try to find out which fiber co! 
are the most important ones in trai 
emotional impulses. Should these fib 
nections become better known, it 
possible to use smaller and more | 
operative procedures than are in use f 
The refinement of the operations would 
duce the possibility of personality da 
In the opinion of many investigators 
possibility is still present, even th 
the serious personality impairments 
the operation are not based on the op 
alone, but on the influence of the Í 
brain damage on a schizophrenic pro 
Procaine infiltration of the frontal 
also now used for prognostic and 
peutic purposes. It is too early 
whether or not this method works, 
is not clear whether repeated injec! 
procaine in the brain produce 
damage. 
There has recently been a great d 
activity in the biochemical and pharmac 
ical approach in psychiatry. An inc 
number of chemical compounds are 
which influence mental symptomatol 
varying degrees. Their value in ps 
is still not properly assessed becaus 
have been used for a comparatively 
time. The reaction of psychiatrists 
value of these drugs is characterized 
troversial opinions. Some have 
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enthusiastic reports in the lay and profes- 
sional press about the use of some of these 
drugs. Others feel that we are dealing here 
with nothing but sedatives of a different 
chemical structure than those already in use. 
As is so often the case, the truth most 
probably lies midway between these opposite 
views. New compounds such as Rauwolfia 
serpentina and chlorpromazine are very ef- 
fective in certain psychiatric conditions, for 
example, in controlling excitement states, 
reducing or eliminating confusional states, 
and in many instances in clamping down 
on tension and anxiety manifestations. In 
many cases, after the elimination of the ex- 
citement the underlying disorder still re- 
mains. The action of these drugs is fairly 
universal in excitement states, but much less 
so in anxiety and tension states. In some 
patients the response is good, and their 
anxieties are eliminated ; in others, the drugs 
do not produce any amelioration of the 
symptomatology. Likewise, some agitated 
depressions respond, but many depressions 
do not. It is not yet known why some per- 
Sons respond and others do not. The drugs 
are quite effective in acute schizophrenic 
episodes, especially if tension, anxiety, hal- 
lucinations, and delusions are present. In 
such cases these drugs are rapidly replacing 
electroshock treatment. On the other hand, 
in chronic schizophrenia these drugs in many 
Instances are not effective even though some 
Patients do show improvement. Claims are 
made in the European literature that after 
the use of these drugs for a few weeks the 
„Patients are cured and their psychoses or 
neuroses disappear. Most likely this is true 
only for a few selected patients. The ma- 
bE, are relieved of anxiety while they are 
if E the drugs, but the symptoms return 
i: "zd use is discontinued. It should also 
tide ated that these drugs have disagreeable 
tal ie partly physical and partly men- 
E 1 i o will prevent their use for quite 
T mber of individuals for whom they 
Ould otherwise be effective. 

Te ne of the new drugs, Thorazine, is of 
‘test because seemingly it affects certain 
1 1 of the brain that have something to do 
. control and with emotional and 
N ad ive regulation. This drug seemingly 
the reticular substance. In high doses 
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it produces Parkinsonian syndrones, in 
smaller doses it reduces motor activity and 
also emotional overcharge in excitement, 
tension, and anxiety states. A better under- 
standing of the way Thorazine works and 
the location of its action would contribute 
to a better understanding of neurophysio- 
logical changes linked to emotional and vege- 
tative alterations. It is also of interest that 
psychoses experimentally produced by mes- 
caline and LSD;; can be counteracted by 
Thorazine and other substances like sodium 
amyfal, Desoxyn, and several others. These 
counteracting agents are not specific; many 
different chemical compounds have the same 
effect, But if a compound like Thorazine is 
able to clamp down on the function of the 
reticular substance as an activator of the cor- 
tex, the occurrence of certain psychotic mani- 
festations can be prevented. 

We believe there are indications that in 
the next few years pharmacological psychi- 
atry will play a very great role. Various 
compounds will be offered to reduce anxiety, 
others to alter mood states. This will enrich 
our therapeutic armamentarium, especially 
in conjunction with psychotherapy. It is 
obvious that if some of these chemical thera- 
pies are successful, psychotherapy will have 
to be adapted to them, and modifications 
will have to be made in psychotherapeutic 
technique. If it is possible to reduce an 
individual's anxiety or to increase his ego 
strength with drugs, the psychotherapeutic 
procedure with such an individual will be 
different than it has been in the past. 

There is great need for a better scientific 
evaluation of the effectiveness of psychiatric 
therapies for the mentally ill. Lack of such 
evaluations constitutes a handicap which 
limits progress in treatment, and makes it 
difficult for psychiatrists to work with a 
confident sense of direction. The literature 
presents considerable data which may be 
interpreted clinically as being for or against 
the effectiveness of certain therapies, but 
very often, even after a long time, no firm 
conclusions have been reached. Moreover, 
some of the methodology*or standards under 
which such evaluations are made are open 
to criticism. There are very few follow-up 
studies, and those that have been made are 
often inadequate, not only quantitatively in 
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that too few patients are followed, but also 
qualitatively in that the supposedly improved 
patients are not seen by psychiatrists, but 
are reached only by questionnaires. We also 
lack a comprehensive methodology of evalu- 
ating improvement in a patient. Criteria of 
improvement are judged by different psy- 
chiatrists in different ways, because there is 
no agreement as to criteria. For example, 
one psychiatrist judges a patient’s improve- 
ment on social adjustment, another on sexual 
adjustment, and a third on insight. Some 
use descriptive manifestations, others special 
psychodynamic formulations which vary 
with the different psychodynamic schools. 
Some are satisfied if the patient returns to 
the premorbid level of adjustment, others 
would expect a complete reconstruction be- 
fore they would call the patient recovered. 

The lack of evaluation of therapy is es- 
pecially conspicuous in the realm of psycho- 
therapies. The efficacy of many of these 
therapies rests on belief, not on scientific 
factual evidence. There have been very few 
systematic attempts to evaluate claims con- 
cerning psychotherapy. In fact, there is 
virtually no precedent for studying effects 
of psychotherapy in any form of mental 
disturbance by a control design. The opinion 
is often expressed that no form of psycho- 
therapy can ever be evaluated by a control 
design because of the irreducible differences 
between patients and therapists, the multi- 
factorial and intangible nature of the thera- 
peutic process, etc. Just because of these 
doubts experiments in evaluation of psycho- 
therapy are urgently needed. Should it be 
demonstrated that evaluation of psychother- 
apy is possible, then the very important next 
step will have to be taken, namely, a com- 
parative evaluation of different forms of 
psychotherapy, What kind of patient needs 
what kind of psychotherapy, which one will 
benefit most from a certain form of psycho- 
therapy are unsolved issues. Conclusions 
about short psychotherapy versus prolonged 
psychotherapy, symptomatic psychotherapy 
versus reconstructive psychotherapy are 
based on subjectivé clinical impressions, not 
on scientific evaluation. 

Some progress, however, has been made. 
The American Psychoanalytic Association 
is interested in follow-up of patients under 


PROGRESS IN PSYCHIATRIC THERAPIES 


[Oct. 


treatment, and also in organizing projects 
to evaluate therapies. Some such evaluative 
projects could be organized in such a way 
as to cross-validate a number of tests and 
assessment procedures, diagnostic and prog- 
nostic. No tests or rating scales or even 
clinical judgments of staffs have ever been 
systematically validated for a long-range 
follow-up of patients. We have very little 
information on the predictive value of rat- 
ings and clinical judgments. Some of the 
intended projects would permit us to validate 
judgments of clinical staffs against the judg- 
ment of an outside evaluating agency, assess 
rating scales against clinical appraisal, assess 
the reliability and validity of psychological 
tests in comparison with clinical judgments 
and rating scales, validate prognoses based 
on either clinical judgments or tests and 
rating scales. Such studies are, of course, 
difficult to organize and they are expensive. 
However, we hope that they will be at 
tempted. They will have a very great effect 
on the theory and application of psychiatric 
therapies. 

Progress has been made in defining group 
therapy more sharply. Many different. forms 
are still used, and for this reason it is very 
difficult to assess and compare success and 
failure with this form of therapy. Inter- 
action in a group situation, transference, 
and countertransference between the mem 
bers of the group and the therapist have 
been studied rather intensively in the last 
few years. Studies of this kind will give e 
a better understanding of group psychology 
which in the past has been patterned d 
much on individual psychology. It is [^ 
parent that in the group situation psyc k 
manifestations occur which are differen 
from individual psychic interactions n 
should be differentiated from them. F pr 
stance, the paranoid behavior of an AD 
vidual and the paranoid behavior of a 11 
group, even though they show similarittes 
differ in many essentials. fo 

Indications for group therapy have tft 
been studied. It has been assume i 
group therapy is applicable when 2 d 
number of cases have to be treated 2 11 i 
individual therapy is available, wo ae 
vidual therapy is not successful, and cot 
when the patient's impairment of fum 
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ing is essentially in a social situation. It is 
obvious that indications for group therapy 
versus individual therapy will have to be 
studied in more detail. The controversial 
issue of whether group therapy is as ef- 
fective as individual therapy will have to be 
resolved, This is an issue about which a 
great many psychiatrists have doubts. It 
is already apparent that we cannot say that 
one or the other of these therapies should 
be used; we must decide what kind of pa- 
tient, in what constellation, would benefit 
more from group or from individual ther- 
apy, or from the application of both simul- 
taneously. The application of group and 
individual therapy in different phases of a 
patient’s treatment probably would be the 
most satisfactory solution, or group therapy 
after individual therapy, to clarify the pa- 
tient’s ability to handle social situations in 
a group setting. The use of group therapy, 
especially in child psychiatry, merits special 
attention, Many papers on group therapy 
indicate a tendency toward elasticity in ap- 
proach. This elasticity, however, should not 
go so far as to permit a chaotic application, 
without goal, of any technique a therapist 
may think of. 

In the last few years progress has been 
made in the application of psychotherapy 
and psychoanalysis. It has become apparent 
that the same treatment technique cannot be 
applied in all psychiatric conditions and that 
It is not possible to apply the same treatment 
with only slight modifications in markedly 
divergent disorders. It has been found that 
many of the older descriptive diagnostic 
designations, although not accurate in every 
Tespect, nevertheless indicated syndromes 
with different reaction potentials to therapy. 
m Special treatment techniques are 

Olved for schizophrenics, psychopaths, 
nm reactions, various personality dis- 
9 alcoholism, and a number of other 
opi itions. The differences are most con- 
in 8 95 in the treatment applied essentially 
ae neuroses and in the treatment of 
1 oean In the latter patients psy- 
15 LEY which utilizes analytic principles 
Rid Interpretation and motivation is more 
0 more ego: supportive, and more en- 
it the ent-manipulative than is customary 

neuroses. In connection with these 


treatment modifications, it has become ob- 
vious that the function of the ego must be 
studied; even though progress has been 
made in its delineation and on its function, 
we are still very far from being able to 
understand how the ego integrates and regu- 
lates the different psychic forces. Further 
investigations of the function of the ego in 
relation to therapeutic manipulation will be 
of paramount importance. It should be em- 
phasized that there is an increased tendency 
to incorporate “common-sense” therapeutic 
measures into the treatment of many psy- 
chiatric conditions, especially in the special 
conditions mentioned above. Such measures 
have been used in a non-codified form for 
a long time. Now they can be integrated 
and refined in connection with psychody- 
namic observations made on such patients. 

The integration of different therapeutic 
measures in a special condition, for instance, 
alcoholism, into a composite treatment has 
yielded much better results than were for- 
merly obtained. Many alcoholics today re- 
ceive individual or group psychotherapy. In 
addition they are linked to Alcoholics Anony- 
mous with its very powerful social group 
forces, and they also use antibuse to prevent 
drinking on a psycho-chemical level. The 
present treatment of alcoholism shows how 
the different facets in psychiatry—the so- 
matic, the psychological, and the social—can 
be used simultaneously to control a condition 
which probably would not yield comparably 
good results if treated alone by one or an- 
other of these methods. 

The progress made in the last few years 
in the feld of psychotherapy may be sum- 
marized in the following 12 points. It is 
not feasible to discuss these points in detail ; 
they are presented only in very broad 
outline. 

1. It is increasingly recognized that theory 
and practice in psychotherapy or psycho- 
analysis are not identical. This recognition 
has resulted in a tendency to objectify the 
therapeutic process with recorded interviews 
and observations of the therapist at wotk, 
in order to find out how psychotherapy 
looks in action in distinction to what the 
therapist thinks is going on during the 
session. 

2. A search is being made for a common 
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denominator in the different psychotherapies. 
Further research in this area is strongly in- 
dicated. Different schools have very diver- 
gent theories about the functioning of the 
human psyche; nevertheless they claim the 
same therapeutic results. If it should be dem- 
onstrated that one of the psychodynamic sys- 
tems is superior to others, we would be able 
to discard the less effective ones. If, however, 
it should be shown that all these different 
theoretical systems are similar in therapeutic 
action, then we would know that the theo- 
retical constructions are not as importar as 
some unknown common denominator in ther- 
apy. This common denominator may be the 
skill, experience, and emotional attributes of 
the therapist, rather than the framework 
within which he works. It is also possible, 
however, that forces which are not yet eluci- 
dated are operating in psychotherapy. 

3. Psychotherapy, regardless of its specific 
theoretical foundation, has become more 
comprehensive in a sense that the different 
facets of psychic functionings are given con- 
sideration in therapy. It has become apparent 
that the conflict is not as important in the neu- 
roses as the inability or ability to handle it. 
Originally in psychoanalysis the instinctual 
forces of the id were emphasized; later on, 
the ego. The conscious behavior of the indi- 
vidual, as well as his unconscious, is fully ap- 
praised today. Besides the sex drive, the 
power drive is investigated. The dynamics 
take into consideration the individual’s social 
goals, his past adjustment as much as his 
present adjustment. Both the organismic dy- 
namics and the social dynamics are given con- 
sideration. 

4. An increasing amount of investigation 
is being done on transference and counter- 
transference, and their roles in psychoanaly- 
sis and psychotherapy. In this field progress 
will be made if, in addition to the emotional 
relationship under investigation, the ability 
of two interacting persons to communicate is 
better understood. 

5. The assets of the patient are taken 
into consideration to a much greater degree 
than in the past, when the main investigation 
concentrated on the liabilities, 

6. There is a much greater awareness than 
in the past of the limitations of psychother- 
apy and psychoanalysis. Two resultant trends 
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are discernible. On the one hand, there is a 
tendency not to accept statements that the pa- 
tient is noncooperative or schizophrenic or 
constitutionally inferior to other patients in 
his ability to participate in psychotherapy, 
but to try to evolve treatments suitable for 
patients whose resistance is comparably much 
more marked and much more deeply rooted. 
On the other hand, it is recognized that in 
many patients somatic therapy will have to 
be used to cut through depression, panic, and 
other emotional states which prevent the pa- 
tient's fruitful cooperation in psychotherapy. 
The therapeutic goals are also more realistic, 
in not expecting a complete reconstruction of 
every patient, and in accepting more modest 
therapeutic goals. . 

7. Insight is not stressed as much as for- 
merly. It is recognized that insight into con- 
flicts, although it can be conveyed verbally 
and even emotionally, does not necessarily 
mean an improvement in the patient in re- 
spect to handling of the conflicts. 

8. A more reverent attitude than in the 
past is evident about the forces that operate 
in a psychotherapeutic cure. What these 
forces are is admittedly often unclear, even 
when dynamically every facet of the case 1s 
apparently explained. j 

9. There is greater awareness of the social 
environment and its fostering or retarding 
effects on psychotherapy. j 

10. It is increasingly realized that etiology 
and motivation are not the same. Motives 0 
a patient's behavior in action can be investi- 
gated and satisfactorily explained, but this 
explanation does not necessarily mean that 
the etiology of the disorder is then cleat. : 

II. A constant re-examination is being 
made of fundamental theoretical concepts 1 
they pertain to therapy. This should lead ; 
clarification of old concepts—relegating 50m 
to the realm of psychiatric archeology; dd 
making the theoretical structure on T 
psychotherapy is based clearer, simpler, 
more comprehensible. A 

12. The gap between psychoanal E 
psychotherapy is closing even though 1 
lation between the two is still a very com 1 
versial question. Some psychoanalysts emp i 
size the chasm between psychotherapy 101 
psychoanalysis and others stress the comm 
operational background and technique. 
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In the field of psychosomatic medicine, in- 
tensive research is going on in many places. 
It is an established fact that emotional factors 
play an important role in a primary or in a 
contributory way in many organic disorders. 
It is not clearly known, however, in which 
disorders the emotional participation is sec- 
ondary and in which the emotional factor is 
paramount or primary. It would be impor- 
tant to differentiate the disorders of the 
second group more carefully from those of 
the first. Even though it is basically correct 
that emotional components are present in any 
disease, this concept carries the intrinsic 
danger of diluting the application of psycho- 
somatic tenets to such an extent that some 
of the specific observations which have been 
made in a special group of disorders will be 
lost, However, the contributions of psychi- 
atry to general medicine should not be mini- 
mized. These contributions are growing and 
are already influencing some of our concepts 
on etiology, organismic behavior, and adapta- 
tion which formerly did not give considera- 
tion to the emotional factors. 

Some of the therapeutic research in this 
field is preoccupied with psychodynamic for- 
mulations and in much of this work we can 
clearly see that there is very little relationship 
185 se between the dynamic constellation and 

e physiological function. The meaning of 
15 symptoms remains purely psychologic, al- 
though the effect of the stimulation or tension 
is physiologic. If we study the tension pro- 
enon and discharge of the organism we 

that we are dealing with physiological 
10 1 which relate only in general terms 
i e subjective meaningful experiences of 
e Pus This part of the research is 
10 la 4 preoccupied with studying physio- 
es deviations based on emotional changes 
d 1 anger, anxiety, and hate. Linkages to 
ee subtle psychodynamic elaborations 
n. er, are usually difficult to make. There- 
15 f still continues on parallel lines 
x iR So continue until a new methodology 
ee ved which will make'it possible to dem- 
ded ate essentially where the junction is 
m ope between these two mechanisms, 
. motivational one and the physio- 
itas one. One of the great difficulties here 
we dus do not have adequate measure- 
He or emotions. The quantity of an emo- 
and its discharge toward the periphery 


is very important in producing clinical symp- 
toms. Many of the psychosomatic disorders 
do not become manifest until the emotional 
charge reaches a certain quantity. 

From a therapeutic point of view, many 
problems will have to be examined. To men- 
tion a few: Why is a particular organ selected 
in a psychosomatic condition? What happens 
if the vegetative nervous system stimulation 
of an organ system is blocked? Will this 
person now develop another psychosomatic 
sickness or another form of neurosis, or will 
heéremain cured? Re-examination of the 
contention that certain emotional conflicts 
or psychodynamic constellations are specific 
in affecting a certain organ system is impera- 
tive. Many investigators have grave doubt 
that such correlations exist in a clear cut way. 

In many individuals shifts occur from one 
region of the body’s functional system to an- 
other. These shifts occur under the pressure 
of psychic events and are seemingly random 
displacements. But, if the results of recent 
investigations are. confirmed, it appears that 
they follow well-defined courses. For in- 
stance, shifts from muscle to skin or other 
secretory activity manifest themselves more 
frequently when muscle action is able to be 
activated and then undergoes inhibition, or 
when rage reactions are inhibited and weep- 
ing takes its place as a means of discharging 
tension. 

The alternation between psychotic manifes- 
tations and psychosomatic symptoms is also 
of great interest. Tt has to be stated, how- 
ever, that many patients have psychotic mani- 
festations and psychosomatic symptoms si- 
multaneously and that this group is most 
likely larger than the group in which the psy- 
chosomatic symptoms alternate with the psy- 
chotic ones. 

Psychiatry, during its development, has 
stressed different aspects of the functions of 
the individual. It started with the investiga- 
tion of the pathology of the nervous system 
and the internal milieu of the organism, and 
later on moved on to investigate the external 
milieu, the social and quitural influences, as 
determinants of human behavior. In the 
future our aim should be to better integrate 
these two aspects of psychic functioning in 
order to evolve a more comprehensive and 
more effective therapy- 
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Before discussing the community stake in 
mental health, I wish to make a plea for per- 
spective in view of the evening’s topic, 
“Maintaining Stability in a World of Ten- 
sions." 

Strained relations between the Western 
World and Communism produce tensions in 
us. Political and domestic unrest cause cpn- 
cern. However, for perspective, one need but 
refer to news headlines of approximately 
100 years ago. The front page of the papers 
at that time remind us that Russia and Eng- 
land were at war in the Crimea. Trade rela- 
tions with Japan were featured in the paper, 
and the results recorded in history as Ad- 
miral Perry’s opening the ports of Japan. In 
1857, the Supreme Court rendered a decision 
having profound effect on race relations, now 
known as the Dred Scott case, and the news- 
paper reports state, “that negroes, whether 
slave or free, that is, men of the African 
Tace, are not citizens of the United States by 
the Constitution.” They also report, “Con- 
gress has no power to enact legislation rela- 
tive to the persons or property of citizens of 
the United States in a Federal territory, 
other than such as the Constitution confers.” 
The March 7, 1857, New York Times, con- 
tains an article in which one of the subhead- 
lines reads, “Aid from Russia to China and 
Persia” and “Worries About a War in the 
Persian Area.” Other stories reflect grow- 
ing tension between the states, which finally 
led to the War Between the States, Such 
items remind us that tensions are not new 
in the world, nor will we see a time when 
tensions are not present. 

The goal of a Mental Health Program is 
to develop a population with character strong 
enough and resilient enough to adjust to the 
demands of their particular environment, or 
failing to find satisfaction, to take construc- 


1 Read at the Joint Meeting of the Atlantic County 
Society for Mental Hygiene and The American 
Psychiatric Association, Atlantic City, N. J., May 
1955. 

? Commissioner, Department of Mental Health, 
Massachusetts, Clinical Professor of Psychiatry, 
Harvard Medical School. 
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tive steps for improvement. The citizens of 
a community have responsibility for success 
or failure of the program. One cannot dele- 
gate the responsibility for building a stable, 


moral, mature society, to a Child Guidance ' 
Clinic, a Recreation Program, or a Youth ` 


Service Commission. 

The behavior of any individual in any 
community is the result of the desires and 
needs of the person, as expressed with the 
resources and demands of the community in 
which he lives. Thus, behavior is a person's 
solution to the problem of living at that mo- 
ment in the community. Adaptation will be 
more constructive and will improve as the 
individuals within the community become 
more mature, and more understanding of hu- 
man needs. A person developing anxiety 
and discontent in a situation, often attempts 
to solve it by activity. Whether this activity 
is of a constructive or destructive sort of 
shows inconsistent mixtures of both, will de- 
pend in part upon the over-all stability, 
knowledge, and experience of the persons 
participating in community leadership. Rest- 
less, discontented persons, look for a person 
with whom they may identify, persons wi 
whom they may feel some emotional Es 
change, and may as a result of such identi 
cations, develop ideas and beliefs that v 
principally determined by the leader. 
people learn by doing, and as knowledge 9 
what is stable and constructive sp 
through a community, more persons will i 
developed with a capacity for leaie 
more persons will be developed with a A y 
to select a stable leader to guide them. n m 
persons living in a healthy community, d 
tend to work out their problems in a healthy 
way. The reverse is also true. 7 

One can offer many examples. A 1 
one is: If the social leaders in the ore 
nity spend all their free time at the ds 
drinking and playing bridge, the res i 
footloose housewife will tend to do the ee 
If the emphasis is on working on onei A 
campaigns, volunteer work at hospit: gi 
schools, literary clubs or golf, the res 
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person will tend to do the same, to be in- 
cluded as one of the group. The importance 
of general community participation in all 

es of constructive activity cannot be over- 
emphasized. There are many facets to be 
represented by volunteer workers, PTA 
workers, recreational workers, and others. 
We may now profitably limit further discus- 
sion to the specific elements of a community 
mental health service, bearing in mind that 
this is only part of over-all community activ- 
ity, and must be well intergraded with other 
services. We have said, the goal of community 
mental health services is to prepare people for 
living, to promote health. It should aid in 
the development of resilient character among 
the population, so that the vicissitudes of life 
may be handled. It may prevent disease. It 
has specific functions, some of which are: 
(t) The detection of maladjustments or 
emotional crisis, often noted in the behavior 
of children in the classroom or adults at 
work. These early points of tension should 
be observed, and if possible, worked out. 
(2) Consultation with school teachers, guid- 
ance counsellors, school psychologists, physi- 
cians, health nurses, judges, the clergy, and 
other key persons to promote healthy atti- 
tudes in the community, and to improve 
areas in the community that foster discontent 
and tensions. (3) Persons who are develop- 
ing mental or emotional illness should have 
treatment. If their finances are such that 
private physicians may not be used, treat- 
ment should be available in the mental health 
Service or clinic. This clinic should be dy- 
namically oriented, should be coordinated 
with the local hospital services, including 
general hospitals and private and state men- 
tal hospitals, 

Service offered by the Mental Health Cen- 
ter varies from skilled psychotherapy to edu- 
cation in general health principles. For ex- 
ample, in a general way they may teach parent 
ER that parents of both sexes should give 
E and guidance to children, and demon- 
i ate how a child’s behavior often imitates 
. and at times, a teacher. Teachers, 
ius Workers, court workers, nurses, the 
seda and others, are taught that in their 
1 mary work they can provide the under- 
ae guidance, and emotional support 
eu children. need and, in some instances, 

lacking in the home. There is no at- 


tempt to make psychotherapists of these 
people. We do like to demonstrate, that a 
school teacher, who does her job well, who 
likes children, and who likes teaching, pro- 
vides an excellent medium in which a child 
having difficulties in his personal relations 
at home, can work out many of his problems 
and adjust satisfactorily, without developing 
symptoms. We encourage the school psy- 
chologists to work more closely with the 
teachers, and the teachers to look to the 
school psychologist for guidance. In my 
opinion, a great force for mental health 
would be more training in these principles 
for persons in colleges and universities, what- 
ever major course of study they elect. 

These clinics are basically health opera- 
tions, and the person in charge should be a 
physician well trained in dynamic psychiatry, 
experienced in working with communities, 
and with a definite understanding of his role 
as a therapist. In his role of administrator, 
he seeks consultation from persons trained 
in sociology and business. He will need the 
collaboration of a clinical psychologist, a 
psychiatric social worker, and a person 
trained to work as a health consultant with 
many agencies in the community. In my 
opinion, the clinic must be operated by the 
community. If it does not have its origins 
in the community, it will serve only as an- 
other source of tension within the com- 
munity. Persons at the state level may offer 
advice, consultation, and supervise the more 
professional aspects of the program, but the 
budgeting, the organization, the actual gov- 
erning of the clinic, should be done at a 
local level. In Massachusetts, when a com- 
munity approaches the state Department of 
Mental Health, asking for assistance in es- 
tablishing a clinic or area mental health oper- 
ation, we send a man to the area who is 
skilled in coordinating and surveying com- 
munity resources. He, with responsible per- 
sons in the area, surveys the resources of the 
community. We insist that the clinic be 
operated by a local board with broad com- 
munity representation. We require repre- 
sentation on the board by the school depart- 
afe agency, the medical 


ment, a court, a welf. 3 
society, the clergy, and business. We take no 


hand in the organization of this group, and 
the usual pressure tactics that go on in a 
community are handled by the local group in 
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their own way. The local communities sup- 
ply quarters and the office overhead, includ- 
ing secretarial help and equipment. When 
this is ready we supply the professional team, 
a psychiatrist, a social worker, a clinical 
psychologist, and a mental health consultant. 
The local board, organized by the above 
group, interviews the staff as to personal 
suitability for their particular community. 
We merely supervise the professional com- 
petency of the candidate. The local group 
takes full responsibility for deciding whether 
the office shall be in a local health unit, a 
school administration building, a general 
hospital, or a separate building. We have 
examples of each. The local board deter- 
mines the economic eligibility for admission 
to the clinic and what the charges shall be. 
It collects these fees and spends the money 
for expanding clinical services. It han- 
dles all the innumerable local problems of 
public education and interpretation of the 
clinic to the people in that community. This 
may seem the hard way to do it, but I believe 
that a clinic must belong to the community 
to operate effectively. When we find a pri- 
vate clinic operating in an area, we do not 
set üp in competition, except in the metro- 
politan areas where added services are 
needed. Where needed, we augment the 
services of the private clinic by assignment 
of personnel, or by assigning available fed- 
eral funds. I would like to emphasize that 
the program must have its roots in the homes 
of the community to be effective. It must 
grow within the area, and the state’s role 
must be that of encouraging, consulting, and 
augmenting resources. 

The community should feel responsibility 
for its local mental hospitals. This can be 
accomplished by working on volunteer pro- 
grams, serving on the board of visitors, by 
being familiar with the activities within the 
hospital, helping the rehabilitation service 
find suitable jobs for patients recovering, and 
interpreting the functions of the hospital to 
the other people in the community and to 
the members of the legislature. The com- 
munity should insist that legislators from 
their area be familia? with all of the health 
resources in the community, their various 
needs, and possibilities of improvement. 

The public generally fails to realize the 
serious and complicated problem posed by 


our present system of mental hospitals, They 
are familiar enough with the fact that the 
hospitals are old, overcrowded, short of help, 
and expensive to operate. The more consci- 
entious citizen has feelings of guilt because 
he has taken little interest in the hospitals. 
He shuts his eyes and will not look over the 
walls to see what goes on .inside. Attempts 
to break down the walls and interest the 
public in the hospital, and intergrade the 
functions of the hospital in community af- 
fairs, has resulted in anxiety and a moderate 
degree of success, Persons informed know 
that much remains to be done. It is glibly 
assumed, that training additional people and 
supplying additional sums of money would 
solve this problem, and seldom do people 
making such statements bother to figure 
what actualities are involved. The economic 
picture alone is discouraging, although per- 
haps not insurmountable. For example, in 
Massachusetts, if we raised our average daily 
cost to $18 per day, which is the approxi- 
mate cost of the operation of our Boston 
Psychopathic Hospital, the full operative ex- 
penses of our department would be more 
than $200,000,000 per year. When one con- 
siders the total state budget for Massachu- 
setts is $287,000,000 per year, it becomes 
obvious that to increase the bill for mental 
health this much, would result in serious dis- 
locations in the total tax and economic struc- 
ture of the state. Perhaps this could be 
borne, perhaps not, I am not a fiscal expert 
However, it is obvious that it could not be 
approached lightly, and the competition © 
industry with low tax areas would be seri- 
ously handicapped. If such course i 
projected on to a nation-wide framework 
the total cost would be something in excess 
of $400,000,000. This is only a little pu 
than our foreign aid program and perhaps 
could be borne. When, however, one con 
siders that money helps only when the ris 
can be constructively spent, we are le d 
the problem of availability of trained pe 

sonnel, Here, the picture gets grun ^. 
of us blithely recommend the training ob 
ditional physicians, nurses, psychologis 0 
and social workers. However, persons br 
are experts in manpower, tell us that the a 
mand for trained professional persons : 
these fields, in addition to demands nod 
neering, physics, and business, exceeds 
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persons available with sufficient intellectual 
and emotional capacity to participate in these 
programs, in either the training or opera- 
tional phase. Additional trainees must be de- 
veloped from “the unused reserve” by the 
educational facilities below college level. In 
our own Psychopathic Hospital, the ratio of 
physicians to patients is about 1 in 5. This 
provides for the intensive treatment of every 
patient coming there, for the operation of a 
large outpatient department, and for the 
participation in active research and teaching 
of every member of the staff. If I projected 
this staffing pattern on to my entire system 
of hospitals and schools, the entire member- 
ship of The American Psychiatric Associa- 
tion would nicely fill my needs, with 2,000 
left for New Jersey. Such unpleasant specu- 
lation makes it imperative that our efforts be 
broadened, in addition to the present ones 
of attempting to increase the numbers of 
trained personnel, and to increase our ap- 
propriations for the operation of these hospi- 
tals. Certainly these efforts must continue 
unabated and be expanded wherever possi- 
ble. In addition, however, the time has ar- 
rived when we must begin to participate in 
some serious re-examination of the whole 
concept of the mental hospital, and of our 
present concept of the best way of treating 
these patients. Much thought has gone into 
this subject in many areas, and much radical 
experimentation is necessary. 

In Massachusetts, our state hospitals, 
especially the Boston Psychopathic, Boston 
State and Metropolitan, are involved in re- 
Search of this type. 

We know that intensive outpatient ther- 
apy, with provision for good social service 
Supervision, can keep many psychotic pa- 
tients out of hospitals during the entire 
Period of treatment. We know that a flexi- 
ble “day hospital” plan, a “night hospital" 
Plan and a good rehabilitation program, can 
in for many other patients after a brief 
a lal stay in the hospital. It is our impres- 

" that relapses are less ffequent in patients 
" 8 receive most of their therapy while they 
Put community, and come to the hos- 
dub aily for treatment. We believe that 
Bal ion to the hospital environment, with 
e of the paramedical personnel in 
aes p therapy and in therapeutic ward en- 

nment manipulation, can do much with 
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both acute and chronic patients. Special at- 
tention to geriatric cases reduces nursing 
care required, and permits many to return 
to the community, although few become self- 
supporting. We know we are sending more 
patients home, and many of those remaining 
are less disturbed, and hence, easier to care 
for. We have hopes that reserpine and 
chlorpromazine will make distürbed patients 
even more accessible to psychotherapy and 
the ward manipulation techniques. This all 
costs money, but we are not accumulating 
patients in our mental hospitals in Massa- 
chusetts, in spite of the fact that we have 
many geriatric patients entering, and that 
our admissions increase each year. ^ 

This is not the forum for lengthy discus- 
sion of these topics. It is the responsibility of 
the citizens of the community to understand 
the need for such experimentation, and to 
lend it their physical and moral support as it 
is undertaken by their various state officials. 
It is conceivable that new methods may be 
developed for the care of the seriously men- 
tally ill, and for those cases requiring con- 
tinued treatment, that would be much more 
effective and much less demanding, in terms 
of highly skilled professional personnel. One 
cannot sensibly envision a program that 
would not be under the direction of medically 
psychiatrically trained persons, but it is pos- 
sible to conceive of programs making a 
higher and more effective utilization of less 
skilled persons in many activities from which 
they are now excluded. 

It is my opinion that persons participating 
actively in community affairs and taking an 
active interest in constructively promoting 
them, will in this very activity contribute 
substantially to their own mental health and 
stability. A community actively working at 
promoting and operating worthwhile proj- 
ects, will be a community as free of serious 
tensions as is possible to achieve in this 
world. The petty quarrels and “politicking” 
over the minor details of operation of the 
projects, provide an excellent outlet for ac- 
cumulated hostilities. Mental health for a 
person or a community, cannot be achieved 
by founding a clinic or a recreation program. 
Mental health for a person and a community 
can be achieved by living in a mature, toler- 
ant way, and by working off excess energies 
in constructive work or harmless hobbies. , 
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The need for a standardized, workable 
method of evaluating the results of psycho- 
therapy and social casework has been ex- 
pressed by many clinicians. Our interest in 
this field developed while 2 of the present 
authors were engaged in a study of “Evalua- 
tion of Psychotherapy"(36) at the Magsa- 
chusetts General Hospital. At that time a 
survey of the literature dealing with the re- 
sults of psychotherapy revealed that there 
were certain areas that were almost always 
considered for evaluation. Although handled 
in a variety of ways, they could be catego- 
rized as personality integration, physical and 
mental symptomatology, and social adjust- 
ment. Our interests lay in developing a 
system of evaluating those data which we 
considered to be pertinent only to the assess- 
ment of social adjustment, and we turned our 
attention over the past 2 years to the formu- 
lation of a scale to measure social adjust- 
ment. 

The contributions of Meisels (34), Masser- 
man and Carmichael (31), Reusch (41), 
Bowler and Bloodgard (3), Roe and Burke 
(40), Hunt(23), Blenkner(2), Cabot(9), 
Glueck(6), Heckman and Stone(18), Hoch 
(19), Horst(22), Mudd(38) and others 
were very helpful. However, our approach 
was: (1) to define social adjustment with 
more precision and closure; (2) to use a 
theoretical scheme which could provide the 
framework for an integrated approach; 
(3) to select the behavior to be observed for 
evaluation within that framework and not 
on an ad hoc basis; (4) to provide a scale 
with explicit norms and criteria of devia- 
tion from those norms in terms of inde- 
pendent variables; (5) to determine the 
method of application of the scale; (6) to 
differentiate between levels of adjustment 
and movement between levels. 


2 
DEFINITION OF SOCIAL ADJUSTMENT 


The term social adjustment can be con- 
sidered as either a “process” or an “evalua- 
tion.” As a process, social adjustment is a 
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dynamic concept that includes both doing 
and feeling. It is the ongoing activity by 
which a person attempts to satisfy his needs 
in terms of his roles in his position in society, 

When the term is considered as an evalua- 
tion, it deals with how well the process of 
social adjustment is accomplished. Since any 
evaluation necessarily implies the existence 
of norms, in this case the norms become the 
standards of performance and attitudes 
which are included in patterns of expected 
behavior as determined by the society. Thus, 
for our purposes, the term social adjustment 
can be defined as the degree to which a per- 
son fulfills the normative social expectations 
of behavior that constitute his roles. i 

This definition is derived from a definite 
theory of social action(38). We shall discuss 
this theory briefly in view of its importance 
in the formulation of the above definition, m 
the selection and categorization of data, and 
in the method of evaluating those data. 


THEORETICAL SCHEME 


While it would seem possible for a person 
to satisfy his needs in an infinite variety 0! 
ways limited in number and kind only by 
the restrictions imposed by his own capaci 
ties and by the physical environment, this 1$ 
not the case. The individual lives in an 12 
going society which has certain needs Es 
must be satisfied if it is to continue its exis ü 
ence. To accomplish this, society institu 
tionalizes" the goals of its members, b 
certain ways of doing things are made b i 
mate, and these stabilized patterns of be 
havior subsume both the needs of the society 
and the needs of its members. Because e 
are legitimate, the members of the society 2 
expected to behave according to the patte is 
that society presents to them. Conformity 
enforced by both the individual's own B 
tive motives to conform and by the sancti 
imposed by others. 3 2 

En individual by virtue of his po 
in his society has various statuses that be a 
to him and that are defined by rights ant 
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obligations which include both performance 
and attitudes toward that performance. The 
rights and obligations pertinent to each status 
of an individual determine what society can 
legitimately expect of him. On the one hand, 
they determine the standard against which 
his actual behavior is measured. On the 
other hand, they determine what legitimate 
alternatives of behavior the normal indi- 
vidual can choose in order to satisfy his 
needs. 

One way of perceiving the relationship be- 
tween the individual and his statuses is to 
observe how he plays his roles. The role 
is the dynamic link between the individual 
and his status. It is the performance of those 
rights and duties that define the status. The 
action necessary to the execution of patterns 
of expected behavior constitutes the enact- 
ment of the role and links the subsystem of 
the actor as a psychological behaving entity 
to the distinctively social structure compris- 
ing the legitimately stabilized patterns of 
expected behavior. The patterns of social 
expectations have 2 factors as major foci: 
performance and affect. Performance is the 
objective factor and deals with the observa- 
ble enactment of the role. Affect is the sub- 
jective factor and deals with the attitudes 
a person has toward his performance of a 
tole. Affect is logically related to the per- 
formance of roles because a person neces- 
sarily would be expected to derive satisfac- 
tion in the performance of his role and 
accordingly to have some feeling about his 
role performance, Therefore, a complete 
evaluation must include both performance 
and affect. However, a person might have 
Positive affect regarding a relatively poor 
Performance and vice versa. This happens 
because each person with his unique per- 
Sonality differs from others in his needs. We 
Modify the total evaluation of role adjust- 
ment by allowing for such variations in indi- 
9 8 5 needs in the degree to which affect 
5 an important factor in the expectations of 
a role, H 
„We see the individual as an actor in a 
50 composed of means, ends, condi- 
dcr norms, and needs. We assume that 

€ normal person will rationally choose 
1 and ends to satisfy his needs accord- 
Ng to the norms that society has taught him 
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to be legitimate. Of course, there is always 
the possibility of a person perceiving the nor- 
mal expectations of his roles differently than 
does his society. This could result in the 
same sort of deviant behavior as though he 
were incapable, for some reason, of fulfilling 
those expectations even though he perceived 
them in a manner congruent with the rest of 
his society. However, reasons why an indi- 
vidual misperceives or is unable to perform 
legitimate expectations are not our concern 
here. For the purpose of our scale, we are in- 
terested in how a person behaves and feels 
rather than in what causes him to behave and 
feel as he does. Personality, mental condi- 
tion, physical health, external environmental 
conditions and the like are important in 
understanding the dynamic etiology of social 
adjustment, but are pertinent to the assess- 
ment of the social adjustment itself only in- 
sofar as an individual relates those conditions 
to his behavior and attitudes as instruments 
for their expression. 


AREAS OF BEHAVIOR TO BE EVALUATED 


The patterns of expected behavior perti- 
nent to a given individual will depend upon 
his statuses and, accordingly, upon what 
roles he is expected to play. This presents a 
problem in that the roles of any person tend 
to merge and form a unified picture of what 
is expected of him. Fortunately, statuses 
tend to cluster into “institutions” which are 
internally related subsystems of social action, 
and the roles of an individual can be ex- 
tracted from such institutions. For our scale, 
jt was necessary to select those institutions 
that are comprehensive enough to include a 
significant portion of a person’s total social 
activity that would be adequately representa- 
tive of his social adjustment. The ones we 
selected, and which we call “areas,” are Em- 
ployment, Economics, Family Life, and 
Community. 

Independent Variables.—Once the areas 
were selected, each was studied to determine 
its component independent variables, the sum 
of which were really the operational defini- 
tion of the area. The literature was reviewed 
and experts consulted in order to select 
within each area those significant elements 
of the role expectations that seemed to be 
independent variables. 


. 
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The following is a list of independent vari- 
ables for each area: 


Employment 

A. Job Hours . 

B. Regularity of Work T 

C. Job Changes 

D. Interpersonal Relationships 

E. Affect 
Economics 

A. Financial Status 

B. Affect 
Family Life 

A. Family of Procreation 

1. Marital Adjustment 
a. Concordance ð 
b. Love 
c. Sexual Adjustment 
(1) Frequency of Intercourse 
(2) Orgasm 
(3) Enjoyment 
(4) Affect 
2. Parent-Child Relationship 
a. Contention or Difficulties in Management 
b. Affection Toward Child 
c. Affect 
3. Performance of Home Responsibility 
a. Extent 
(1) Personal Self Care 
— (2) Child Care 
(3) Household Care 
b. Affect 
B. Family of Orientation 
1. Parental Adjustment 
a. Nature of Relationship 
b. Affection Toward Parents 
c. Affect 
2. Sibling Adjustment 
a. Nature of Relationship 
b. Affect 
Community 
A, Sociability 
1. Number of Friends 
2. Degree of Socializing with Friends or 
Relatives 
3. Affect 
B. Activity 
1. Use of Community Facilities and/or Par- 
ticipation in Community Organizations 
2. Affect 

Norms.—For each independent variable 
there is an ideal norm. A person who fulfills 
the ideal expectations of all the independent 
variables within a given area of social ac- 
tivity would have an excellent social adjust- 
ment in that area. 

We recognize that the determination of 
norms in the social area of behavior is an 
extremely difficult task. Nevertheless, we 
have attempted to establish norms because 
we are convinced that they are constantly 
being used implicitly wherever evaluations 


are made in social studies. Therefore, in 
spite of the difficulties, it is most desirable 
to make explicit wherever possible that 
which is implicit if evaluation of social be- 
havior is to be put on a scientific footing, 
Norms used in our scale were derived 
from available studies of social scientists; 
and from our own experience. We selected 
norms believed to be broad enough to be ap- 


- plicable to most persons in American urban 


Society and yet specific enough to have some 
discriminatory value. We constantly revised 
the norms in accordance with new informa- 
tion from several hundred interviews that 
took place after the construction of the scale 
began. The norms we have selected undoubt- 
edly are distorted insofar as they reflect our 
personal biases and ignorance. However, we 
see them as a first step toward a standardiza- 
tion that is still subject to revision. 

There are 2 kinds of norms, the “ideal,” 
or what we know we ought to do, and the 
"real" one, or what most persons actually 
do. In a society as large and complex as 
ours, there are considerable differences 1n 
real norms. Yet the media of radio, news- 
papers, movies, and television contribute to 
the establishment of "ideal" norms that are 
quite homogeneous in all sections of the 
country. Some "ideal" and "real" norms 
practically coincide. Others differ consider- 
ably. Tn all cases, however, we have used the 
"ideal" norm as the standard for a ver) 
satisfactory" social adjustment. 

The ideal norms for each area are as 
follows: 

Employment: To work regularly at a full-time 
job; to change jobs only for improvement; to mai 
tain harmonious relations with boss and co-workers 
and to have positive affect toward all factors re 
bna: 5 T be sufficiently independent 100 
cially to afford some luxuries and savings an 
be satisfied with one’s economic status. 1119 

Family Life: In the relationship with one's b 
to have high consensus, little contention, e ice 
and a good sexual adjustment; with ones children, 
to have little contention or difficulty in man of 
ment and deep affection; in the Perform ech 


home responsibility, to function well an care 


in personal self-care, child-care and house with 
to have a harmonious relationship with paren sni] 
deep affection; to have a harmonious re : 
with siblings; to have a positive affect ove 


above relationships. — 


15, 8, 11, 14, 15, 26, 30, 32, 33, 43, 44 45. 
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Community: To have many friends, to visit them 
often; to use community facilities, and/or to par- 
ticipate in community organizations; to have a posi- 
tive affect over the above relationships. 

Deviant Behavior—1lt is axiomatic that 
rarely will 2 persons present exactly the 
same configuration of social behavior except 
where individuals conform to all the ideal 
norms. Accordingly, it is assumed that there 


is always the probability of behavior that . 


deviates from the ideal norm, and provision 
must be made for each individual to have his 
own configuration of adjustment predicated 
upon the degree to which he deviates from 
each norm in his total social adjustment. 

The greater the deviation, the less permis- 
sible it becomes, and the poorer is the social 
adjustment, Also, the rate at which deviant 
behavior becomes less permissible will vary 
with each independent variable. In order to 
scale degrees of deviation, to impose quanti- 
tative assessments upon deviant behavior, it 
is necessary to equate descriptive kinds of 
deviant behavior with corresponding evalua- 
tive terms arranged upon a continuum of 
equidistant units for each independent 
variable. 

Within a given independent variable, de- 

scriptions of behavior are made that cover 
the range from ideal behavior to a deviant 
behavior that is markedly unacceptable from 
a social point of view. A number beside each 
description of behavior corresponds to the 
basic linear scale of 5 points which represents 
an evaluation on a continuum from excellent 
to very poor. 
Because the relative importance of the 
independent variable varies, the whole num- 
bers are weighted and then averaged to give 
a score for a more extensive segment of 
Social activity. In some areas, the combined 
Scores of a subarea are again averaged with 
combined scores of other subareas to give a 
Score for the total area. When this is the 
case, the combined scores are also weighted 
to reflect their relative importance. 

Our choice of weights was predicated upon 
n understanding of social expectations. 
For example, in Employment, performance 
75 given more weight than affect, and the 
opposite is true in Family Life. 
oe the score for a major area is finally 
erae we make no attempt to judge the 

ive importance of the 4 major areas 


themselves. A single, synthesized, total ad- 
justment score is apt to be misleading, and 
we suggest that it is much more meaningful 
to present the sacial adjustment rating of a 
person in the forħ of a profile of the separate 
scores for each of the major areas. 


CASE ILLUSTRATION 


The following case shows the relationships 
of actual clinical situations with scores ac- 
cording to this scale. For the sake of brevity, 
only the final scores of the more important 
areas are given. A sample page of the scale 
and score sheet covering the Employment 
area is offered along with the pertinent 
scores in order to demonstrate the details of 
how the final score for that area was 
obtained : 


N. L., a 42-year-old man, married 18 years, is 
short, slightly built, and unprepossessing, although 
neat appearing. He was eager to cooperate during 
the interview. 

He has been working for the past 10 years in an 
industrial plant. For the past 2 years he has. been 
holding the job of janitor which represents a demo- 
tion from a better job on a regular shift. During 
the past 12 months, not only was he away from the 
job for 11 weeks, but also he was able to work only 
30 hours of a normal 4o-hour week. He dislikes 
his job. “I hate the title. I don’t want to be a 
janitor.” He doesn't get along with his co-workers, 
is extremely inefficient and “I have to fight to make 
myself go to work.” 

He has been earning between 30 and 40 dollars a 
week. He is unable to save money. He has been 
forced to allow his house, which belongs to his wife, 
to fall into complete disrepair and to have his family 
do without many necessities. The decrease in in- 
come brought about by his demotion has made him 
“panicky about finances.” He does have a few 
dollars in the bank, saved when he earned more, be- 
cause “I was always stingy,” but he is afraid to 
use the money. 

His relationship with his wife is almost a com- 
plete discord. The principal areas of contention 
are the general discrepancies and attitudes between 
them, since she is as untidy and casual as he is tense 
and obsessional about neatness. Also, there is dis- 
sension over the management of the children and 
finances. Occasionally, he feels some affection for 
his wife but most often repugnance. Previous in- 
tense sexual difficulties have subsided, although he 
js still disturbed, and he experiences ejaculatio 
praecox. This is the most positive area of their re- 
lationship. e f j 

His relationship with his 3 children is wretched. 
The children are tense, fearful, and have neurotic 
symptoms. “I never wanted a family,” he states 


frankly. 
His parents are dead, and he feels close to only 
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one of his siblings who lives in Canada. At home CHECK LIST OF AREAS 1 
his performance in caring for himself, the children, : Dis. 
and the household tasks is poor. "Everything is Se Nen salle 
tangled up in me, and T can't get anything done.“ 0b hours x^ 7 
For example, it takes him over an hour to shave. Regularity of work N dE J 
Mr. L. has absolutely no friends, and he belongs Job changes 1m b ar: X x 
to no clubs or organizations. He refused to allow Interpers nal "relationships. — . x 
the children to bring their friends to the house, Type af work . di x 
presumably because he is so ashamed of his home, Physical 5 arii 
but "every year it's 1 lioe d pale gi ad 1 8 jS, |. X 
wanting to be by myself.” He would prefer to have h 51. e Lp A SOROR PI zn 
people like him, and he is unhappy that he is too un- Past MIS ,, 
comfortable to permit social relations with others. Use of ability. VERA ES i — X 
` SCORING OF EMPLOYMENT AREA Achievement e .. mi 
[FM Heres SCORE SHEET 
5. Full time (40-hour week) I. Employment 
4. 3 time —— 
3. 3 time or sheltered full time IA 
2. 1 time or sheltered part time 1 
1. Unemployed 5 | 15 
B. Regularity of Work — 
5. Steady (no time off except paid 9 
vacation or up to 4 weeks for any Spr Ree RR: — 5 
reason) —̃— 
4. Steady (accumulated time out of 3 
or more than 4 weeks but less 1 


than 8 weeks) 
3. Steady with accumulated time out 


8 to 12 weeks 
2, Extended periods of time out from 

3 to 6 months IB 
1, Very extended periods of time out 

over 6 months 3 


C. Job Changes 

5. No change or change for better job 

4. Changes for equal jobs (up to 2 
per year) 

3. Changes for equal job (over 2 per 
year) or a change for a poorer 
job 

2. Changes for poorer job (up to 3 
per year) 

1. Many changes for poorer job (over 
3 per year) 

D. Interpersonal Relationships 

5. Harmonious relations with boss 
and co-workers 

4. Harmonious relations with boss 
and most co-workers 

3. Harmonious relations with boss 
and few co-workers or discordant 
relations with boss and harmo- 
nious relations with most co- 
workers 


2. Discordant relations with boss and 
few co-workers | ID 


1. Discordant relations with boss and 
most co-workers 
E. Affect (toward joð as a whole) 
5. Very satisfied 


4. Satisfied 

3. Neutral IE 
2. Dissatisfied 

1. Very dissatisfied $ 


TERIS 
34 
10 3m 


SCORES OF MORE IMPORTANT AREAS 
I. Employment .... 34 


II. Economics ...... 2.8 
III. Family Life 2.0 
Family of Procreation 17 


Marital Adjustment ..... 

Parent-child Adjustment . 

Performance of Home Duties 
Family of Orientation..... 3.2 

Parental Adjustment .. 

Sibling Adjustment 


According to the above scoring, Mr. L. had 15 e 
employment adjustment. His economic p 5 
was somewhat less than barely adequate. pos 
justment in the total family life area was e 
and his community adjustment was very un 
factory. 


ADMINISTRATION OF THE SCALE 


The information to which the scale * ap 
plied is obtained by interview. It is not E . 
given as a question-answer test or aS p ue 
administered test. The interview is ibi 
tured, in general, according to the sub) 
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matter of the areas, but the subject is allowed 
freedom in discussing the topics. When, as 
usually happens, associations lead the subject 
to jump from one area to another, the inter- 
viewer permits him to do so and interrupts 
only to offer reassurance, to reflect, to clarify 
a point, or to inject leading and short ques- 
tions when items are skipped or if the sub- 
ject has really covered the area but is blocked 
from moving on. The scale format is kept 
in full view of the subject, and appropriate 
checks as well as any additional notes are 
made on it during the interview. 

In the interview the areas should be pre- 
sented in the same order as they are in the 
scale. As the Employment and Community 
areas are usually less threatening to discuss 
than interpersonal relationships in the 
Family Life area, the subject is less apt to 
be blocked at the beginning of the interview, 
and should the Family Life area be disturb- 
ing to discuss, the interview ends in a less 
emotionally charged area. The scale usually 
can be covered in approximately one hour. 

Of prime importance is the preparation of 
the subject for the interview. The signifi- 
cance of the scale in the context of the par- 
ticular use to which it is being put should 
be explained to him. If he is well prepared, 
there is no reason to expect resistance. In 
expetience the subjects expressed great in- 
terest in the scale and satisfaction in “taking 
Stock?’ of themselves in this fashion. 

It is most desirable that the interviewer 
have previous training in the technique of 
structured interviewing and be specifically 
trained in the administration of the scale. In 
Tespect to the latter, a manual of instructions 
1S now being prepared. 

here is a score sheet accompanying the 
scale. When the interview is concluded, the 
ratings are transferred to the score sheet, 
a the subsequent calculations leading to 
inal scores take about 10 minutes. 


APPLICATION OF THE SCALE 


is Important in the application of the scale 
a clear understanding of the difference 
oe an “adjustment” score and a rating 
e In this matter, the ele- 
Y of time is important. The level of ad- 
tment represents the “social equilibrium" 
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of a person at the time of the rating, and it 
is based upon a fixed period preceding the 
interview. This period must be long enough 
to be representative of the individual's be- 
havior and short enough to be indicative of 
the particular period under consideration. A 
level of adjustment can be compared with a 
time exposure on a camera where the shutter 
is kept open only long enough to allow in 
sufficient light to make a legible, meaningful 
picture of what the subject is like at the time 
the picture is taken. What the length of time 
sheuld be when applying the scale depends 
upon the nature of the particular research 
project. 

Improvement implies change and move- 
ment between periods in a given direction. 
When a person's social adjustment improves 
or becomes worse he moves from one level 
of adjustment to another. The greater the 
movement, the greater the improvement or 
impairment. It is undesirable to compare the 
degrees of improvement between 2 persons 
without reference to their initial levels of 
adjustment. Were 2 persons to have differ- 
ent initial levels of adjustment, even with the 
same degree of improvement, it is possible 
for them to be on different final levels of ad- 
justment. We suggest that degree of im- 
provement or impairment be measured 
simply by comparing levels of adjustment for 
a given individual at different periods, de- 
pending upon the nature of the research. A 
movement of one level to the next, above or 
below, can be called “improved”. or im- 
paired” respectively, and a movement of 2 
or more levels “much improved” or “much 
impaired.” No movement would mean “no 
change.” 

We have not rigorously tested this scale 
for validity and reliability. However, the 
best test of validity we have to date is a study 
done at the Massachusetts General Hospital 
that included the assessment of the social 
adjustment of 50 coronary patients and 
5o normal controls (37). In this study 
there were essential agreements between the 
psychiatric social worker who scored the 
social adjustment of the subjects by the use 
of this scale and the psychiatrist who used 
his clinical judgment. We plan to subject 
the scale to rigid tests for reliability ; how- 
ever, recent informal ratings by different per- 
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sons using this scale on the same protocols 
have shown considerable reliability. 

This scale is not a test. It is rather a sys- 
tematized way of recording and assessing 
clinical impressions. There is a certain kind 
of criticism that can be leveled at scales of 
this type; namely, that there are opportuni- 
ties for error in both the source of the in- 
formation and the judgment of it. Although 
certain information is reasonably reliable, 
such as the length of time a man has kept 
his job, some is subject to error in that it 
represents his own opinion. Further, assum- 
ing the subject is not lying intentionally, his 
unconscious efforts to protect his ego might 
well distort his perception of what he hon- 
estly believes to be the truth. Finally, there 
is the bias that is inherent in the judgment 
of the interviewer. 

We do not scoff at th se criticisms, but 
have a practical rep! Tt is manifestly im- 
possible, to paraphrase Terman and Wal- 
lin(42), to resort to psychoanalysis or pro- 
longed clinical study to get at ultimate truth 
and unconscious mechanisms, but that this is 
so is no excuse for not doing the best one can 
to develop an instrument that will do a better 
job than would result from unsystematic and 
unstandardized methods. 
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ARMY PSYCHIATRY IN KOREA FOLLOWING THE CEASE 
FIRE AGREEMENT : 


A FoLLow-uP EVALUATION or 149 PSYCHIATRIC PATIENTS FROM THE 
3RD INFANTRY DIVISION 


GEORGE H. KLUMPNER, M.D.? Oak PARK, ILL. 


When the fighting ended with the Korean 
cease fire agreement in July 1953, the strug- 
gle to maintain the morale of the troops be- 
came increasingly important. The aggression 
that had been directed toward the enemy Was 
transformed into irritability, restlessness, 
and bitterness about being away from home. 
The division psychiatrists began seeing pa- 
tients with these and other difficulties rather 
than those with combat exhaustion whom 
they had seen a few months before. The 
earlier philosophy of maintaining neurotics 
and even some of the psychotics on a full- 
duty status was continued. This paper de- 
scribes some of the results of that philosophy. 

During the 6-month period from Septem- 
ber 1953 through February 1954 the neuro- 
psychiatric section, 3rd Infantry Division, 
evaluated 302 patients. This paper will pre- 
sent the results of a follow-up investigation 
of the 149 American soldiers from the 3rd 
Division. The 153 patients not included in 
this study were from units outside the Divi- 
sion and complete follow-up data were not 
available. 


METHOD 


Follow-up data were obtained in most 
cases by going directly to the unit and per- 
sonally contacting the patient’s company 
commander. In some units the battalion sur- 
geon collected the data. The information 
was obtained from the commanding officer, 
platoon leader, or the first sergeant, whoever 
was best acquainted with the man’s per- 
formance of duty. 

Information was gathered during the first 


This paper would not have been possible without 
the assistance of the following psychiatric tech- 
nicians: Cpl. Thomas Dish, Pfcs. Joseph Spanyer, 
Robert Robertson, and Delno Hohman, and Pyts. 
Bruce Cowan and Richard Flynn. 2/Lt. Herbert 
Sprigle, MSC, assisted in gathering the data. 

Division psychiatrist, 3rd Infantry Division, 
Korea, September 1953—July 1954. 
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2 weeks of April 1954 regarding the duty 
status of the individual at that time. Seventy- 
five percent of the patients were either on 
duty or had rotated from Korea. Each of the 
men in these 2 groups was rated by his unit 
command as to the adequacy of his duty: 
excellent, good, adequate, poor, or intolerable, 

Information was also obtained regarding 
promotions or reductions in rank; the pres- 
ence of nervousness, physical complaints, or 
behavior difficulties ; and the number of days 
absent from duty because of hospitalization 
light duty slips, or other medical reasons. 

In the case of men no longer on duty in 
the unit, who had rotated from Korea, been 
discharged from the army, or sent to the 
stockade, we obtained the date of the change 
in status, the regulation authorizing the 
change, and the orders responsible for it. 

The battalion surgeon in each instance 
commented on the individual's adjustment, 
the number of times on sick call, the reasons 
for these visits, and the findings. The wi 
talion surgeon also gave an estimate of the 
reliability of the comments and ratings made 
by the commanders. 

When a man had been transferred to at 
other organization the above pe 
were also completed at the new organizatio b 

After the data had been gathered, it was 


apparent that the ratings given by the com 


manders nicely summarized the pu 
in general Consequently much of this T = 
is concerned with a consideration O' 


ratings. 
VALIDITY OF RATINGS 


There seemed to be relatively little 1 5 
ence among the 3 groups rated adedit 
good, and excellent, and in most of the 1 
they have been combined into one re er“ 
ing performed duty “adequately or 17 1 e” 

The groups rated “poor” and "intoler " 
have also been combined. They prese 


1 


serious problems to their commanders who 
stated that these men “cannot be depended 
upon ... refuse to work . . . disobey or- 
ders.” The majority of the men in the 
“poor” category have been disciplinary prob- 
lems for command. In the accompanying 
figures, this group is represented by the 
cross-hatched areas. 

About 10% of the ratings were found to 
deviate by one rating category from the 
added comments of the commanding officer, 
Ten men appear to have been overrated, 4 
underrated, and 2 who were rated as per- 
forming adequately actually made marginal 
adjustments due to their limited capacities, 
ie, the duty they performed was adequate 
only for them. One man was rated poor pri- 
marily because of enuresis; however, his ac- 
tual performance of duty was adequate. 
These discrepancies have been indicated in 
Fig. 1 by the question mark and the arrows 
that appear below the dotted lines. 

It is possible that some commanders might 
not have felt free to reveal the actual situa- 
tion regarding an individual's performance 
of duty, or they may have replied in terms 
they felt would be pleasing to the author. 
From the actual data and from conversations 
With commanders and battalion surgeons, I 


39.5 39 


30— 


20 — 


NUMBER OF PATIENTS 


ADEQUACY OF DUTY AS RATED BY COMPANY 
COMMANDERS FOR PATIENTS ON DUTY OR 
ROTATED FROM KOREA AT THE TIME OF 
FOLLOW-UP, 


Fic. 1— Distribution of Ratings and Duty Status from Fo 


do not think this distortion has significantly 
affected the findings. 

Another factor that might be expected to 
have an effect on the validity of the ratings 
is the time that elapsed between the patient’s 
visit and the date of his change in status 
or the follow-up. The effectiveness of duty 
of men followed for a longer time was no 
poorer than the performance of those fol- 
lowed only a few months. There was no sig- 
nificant difference between the 50 patients 
followed 3 months or less, at the 5% level of 
coffidence by the Chi square method, and 
the 65 with longer follow-up. 

The adequacy of duty as determined by 
follow-up was also related to age, length of 
service, component, length of time in Korea, 
and date of consultation. There were no 
significant correlations. 

Eighty-one percent of the population were 
either privates or privates first class. The 
incidence of poor performance was much 
greater among these 2 ranks. 


GENERAL RESULTS 

Table 1A contains a summary of the rat- 
ings given by the unit commanders as well 
as the duty status of the individual at the 
time of the follow-up evaluation. 
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Twenty-five percent of the patients in the 
study had been either medically or admin- 
istratively separated from service or sent to 
the stockade at the time of the follow-up 
evaluation. At first glance this loss of 25% 
of the population suggests a very poor result. 
Study of the individual cases, however, re- 
veals that almost all of these were in the 
process of being separated at the time of the 
consultation and thus do not actually repre- 
sent failures, 

The 9 psychotics were evacuated to Japan. 
All patients who received administrative dis- 
charges were referred with a request that 
medical clearance be given for some form of 
discharge. Ten of the 12 patients in the 
stockade at the time of follow-up were in 
some form of administrative difficulties at 
the time of consultation. 

In table 1B the data are re-evaluated in 
terms of the 117 patients returned to duty 
who might reasonably have been expected 
to continue on a duty status. Of this group 
only 5% were no longer on a duty status at 
the time of follow-up evaluation. Five were 
in the stockade and are considered “failures” 
though 3 of them had been certified for ad- 
Ministrative separation. The sixth patient 
was evacuated through medical channels with 
a nonpsychiatric diagnosis 6 weeks after he 
was seen. This evacuation appears to have 
been for the same reason as the psychiatric 
teferral and probably represents a by-passing 
of Psychiatric facilities rather than a new 
disease entity. This man had been in Korea 
10 days at the time of psychiatric consulta- 

n, 

, Seventy-seven percent of the patients not 
in the process of separation at the time of 
Consultation performed duty “adequately or 
better” following psychiatric consultation. 

Ourteen percent were rated "poor"; 5% 
yere not rated. Thus, 19% (patients rated 

Door" and those in either medical channels 
d the stockade) must be considered as 
failures,” 
dent, ne of Failures —Of the 22 pa- 
Ks " Who failed, 13 were described by their 
ali anders as poor soldiers prior to psychi- 
ified pm and 9 of these had been cer- 
Sem Or administrative separation. Three 
ips expected to do poorly but were re- 

ed to duty as they had only a few weeks 
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remaining in the tour and it was felt that 
they could stay out of serious trouble during 
that time. Of the remaining IO cases in 
which poor duty was reported, it was felt at 
the time of consultation that 4 would func- 
tion adequately upon return to duty, and that 
3 would probably do poorly. No opinion was 
recorded regarding the other 3. 

Evaluation of Patients Given Clearance for 
Discharge for Unfitness (AR 615-368) ,— 
The relatively large number of “failures” who 
had been cleared for administrative separa- 
tiow leads to a consideration of the entire 
group given such certification. 

All 19 patients certified for administrative 
separation for unfitness (AR 615-368) were 
described as poor soldiers by their unit com- 
manders at the time of consultation and in 
each of the cases the certification was specifi- 
cally requested by the commander. We note 
(Table 2) that over half of these remained 
on duty, and 7 of the 19 were performing 
adequately or better at the time of follow-up 
evaluation. Apparently when these men 
were actually faced with the possibility of 
receiving an undesirable discharge their at- 
titudes and behavior improved considerably. 
No doubt some of the commanders intended 
these consultations to serve as a warning and 
deterrent to future acting out rather than an 
actual separation procedure. 

Patients Certified as Unsuitable (AR 615- 
369).—The situation regarding patients cer- 
tified as unsuitable is less encouraging 
(Table 2). Only 2 of 13 performed “ade- 


TABLE 2 


ForLowW-Ur Finprncs ron PATIENTS GIVEN MEDICAL 
CLEARANCE FOR UxrirNESS (AR 615-368) AND 
Unsurrazriry (AR 615-369) 


Number Number 
of pa- of pa- 
tients tients 
Number certified cleared 
denn Me | Bass 
tients sult 
ing gi i (AR 615- (AR 615- 
Ec SEU study 369) 368) 
Excellent duty - 2 
Good duty. 2 4 
Adequate duty.. - I 
Poor duty 3 3 
In stockade. ........- š 2 H 
Discharge (AR 615-368). I 7 
Discharge (AR 615-360). 6 5 I 
Otherrrs .. 1 — i 
Total 149 13 19 
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quate duty, and one of these was reported 
as doing “good” duty at the time of his con- 
sultation. Certification under this regulation 
was usually initiated by the psychiatrist who 
felt these men would not be able to adapt to 
military life as a result of either mental de- 
ficiency or a severe personality disorder. 

Further examination of the data on admin- 
istrative discharges reveals that among the 
16,000 men in the combat arms units there 
was only 1 discharge for unsuitability and 
only 3 for unfitness (Fig. 2). All of the 
remaining administrative discharges were 
given in the 3,000 service troops (Easy Bat- 
talion plus Service Troops). In part this 
probably reflects assignment procedures in 
that the unsuitable and unfit are traditionally 
assigned to the support units. However, our 
data also suggest that line officers are reluc- 
tant to use the regulations leading to admin- 
istrative separation. They tend toward court 
martial as a measure of control and this too 
is reflected in our data (Fig. 2). All patients 
in this study who were in the stockade at the 
time of follow-up were from combat arms 
units. 


SOURCE OF REFERRALS 


Figure 2 also reveals a marked variation 
in the incidence of psychiatric referrals from 
different units * and a rather striking differ- 


* The difference in percent of referrals from the 
various regiments, battalions, and miscellaneous or- 
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ence in performance of patients after consul- 
tation. We see for example, that Baker Regi- 
ment sent twice as many patients as either 
of the other infantry regiments and that more 
of their patients were rated “poor” following 
psychiatric evaluation. 

The Baker Regiment commander during 
the period reflected in this study had the 
reputation of being very strict and demand- 
ing. He was admired by the staff officers of 
regimental headquarters, but often was un- 
popular with the company commanders who 
did considerable complaining about him. 
(This is in marked contrast to company level 
officers of Charlie Regiment who usually 
spoke of their regimental commander with 
high regard.) 

The Second Battalion of Baker Regiment 
was known for its poor morale. It had 5 
battalion commanders in the 8-month period 
of this study. In examining the individual 
referrals of the Second Battalion, 2 com- 
pany commanders stand out. Each requested 
a number of certificates for administrative 
discharge, and all the administrative dis- 
charges in this battalion were from one of 
P 

izati e nfantry Division is significant 
Soni eraa Sade (by Chi M 
method). Further observation points to Able an 
Baker Regiments and Easy Battalion as the main 
sources of these differences. Able Regiment 
significantly fewer referrals than might be 52 
by chance; Baker Regiment and Easy Battal m 
have statistically more referrals than might be ex 
pected by chance. 


PSYCHIATRIC EVACUATION 
EE Homosexuat 

DISCHARGED — UNFIT 
DISCHARGED — UNSUITABLE 


Fic. 2—Source of Psychiatric Referrals of 149 Patients. 
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these 2 companies. The other company com- 
mander referred his men because of some 
threatened administrative procedure, yet he 
did not. follow through with these actions, 
except in one instance. Discussion with the 
battalion surgeon revealed that these 2 com- 
manders were unusually immature officers 
who used threats and fear as the primary 
means of dealing with their men. The bat- 
talion surgeon felt that these 2 companies 
had the poorest morale in the Second 
Battalion. % 

The high rate of referral in the First Bat- 
talion of Baker Regiment was due primarily 
to one battalion surgeon who referred a large 
number of patients with somatic complaints, 
all of whom did well when returned to duty. 

These data suggest that the high referral 
tate and the poor performance of patients 
after their return to duty reflect the nature 
of the command. In addition to a high rate 
of psychiatric referral Baker Regiment con- 
sistently has had 15-25% more sick call visits 
than either of the other infantry regiments. 
While the others have always had a lower 
incidence of delinquency reports than the 
Division average, Baker Regiment exceeded 
the Division average every month from Sep- 
tember 1953 through April 1954. The aver- 
age incidence of new AWOL’s during the 5 
months for which we have data reveals that 
Baker Regiment had 3.4 new AWOL’s per 
month per 1,000 men, whereas Able Regi- 
ment had 0.9 and Charlie Regiment had 1.1. 

The high rate of psychiatric referral in 
Easy Battalion is also striking. This sepa- 
tate battalion consistently had a higher inci- 
dence of psychiatric referrals than any other. 
At least 3 reasons may be cited. First, the 
battalion commander was a very insecure 
man in his first command position. He 
tended to solve all problems with discipline 
and punishment and had little capacity for 
Understanding the emotions of his troops. 
Secondly, this battalion worked many long 

ours under great pressure to turn out a tre- 
erg amount of work, dnd at times sup- 
zu difficulties compounded their problems. 
ao the men assigned to this type of 
es battalion may have been of poorer 
k otional fiber than those assigned to other 

nits. This hypothesis may be partially 
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borne out by the relatively higher rates of 
evacuations and separations for unsuitability. 

The incidence of new AWOL’s, delin- 
quency reports, and sick call visits in Easy 
Battalion was the highest in the Division, 
even exceeding Baker Regiment. Easy Bat- 
talion consistently had the highest incidence 
of both summary and special courts martial 
(more than twice the Division average). It 
seems noteworthy that this high court mar- 
tial rate was not effective in reducing either 
delinquencies or AWOL’s. We also note 
that unlike Baker Regiment, the individuals 
under charges for court martial in Easy Bat- 
talion were not referred for psychiatric eval- 
uation of mental responsibility. Finally, this 
high court martial incidence may give some 
insight into the personality of the battalion 
commander of this unit with the highest rate 
of psychiatric consultations and evacuations. 


CLINICAL FINDINGS 


The questions a division psychiatrist meets 
most frequently from his medical colleagues 
are related to the advisability of keeping men 
on duty who have various clinical syndromes 
that at first glance would appear incapacitat- 
ing. Among battalion surgeons it has be- 
come a standing joke that psychiatrists send 
(almost) “everybody back to duty.” We 
must continually ask ourselves whether this 
is fair to the individual and at the same time 
fair to the other men in the patient’s unit. Is 
it possible for men with rage reactions, epi- 
leptiform spells, and rather severe psycho- 
genic somatic reactions to function ade- 
quately in an infantry division in the field? 

The group that has caused everyone the 
greatest concern is composed of patients sub- 
ject to rages. As many of these individuals 
have fired weapons during their tantrums, 
usually one has misgivings about returning 
them to full duty. What happens when these 
men ate returned to their units? Figure 3 
groups the data in terms of the presenting 
complaints or reason for referral. 

Of the 7 patients, seen because of rages, 
who were not facing court martial charges 
at the time of the consultation, all functioned 
adequately or better, None of the patients in 
this group was considered “excellent” by his 
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Fic. 3.—By Adequacy of Duty by Presenting Complaint (Reason for Referral). 


commanding officer, however, all made satis- 
factory adjustments during the time that 
elapsed and apparently controlled their ag- 
gressive tendencies sufficiently to stay out of 
trouble. 

All but one of the patients referred as 
suicidal performed satisfactory duty after re- 
turn to their units. One was reassigned to 
duty in the Seoul area and also performed 
adequately. 

The most frequent presenting symptoms 
were those of general nervousness. These 
patients were nervous, moody, worrisome, 
tense, upset, anxious, sleepless, excitable, or 
unstable. Although one of these patients was 
psychotic and was evacuated the day he was 
seen, most did well when returned to duty. 

Most of the 13 patients with headaches 
performed duty adequately or better follow- 
ing psychiatric consultation. In fact, with 
very few exceptions, the patients with psy- 
chogenic somatic complaints did satisfactory 


duty regardless of the nature of the com 
plaint. Wi 

Of 14 patients with severe schizoid pe! 
sonalities who were returned to duty, 7 
performed adequately or better ; 3 were d 
rated administratively; 2 for whom ae 
istrative separation was recommended we 
court martialed; and 2 did poor duty. 15 

Sixteen patients in this study E "mi 
ferred on more than one occasion. ' B. 
low-up experience of this group 1$ 1 
with the total population. d 255 

Only 7 patients were seen who o s 
than 3 months remaining in their jety" 
While patients with “pre-rotation 11 
were not seen in psychiatric const pim 
many were seen by the battalion SEE 
who reported a variety of complain S 
frequently involving the genitalia. ing 
individuals requested circumcision 
their last 3 months in Korea. 
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PREDICTIONS 


There are many occasions when military 
psychiatrists are called upon to make predic- 
tions and other instances when we are tempted 
to try. In an attempt to measure how accu- 
rate the author’s predictions would be, pre- 
dictions were made and included in the clini- 
cal records of the 65 patients returned to full 
duty before the follow-up data were collected. 
This represents a selected population insofar 
as evacuated patients and men returned to 
duty with a recommendation that they be 
transferred, reassigned, or administratively 
separated, have been excluded. However, 
the patients for whom predictions were made 
include those who might have been recom- 
mended for administrative separation for un- 
fitness (AR 615-368) if it had been the 
author's policy to initiate such actions. The 
results are presented in Fig. 4. 

The predictions of good or probably good 
duty were quite accurate and of the 12 pre- 
dictions made in these 2 categories, 4 patients 
were rated by their commanders as “excel- 
lent,” 7 were rated “good,” and 1 was rated 
“adequate.” Choosing men who will do well 
has long been done in both civilian and mili- 
tary establishments, and it is not surprizing 


PERFORMED EXCELLENT DUTY 
PERFORMED GOOD DUTY 
PERFORMED ADEQUATE DUTY 
CUNE PERFORMANCE OF DUTY UNKNOWN 
MEDICAL EVACUATION 

PERFORMED POOR OUTY 
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Fic. 4— Predictions of Performance and 
Actual Performance. 


that successful performance could also be 
predicted in this study. 

In the process of predicting these 11 good 
men, however, 6 whose performance was 
"excellent" and 20 who performed "good" 
duty were overlooked. Viewed in these 
terms, the success of the “good” predictions 
was extremely expensive in terms of equally 
good manpower not selected. 

Most of the predictions military psychi- 
atrists are tempted or expected to make have 
to do with predicting failure rather than suc- 
cese. Figure 4 indicates that predictions of 
failure were highly inaccurate in this study.* 
Only five patients were expected to “cer- 
tainly do poor duty.” One of these did 
“good” duty and another "adequate." The 
accuracy in this area was obviously poor. 
In the group expected to be "adequate," 
there were more failures than in the group 
"certain to do poor duty." 

The group rated as "probable failures" is 
the one which appears to bear the greatest 
moral This is the group in which psychi- 
atrists are often tempted to advise command 
that an individual should be administra- 
tively separated from service with an unde- 
sirable discharge. If these recommendations 
had been made and carried out with the men 
in this study, the service would have been 
spared the troubles incurred by 4 men but 
would have separated 3 “excellent,” 8 
“good,” and 6 “adequate” men in the process. 
The commanding officer is in a much better 
position than the psychiatrist to judge the 
quality of a man’s performance and, inciden- 
tally, the regulations are written with this in 
mind ; however, this is often overlooked. As 
psychiatrists we can contribute more by try- 
ing to understand the reasons for deficiencies 


4Two separate Chi square determinations were 
made. The first compared only adequacy and failure 
and revealed that no significant difference (5% level 
of confidence) exists between the number of men 
who succeeded or failed whether predicted adequate 
or or. 2 
The second determination considered 3 variables 
of performance and prediction; better than adequate, 
adequate, and poor. There is no significant differ- 
ences (5% level of confidence) between predicted 
and actual ratings of better than adequate, adequate, 
r. There is evidence of a positive relation- 
ship (C-11). This relationship is so weak, how- 
ever, that no real associations between predicted and 
actual ratings can be inferred. 
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than by imposing those value judgments in- 
herent in a recommendation that an indi- 
vidual be administratively separated with an 
undesirable discharge (AR 615-368). 

Estimates of each man’s motivation and 
also rough estimates of the severity of each 
man’s psychopathology were also attempted. 
When each of these sets of data was com- 
pared with actual performance ratings there 
was even less correlation than that shown in 
Fig. 4 for the predictions of how well duty 
would be performed. In seeking explanation 
for these failures in prediction the most ob- 
vious explanation is that life in an infantry 
division in Korea contains many more sig- 
nificant variables than can possibly be evalu- 
ated in a single diagnostic interview. Gen- 
eral factors present in the man’s unit, such 
as morale, general attitudes and policies, and 
nature of mission, are important as either 
stresses or supportive factors depending on 
the make-up both of the unit and the indi- 
vidual. The various interpersonal relation- 
ships the man has formed with the officers, 
NCO’s, and other soldiers are difficult to 
evaluate in the atmosphere of a psychiatric 
interview devoted in most instances to diag- 
nosis and disposition. More often than not, 
the individual realizes that the psychiatrists 
can recommend various honorable means of 
returning home, including medical evacua- 
tion. Many times this results in the primary 
considerations of the interview being those 
of the man’s deficiencies rather than his as- 
sets, and tends to weight a psychiatrist’s pre- 
dictions in a pessimistic direction. 

The failure of prediction in this study is 
not an isolated failure. The World War II 
literature reports many failures of prediction 
and the conclusion in most instances was that 
the only reliable estimate of whether an indi- 
vidual could withstand the strains of com- 
bat was to actually place him in combat. The 
present study suggests that this frame of 
reference is also applicable to a noncombat 
military situation, 


Discussion 


There are many opportunities to do fol- 
low-up studies in the army ; however, a con- 
script army has frequent changes in duty 
assignments of both patients and commanders 
that make long-term studies difficult. It was 


necessary in this study to find a time that 
would allow reasonable accuracy in the com- 
mander’s report yet enoungh time for a yalid 
period of observation following psychiatric 
consultation. Thus, the size of the population 
in this study is small and the length of time 
between consultation and follow-up is rela- 
tively short. Both are compromises made nec- 
essary by the constantly shifting population. 
The criteria of success or failure in this 
study relate primarily to whether or not the 
man continued to function sitisfactorily in 
the military situation. While this is a rather 
crude measure of mental health, it has im- 
portant logistic significance and within limits 
the quality of an individual’s performance 
of duty can be determined rather objectively. 
At the same time it is a somewhat negative 
criterion of success in that an “adequate” 
soldier may primarily be an individual who 
does not get into trouble. 3 
The patients with psychogenic somatic 
complaints generally did *good" duty. They 
did not complain or make pests of themselves 
and consequently were considered “suc 
cesses." Many of these individuals may have 
continued to have subjective discomfort 
which is not recorded in our data since the 
individual patients were not contacted, al- 
though both the commanding officer and the 
battalion surgeon were asked whether there 
was any evidence of continuing discomfort. 
The patients in this study have been main- 
tained as functioning organisms in a 0 
unit and in most cases the needs of the m! i 
tary had to be given precedence over the i 
ings of the individual. In combat this. 
necessary. In the more static truce situati 
it is also necessary to keep men done 
To render them less uncomfortable in x 
process is desirable but a secondary BT 
This study measures the results of the 5 
of these goals much better than it does : 
second, though the results do suggest a 
our patients made better adjustments aie 
in most instances, were less uncomfor 
following psychiatric consultation. 
It was surprising to learn from 
ous company commanders the results i 
KRA : They frequent) 
gle psychiatric consultation. y pange 
felt that there had been a beneficial ye 
in the patients and the degree of this pe iy 
far exceeded anything that might be 


the vari- 
of sin- 
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attributed to the consultations. In some cases 
the commanding officers had taken a different 
attitude regarding the man. At times, this 
was because of seeing the report of consulta- 
tion and at other times, was merely as a re- 
sult of knowing that the patient had been to 
see a psychiatrist and should therefore be 
treated with special consideration. This 
change of attitude on the part of the com- 
manding officers may have been reflected in 
the generally favorable ratings the com- 
manders gave and some of these ratings may 
be more related to a change in the com- 
mander's feeling than to any actual change 
in the patient's adjustment. While there are 
many such potential defects in the validity 
of rating scales such as those used in this 
study, this method was the best available 
under the circumstances and in spite of its 
defects has provided a rough assessment of 
the relationship between the patient and his 
commander. These assessments are of prime 
importance in a military situation. 

Many of the beneficial results of psychi- 
atric consultation are apparently determined 
inlarge part by the nonspecific effects that 
result from going or being sent to a psychi- 
atrist. These effects are independent of any 
specific therapeutic attempts on the part of 
the psychiatrist. It is felt that the figures 
presented in this paper should serve as a con- 
trol group in any study that reports a high 
degree of success resulting from a specific 
treatment program in the realm of military 
psychiatry. 


SuMMARY 


Follow-up findings of 149 psychiatric pa- 
tients of the 3rd Infantry Division who were 


evaluated between September 1953 and Feb- 
ruary 1954 revealed that 77% of patients not 
in the process of separation at the time of 
consultation performed duty adequately or 
better after consultation. 

Almost half of the patients given medical 
clearance for discharge for unfitness (AR 
615-368) performed duty adequately or bet- 
ter. Apparently many commanders use this 
regulation rather effectively as a deterrent 
to acting out. 

ne infantry regiment and one specialist 
battalion had unusually high rates of psychi- 
atric referrals. Other evidence including in- 
cidence of sick call visits, new AWOT's, de- 
linquency reports, courts martial, and discus- 
sions with officers, patients, and battalion 
surgeons of these units suggested that they 
suffered from poor morale which appeared 
to be directly related to the personality of 
the commanding officers. 

Approximately half of the patients with 
severe schizoid personalities performed good 
duty in spite of their defective ego structures. 

Most patients with psychogenic somatic 
complaints functioned adequately or better 
when returned to duty after a single diag- 
nostic evaluation. 

While psychiatrists are often tempted to 
make predictions regarding a man's poten- 
tial adjustment, in the present study predic- 
tions were highly unsuccessful. 

The findings in this paper should serve as 
a control] in any study that reports a high 
degree of success resulting from a specific 
treatment program in the realm of military 


psychiatry. 


PERSONALITY DISORDER AND THE RELATIONSHIPS OF 
EMOTION TO SURGICAL ILLNESS IN 200 SURGICAL 
j PATIENTS * 


ISRAEL ZWERLING, M.D.;? JAMES TITCHENER, M.D.; LOUIS GOTTSCHALK, M.D.; 
MAURICE LEVINE, M.D.; WILLIAM CULBERTSON, M.D.; SENTA FEIBLEMAN 
COHEN, Pu. D.; anp HYMAN SILVER, PR. D. ` 
Cincinnatl, Ono 


INTRODUCTION 


The following represents an initial sum- 
mary of two areas of the findings of an 
exploratory psychiatric survey of 200 ran- 
domly selected, representative surgical pa- 
tients. The survey was developed as an 
extension of the consultation service of the 
department of psychiatry at the Cincinnati 
General Hospital, out of experiences with 
patients which indicated some surgical ill- 
nesses to be related to personality disorders. 
The purpose was to apply data from psychi- 
atric interviews, social histories, and psycho- 
logical tests obtained from randomly selected 
surgical patients to the following hypotheses: 
(1) Emotional disorders exist in a sig- 
nificant proportion of surgical patients. 
(2) Emotional factors are related to the 
etiology and pathogenesis of some surgical 
diseases, and to the formation of some symp- 
toms which bring patients to the attention of 
surgeons. (3) Emotional factors are re- 
lated to the course of surgical patients dur- 
ing hospitalization, including response to 
conservative therapy, to anesthesia, to sur- 
gery, and to postoperative care. (4) Emo- 
tional factors are related to the adjustments 
made by surgical patients after their dis- 
charge from the hospital. 

An additional objective was to gather data 
on the techniques employed by surgical pa- 
tients in handling anxiety growing out of 
their illness, their hospitalization, their en- 
forced dependent status, their surgery, and 
their relationship to the surgeons, nurses, 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, May 9-13, 1955, At- 
lantic City, N. J. 

The research upon wkich this report is based was 
supported by a grant from the National Institutes 
of Health of the Department of Health, Education 
and Welfare. 

?Now at Albert Einstein College of Medicine, 
New York City. 
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ward personnel, and other patients. Perhaps 
the most decisive purpose was/to establish a 
body of initial data which would permit the 
formulation of more precise and limited re- 
search questions concerning interrelation- 
ships between surgery and psychiatry. .Ear- 
lier studies (Dunbar; Mittelman, Weider, 
et al.) have been valuable for the present 
exploratory study. 


PROCEDURE 


Selection of Subjects. A sequence of the 
6 surgical wards was established each month 
by the random selection of tabs designating 
these wards; the number of tabs for each 
ward was determined by the ratio, 200/3,680 
multiplied by the total admitted to that ward 
during the same month of previous years. 
"The number 3,680 represents the total num- 
ber of surgical admissions during the pre- 
ceding calendar years. The wards were then 
visited in the established sequence, and the 
most recent patient physically admitted to the 
ward at the time of this visit became a sub- 
ject for this study. This procedure resulted 
in several problems: (1) The attitudes of 
the patients varied from complete coopera- 
tiveness to defiant resistance. (2) A num- 
ber of patients were included who were un- 
able to participate in some or even all aspects 
of the study (deaf, blind, comatose, etc.). 
(3) A number of patients were admitted 
directly from an emergency operation, so that 
no preoperative observations could be made. 
(4) A number of patients were included 
who were discovered, after work-up, to have 
no surgical illness or to require no surgery. 

Although these diffculties were apparent 
from a pilot study of 25 patients, this pro- 
cedure was nevertheless employed. It was 
felt that in an exploratory study, such as the 
present one, more was to be gained from the 
widest experience with admissions to the 


. 
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surgical service than from any limitation im- 
posed by concern for ease of statistical han- 
dling of data or completeness of records. It 
was further felt that the stimulus-error would 
be much reduced if desire to participate in 
the study were not made a criterion for se- 
lecting subjects. 

Collection of Data.—Each patient was in- 
terviewed by one of two psychiatrists. The 
number of interviews was determined by the 
duration of the patient's hospital stay, his 
availability for*interview, and the schedule 
of the psychiatrist. Average number of in- 
terviews was 4.7, range — 0 to 23. Inter- 
views were conducted at the bedside or, in 
the case of ambulatory patiehts, in examina- 
tion rooms on the wards. Detailed notes 
were taken at the time of, or immediately 
following, each interview. Interviews con- 
tinued throughout the hospital stay. Each 
patient was told during the first hour that the 
interviewer was a physician from the depart- 
ment of psychiatry, that the patient was being 
seen because he happened to be the most re- 
cently admitted patient to that particular 
ward, and that the purpose was to learn more 
about their experiences on the ward. Inter- 
views were structured around the current 
illness, past medical history, current life situ- 
ation, developmental history, marriage and 
psychosexual history, educational and em- 
ployment history, and reactions to stress. 
Fantasy productions (dreams, earliest mem- 
ories, favorite jokes, daydreams, and fear- 
and anger-provoking situations) were sought. 
Spontaneity was encouraged by limiting 


` questions to the broadest and most general 


form (“What was childhood like?" ; “Tell me 
about your father” ; “How has your marriage 
worked out?"; etc.) within these areas, and 
patients’ productions were not interrupted. 

_ Each patient, subject to physiological or 
literacy limitation, received a Rorschach, a 
Wechsler-Bellevue Adult Scale vocabulary 


test, and an MMPI, Rorschachs were ad- 


ministered to 55% of our patients, the vocab- 


ulary test to 42.5% and the MMPI to 25%. 
Tests were administered, scored, and inter- 
Preted by two staff psychologists. 

_ Each patient was requested to designate an 
informant who could provide a picture of his 
characteristic behavior and activities outside 
the hospital, and this informant was seen by 


social worker. 
(7.5%) died before follow-up could be ac- 
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a social worker. Social histories were ob- 
tained for 58.5% of the patients from out- 
side informants. 

The surgical course of each patient was re- 
ported to a member of the department of 
surgery by designated members of the sur- 
gical resident staff on a specially devised 
form, to insure clarity of data concerning 
presenting complaints, findings on physical 
examination, diagnosis, treatment, operative 
findings (both clinical and pathological), and 
course. 

Am attempt was made to do a follow-up 
study of each patient, from 3 to 6 months 
following discharge from the hospital, 
through an interview with the patient by the 
psychiatrist who had seen him on the ward, 
and an interview with the informant by the 
Of our 200 subjects 15 


complished; 105 (52.5%) patients were 
seen by a psychiatrist; and 85 (42.5%) in- 
formants were seen by a social worker. In 
80 (40%) patients, no follow-up data were 
available. 

Representativeness Study.—In order to 
establish whether our randomly selected sub- 
ject population was a representative popula- 
tion of Cincinnati General Hospital surgical 
patients, the following comparisons (Figs. 1 
and 2) were made between the 200 subjects 
and the 3,656 other patients admitted to the 
surgical service during the same 12-month 
period: age, sex, color, duration of hospitali- 
zation, whether or not surgery was required, 
type of surgery, record of prior surgery, and 
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record of previous psychiatric contact. As 
can be seen the subjects of this study were 
representative of all surgical patients in all 
the above variables; in none was the differ- 
ence in distribution statistically significant. 


RESULTS 


Psychiatric Diagnoses.—The reference sys- 
tem for psychiatric illness employed was the 
Revised Nomenclature proposed in the Diag- 
nostic and Statistical Manual, Mental Dis- 
orders (A.P.A., 1952). In any attempt to 
categorize on a descriptive level the complex 
phenomena of adjustment, it may be expected 
that problems must arise out of the disparity 
between the rigidity and discreteness of the 
nosological system and the fluidity and in- 
finite variability of the personality-in-adjust- 
ment. However, the Revised Nomenclature 
proved eminently serviceable for the present 
purposes. It was possible in every instance 
to resolve differences in initial, independent 
diagnostic categorization within the frame- 
work of this system. 

A far more critical problem was to deter- 
mine whether mental disorder was present or 
absent in each case. The basic considera- 
tions which governed these decisions con- 
cerning the presence or absence of mental 
disorder were those presented in a previous 

publication by one of us (M. L.). It was 
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the feeling of the present writers that there 
were 2 principal potential sources of error 
in deciding whether mental disorder was 
present, as follows: f 
(1) Confusion of Personality Dynamics. 
with Mental Disorder. We refer here to 
our tendency to diagnose neurosis merely by 
virtue of the uncovering of dynamic bal- 
ances between repressed impulses or fears, 
and defenses against these. To illustrate; 


Case 34 is a 26-year-old Negro laborer who under- 
went a circumcision for phimosis: He reported an 
early memory of a tonsillectomy, in associat 
with which his mother had asked that he be circum- 
cised and the doctors had refused because they saw 
no indication; at that time, eneuresis stopped. 
had had very little sexual experience premarit: a 
he stated that he was able to keep his mind occupie 
and further that he read avidly about venereal 
disease during his adolescence. He spent most of 
his spare time pursuing his hobby of upholstery. 
On the Rorschach, he perceived Card III, popularly 
seen as 2 men, as “lady dancers.” It was felt that 
this was indicative of castration anxiety and tend- 
encies towards a feminine identification. However, 
he was free from anxiety symptoms; had maintained 
regular employment with increases in salary and re- 
sponsibility for 7 years; was well adjusted in his 
marriage both in his general relationship to his wife 
and children and his sexual behavior; and lived an 
active social existence with his wife’s numerous 
siblings as well as with some friends from the job 
and the neighborhood. Psychiatric diagnosis was 
“normal,” 


(2) Confusion of Environmental Limita- 
tions with Personality Limitations —We re- 
fer here to our tendency to diagnose mental 
disorder in instances where closer examina- 
tion revealed that the picture of poor adjust- 
ment reflected environmental limitations to 
the adjustment process rather than limita- 
tions inherent in disordered character or in. 
tellectual development. The population 
the Cincinnati General Hospital is ovet 
whelmingly drawn from the lowest income 
groups; and in 53.5% of our patients there 
were the additional problems of Negro peo 
ple in Cincinnati—limited work opportuni- 
ties, the West End slums, exclusion from the 
largest recreatioa center in the community, 
etc, Related to this is our tendency to char- 
acterize adjustment patterns which nae 
from different mores as disordered, precisely 
because they vary from the patterns f de 
to the diagnostician. Patients in this stu 7 
had come from a number of diverse areas © 
the midwest, south, and east—farms, mining 
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towns, backwoods communities, large urban 


. centers—and in many instances continued 


the religious, ethical, and social practices of 
their previous habitats. This gave the illu- 
sion, in some instances, of mental illness, in 
the absence of any signs and symptoms of 
illness. 


Thus, Case 54 was a 75-year-old Negro man who 
was admitted in acute urinary retention because of 
benign prostatic hypertrophy, and underwent a pros- 
tatectomy. He had worked as a laborer for 30 
years in a large, industrial plant, and had.lost his 
job just prior to the organization of the employees 
into a C.LO. Union with provision for seniority 
protection; he had been working at the time of ad- 
mission as a golf club attendant, and resumed this 
work postoperatively. He gave as his earliest mem- 
ory, "The poverty," and described the cold and 
hungry winters of his childhood; when he was 5 
both parents had died, and he and his 2 sisters were 
raised by his grandparents, along with 13 children 
of their own. He did not marry until his mid- 
thirties, because his income was 20 dollars a month 
as a farm hand, and then 8 dollars a week as a 
factory worker. He had a fierce pride in his 5 
children, and although unable himself to read or 
write, he managed to maintain contact with them. 
Much interview: material indicated social practices 
Consistent with his culture and economic status— 
e.g., the use of dubious proprietary drugs, concern 
with the living of a clean life, bewilderment post- 
operatively that the Lord could bring so much pain 
on so old a man who had lived so cleanly, etc. There 


were minimal, early indications of arteriosclerotic 
changes, but without impairment of judgment. There 


-were also evidences of pseudomasculinity in his 


pride in being “the man who worked” in his family, 
in his insistence that he be permitted out of bed 
because lying around weakened a man, and in his 
concern about having enough “pep” postoperatively. 
Psychiatric diagnosis was “normal.” 

The principal potential source of error in 
a finding of no mental disorder, when closer 
examination of the data did indicate the 
presence of mental disorder, was a higher 
educational level associated with a higher 
socfo-economic status than was found in the 
great majority of cases. In a sense, of course, 
this is the converse of the situations described 
Above as potentially leading to incorrect di- 
agnoses of mental disorder. 

The need for a description of the consider- 
ations which governed our decisions con- 
cerning clinical diagnosis will immediately 
become apparent upon inspection of Table I 
and Fig. 3. 

The unexpectedly high incidence of mental 
disorder includes virtually all the major cate- 
gories of functional and organic mental ill- 
ness. Two implications of these findings are 
immediately relevant to the purposes of the 
present report. 


TABLE 1 


Normal 19 patients or 9.5% of total. 


Insufficient Information to make dx.: 9 patients or 


4.5% of total. 


Psychiatric Disorder: 172 patients or 86% of total. 
Transient and Situational Personality Disorder: 12 patients or 6% of total, 


Mental Deficiency: 12 patients or 6% of total. 


Neuroses: 71 diagnosed in 66 patients or 33% of total. 


Anxiety Reaction 36 

Depressive Reaction 21 
Dissociative Reaction 2 
Obsessive-Compulsive Reaction 1 


Conversion Reaction 6 
Phobic Reaction 3 
Psychoneurotic, other 2 


Psychophysiologic Reaction: 37 in 31 patients or 15.5% of total. 
Psychoses: 60 diagnosed in 43 patients or 21.5% of total. 


Schizophrenic Reaction 3 
Paranoid Reactions 2 

Psychotic Depressive Reactions 10 
Psychotic Reaction, other 6 


Involutional Psychosis 2 
Acute Brain Syndromes 20 
Chronic Brain Syndromes 17 


Character and Behavior Disorder: 152 diagnosed in 108 patients or 547% of total. 


Inadequate 7 

Schizoid 5 

Paranoid 5 

Emotionally Unstable 48 
Alcoholism 21 


Passive-Aggressive 59 
Antisocial 4 

Dyssocial 5 

Sex deviation 1 


Chronic Brain Syndromes without Psychosis: 10 patients or 5% of total. 
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MAJOR PSYCHIATRIC DIAGNOSES AMONG 200 
REPRESENTATIVE SURGICAL PATIENTS 
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First, the extraordinarily high incidence of 
mental disorder among the surgical patients 
we studied gives clear indication of the need 
for close liaison between surgical and psy- 


chiatric staffs of general hospitals. The occa- 


sional request for psychiatric consultation for 
a grossly disturbed patient is patently inade- 
quate. This is so not only in terms of the 
total care of the surgical patient, but also 
with reference specifically to the surgical 
care, since the impact of the mental disorder 
on the illness and on the hospital course of 
the surgical patient is so profound. We are 
not here reporting concurrent and parallel 
illnesses—surgical and psychiatric—in these 
patients. Rather, these two phenomena are 
in constant interaction, and the surgeon who 
does not avail himself of the services of psy- 
chiatry burdens himself seriously and need- 
lessly. 2 

Thus, patient 12 is a 38-year-old Negro woman 
who underwent a vaginal hysterectomy for uterine 
fibroids. She is an extremely provocative and hostile 


woman, and aroused so sharp a response from the 
surgical staff that she was discharged from the 
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hospital the very day following her last vaginal 
examination, at which time it was' recorded: 
“wounds well-healed except for a small abscess in 
the lowermost part of the wound." No immediate 
after-care was prescribed, and the patient was read - 
mitted 9 days later with a raging pelvic abscess. On 
this occasion the surgical resident learned of her 
previous premature discharge, and when the patient 
described a headache at the time she was told she 
could go home, her discharge was delayed and 
work-up for the headache began. This continued 
for 22 days, with no organic findings; and again, 
counter-hostility rather than consideration of the 
needs of the patient proved the decisive factor—the 
final note read, . . . feel that much of this patient's 
difficulty is supratentorial. Following psy. consult, 
discharge. If psych. consult is delayed, discharge.” 
It was perhaps even more relevant to the present 
point that this patient had utterly no symptoms from 
her small fibroid tumor. She had presented to the 
receiving ward with very vaguely described ab- 
dominal fullness and the fibroid was found on P. E. 
Her earliest memory was of a pickle being knocked 
out of a girl’s hand; her childhood play was with 
the neighborhood boys in their roughest games; her 
ambition was to be a baseball player; her menstrual 
periods were looked upon as disgusting; her rela- 
tionships with both her husbands had been nagging, 
competitive, and hostile; and she welcomed 
having her uterus removed. Further, she had a pro- 
longed history of headaches developing under emo- 
tional stress and being used for secondary gain. 


The second implication concerns the ques- 
tion of the reason for the high incidence of 
mental disorder among our surgical patients. 
Although strictly comparable data for inci- 
dence of mental disorder among nonhospi- 
talized persons are not available, it would 
appear that the incidence in our patients is 
significantly higher than in the total popu- 
lation. Three sources for this difference have 
suggested themselves to us. First, our pa- 
tients were drawn from the lowest socio- 
economic strata of the community. A num- 
ber of recent contributions have indicated the 
incidence of mental disorder to be higher in 
members of this group than in the remainder 
of the population. Our analysis of the social 
data for our patients is not as yet complete, 
and no estimate can be made of the degree 
to which this factor may be relevant 1n the 
present study. Second, the onset of a surgi- 
cal illness and the admission to a hospital 
may constitute severe stresses, particularly in 
a population with marginal financial means. 
In a number of instances, a previously nor- 
mal but tenuous adjustment pattern may be 
sufficiently disrupted to precipitate mental 
disorder, and thus again alter the findings in 
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the direction of increased incidence of men- 
tal disorder. A 

Thus, a 72-year-old white male of Cincinnati's old 
German culture was admitted with a hip fracture 
sustained while gardening. He had been a success- 
ful machinist and was enjoying retirement, sup- 
ported emotionally by a strong, solicitous wife and 
a large, affectionate, and doting family. Traction 
was the original treatment of choice and was ap- 
plied for a period of about 2 weeks. While im- 
mobilized in this apparatus the patient’s usual ami- 
ability and cheer gave way to marked depression, 
tears, and frequent cries of pain. He sobbed out his 
anxiety and meldacholy regarding the separation 
from wife and family. After the treatment of the 
fracture was changed to the insertion of a Neufeld 
pin the patient was allowed out of bed and early 
discharge was promised. Approximately at that 
point the depression cleared. 


Third, it is a finding of the present study 
that surgical illness is itself, in many in- 
stances, an eventuality growing out of men- 
tal disorder i.e., that in a number of ways, 
patients with mental disorder interact with 
their environment in such ways as to make 
surgical illnesses an outcome. In this sense, 
then, a surgical population is biased with 
reference to mental disorder, precisely as a 
population of patients with chronic liver dis- 
ease would be biased with reference to a his- 
tory of alcoholism. 

Relationship of Emotional Disorder to 
Surgical Iliness.—The greater concern of 
the present report is with the question of 
Specific areas of relationship between person- 
ality dynamics and surgical illness. This 
problem was stated by us as follows: In 
what way or ways, if any, is the surgical ill- 
hess at the time the patient presents to the 
Surgeon related to emotional disorder? This 
is independent of the mere fact of a clinical 
diagnosis of mental disorder and a concur- 
rent clinical diagnosis of surgical illness; e. g., 
in one case diagnosis of “no known relation- 
ship” was scored between the patient’s schiz- 
Ophrenia and acute appendicitis. The impact 
9f the surgical illness on the emotional state 
of the patient was similarly held here as an 
independent consideration; concern was here 
limited to the single direction of the influence 
of personality disturbance upon surgical ill- 
ness or symptoms. 

3 Findings, as summarized in Table 2 were 
werd; surprising. In 15 cases, 7.5%, data 
re insufficient for the required decision; in 
cases, 44%, no relationship was felt to 


275 


TABLE 2 


RELATIONSHIPS or EMOTIONAL DISORDER AND 
SURGICAL ILLNESS 


. Insufficient information to evaluate relationship: 
15 cases or 7.5% of total. 

No known relationship : 88 cases or 44% of total. 

Some relationship established: 97 cases or 48.5% 

of total. 

Neurotic disorder simulating surgical illness: 

6 cases. 

Psychological factors result in behavior leading 

to surgical illness: 39 cases. 

6. Psychological factors contribute etiologically to 
tissue changes: 6 cases. 

7. Péychological factors aggravated pre-existing or 
concomitant surgical illness: 52 cases. 

8. Presenting complaint serves neurotic need for 
special attention, increased recognition and 
support: 4 cases 

9. Other relationships: 2 cases. 


— 
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exist between the surgical condition and emo- 
tional factors; in 97 cases, 48.5%, a signifi- 
cant relationship was discovered. The cate- 
gories of relationships were empiric and de- 
scriptive ; and one or two illustrative cases in 
thumbnail summary are here presented to 
help define the categories: 


NEUROTIC DISORDER SIMULATING SURGICAL ILLNESS 


Case 1.—A 33-year-old white woman, with anx- 
iety neurosis and with history of asthma and of 
hyperthyroidism, was admitted for possible operable 
congenital heart disease. Findings were normal 
cardiac status, but severe respiratory distress with 
breath-holding as an anxiety symptom. 


PSYCHOLOGICAL FACTORS RESULT IN BEHAVIOR PRO- 
DUCING SURGICAL ILLNESS 


Case 6—A 22-year-old white man with severe 
passive-aggressive character disorder, and with 
strong pseudomasculine needs to drive at break- 
neck speed and to drink immoderately, was admitted 
to neurosurgery with a fractured skull incurred 
when he smashed up his car (his fifth major auto 


accident). 


PSYCHOLOGICAL FACTORS CONTRIBUTE ETIOLOGICALLY 
TO TISSUE CHANGES 

Case 131.—A 26-year-old stocky and muscular 
man with a puerile manner was admitted for emer- 
gency closure of a perforated duodenal ulcer. Six 
months previously the patient’s father to whom he 
was closely attached had killed himself. The father’s 
widow, his third wife, was allegedly more concerned 
about the resulting scandal than the loss of her 
husband. She had supposedly “stolen” the family 
business leaving the son to drive cabs for a living. 
Two months previous to admission the patient was 
divorced by his wife and his drinking had steadily 
mounted. During interviews he poured out his 
venom for the step-mother, sparing his own wife. 
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PSYCHOLOGICAL FACTORS AGGRAVATE 
OR CONCOMITANT SURGICAL ILLNESS 


PRE-EXISTING 


Case 29.—A. 58-year-old white man had gross 
hematuria for 10 months prior to seeking medical 
care. He is an extremely passive man with severe 
castration anxiety, in whose case fear of a muti- 
lating and emasculating operation caused him to 
present to the surgeons with a malignant tumor 
which proved to be beyond operative cure. 


Tt must be stated that tabulations summar- 
ized here were restricted to known relation- 
ships. In the course of the present study it 
became apparent from our data that in sev- 
eral instances of surgical illness there were 
at least suggestive indications of etiological 
relationships between certain types of chronic 
personality disorder and certain surgical ill- 
nesses, These illnesses were in each instance, 
in the present report, tabulated as “no known 
relationship," and will be separately reported. 

Delay in seeking medical attention proved 
to be unexpectedly frequent; in 71 cases 
(31%) there was clear-cut and significant 
delay. In at least 10 cases the delay was fatal 
(i.e. at surgery or on admission, patient 
presented with metastatic disease). In all 
but one or two instances of delay, it was pos- 
sible to establish a basis, in the psychody- 
namics of the patient, for the delay. 

The potential role of the psychiatrist in a 
surgical outpatient service is again very 
strongly indicated, along with the previously 
noted indications for close liaison between 
surgeons and psychiatrists on the surgical 
wards. The indications of relationships be- 
tween various surgical illnesses and chronic 
emotional disorders support the call for new 
areas of physiological research recently is- 
sued by Engel. The problem of delay in seek- 
ing medical care, so accurately predicted by 
Barker, is here seen in a very large per- 
centage of patients, and research into public 
health educational techniques is indicated. 


SuMMARY 


Two sets of findings of an exploratory psy- 
chiatric study of surgical patients are pre- 
sented. Patients were randomly selected 
from the surgical wards of a public general 
hospital, and were found to be representative 
of the total surgical population of the hospital 
with regard to age, sex, duration of admis- 
sion, whether or not surgery was performed, 


type of surgery, number of previous opera- 
tions, and whether or not there had been any 
previous contact with psychiatrists. Psycho- 
diagnostic interviews, psychological tests, 
and social histories were attempted for each 
patient. Findings were of diagnosable mental 
disorder in 86% of the patients, with insuffi- 
cient data in 4.596 and no psychiatric illness 
in 9.596. In 48.5% of the cases there was a 
significant relationship between the surgical 
status of the patient at the time of presenta- 
tion to the surgeon for treat/nent, and emo- 
tional disorder; in 44% there was no de- 
monstrable relationship; in 7.5% data were 
insufficient. Some problems raised by the 
unexpectedly high incidence of mental dis- 
order in surgical patients, and the relation- 
ship between emotional disturbance and sur- 
gical illness, are presented. 
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DISCUSSION 


Franpers Dunpar, M. D. (New York City).— 
As we all know, it took quite a while for psychia- 
trists to realize that people who acted "like crazy 
were not necessarily crazy, and for the general 
physician to realize that patients who complained of 
pains for which no good reason could be found were 
not just imagining an illness. 

It has taken a longer time for surgeons to become 
interested in the reasons that lead people to demand 
unnecessary operations or to have exaggerated fears 
of necessary operations. In most patients the emo- 
tional reaction is not proportional to the seriousness 
of the operation indicated. For some the more dire 
the operation and the more parts that can Bo. 
moved, the happier. But other patients can be 1151 
as frightened about having a splinter pulled out a 
a thumb as they are about an appendectomy, a Pro 
tatector or a mastectomy. IR 

We c4 all agree with Dr. Zwerling and his dii- 
sociates about their first point ; that emotional dis: 
orders exist in a significant proportion of pates be 
patients. I think that their second point COn ^ 
stated more clearly. In my experience, the oun 
tional factors which may play a role in iter 
formation need not be thought of as causative E ae 
but merely as stresses which change the bala 91 
among the forces in which an individual may 
may not be able to remain healthy. . 

The specific factors Dr. Zwerling me ER 
der his third point though perhaps unimportm ^. 
themselves affect the equilibrium that ETR ^ 
whether a patient will stay sick or get we doubt 
given field of forces. Of course no one can 
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that psychological factors aggravate pre-existing or 
concomitant surgical illness. Dr. Zwerling’s story 
of the patient with fibroids is dramatic but fears 
and new symptoms may be aroused by an operation 
as simple as a tonsillectomy. This is particularly 
important with children in whom a tonsillectomy for 
which they are not prepared may have a lifelong 
hangover in castration anxiety and not infrequently 
shift the emotional balance in the direction of homo- 
sexuality. 

Those of you who have seen Lester Coleman’s 
film about the preparation of children for operation 
will recall the difference in behavior between the 
prepared and the unprepared child. Dr. Coleman 
stressed the fact that the mother was unable to help 
the child adjust to the doctor’s lack of understanding 
and failure to explain because all she could think 
of were the horrors of her own childhood tonsil- 
lectomy. Dr. Coleman calls attention to the im- 
portance of letting the patient, young or old, know 
the essentials of the operative procedure. This, he 
feels, may prevent postoperative neurosis and pos- 
sibly even relieve a pre-existing neurosis. It is even 
Possible that a good talk about a proposed opera- 
tion may make the operation unnecessary, and ease 
the mind of the patient. I would prefer to call it 
emotional conflict of sufficient intensity to confuse 
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the surgeon’s judgment or to interfere with the pa- 
tient’s recovery in cases where the need for the 
operation has been adequately assessed. 

Dr. Zwerling noted that delay in seeking medical 
attention “proved to be unexpectedly frequent.” I 
should be surprised had it had been otherwise. Pa- 
tients are embarrassed about consulting specialists 
for minor complaints. Some are afraid they will be 
sent away like complaining children, others that 
they will be rushed to the operating table just be- 
cause the surgeon wanted to do one more operation. 
Iam glad that Dr. Zwerling called attention to the 
psychiatrist's role in preventive medicine. I believe 
that if all surgeons would begin with psychodiagnos- 
tic interviews, psychological tests, and social his- 
torieg they would find, like Dr. Zwerling, “a diag- 
nosable mental disorder in 86% of their patients.” 
But I have a semantic disagreement with this use of 
the word mental. I would prefer to call it emotional 
conflict of sufficient intensity to confuse the sur- 
geon's judgment or to interfere with the patient's 
recovery in cases where the need for the operation 
has been adequately assessed. 

Tt is well known that patients who are thought of 
as persons instead of just bodies before, during, and 
after operations, recover more rapidly. 


INTRACEREBRAL ELECTROGRAPHIC RECORDINGS FROM 
PSYCHOTIC PATIENTS DURING HALLUCINATIONS 
AND AGITATION 


PRELIMINARY REPORT! 


CARL W. SEM-JACOBSEN, M.D.; MAGNUS C. PETERSEN, M.D.; JORGE A. 
LAZARTE, M. D.; HENRY W. DODGE, In., M. D.; anv COLIN B. HOLMAN, M.D. 
ROCHESTER, MINN. 


In earlier work with electroencephalo- 
grams recorded by means of contacts on the 
scalp, Gibbs and associates(1), Jasper;and 
co-workers(2), and Hoch and Kubis(3), 
among others, have discussed the possibility 
of electroencephalographic changes in pa- 
tients suffering from schizophrenia and other 
mental disorders. 

In the course of examination by means of 
depth electrography of 9o psychotic patients 
at the Rochester State Hospital, the electric 
activity of the brain has been recorded 
through 3,254 intracerebral microcontacts 
distributed as follows: frontal lobe, 2,516; 
temporal lobe, 191 ; diencephalon and parietal 
lobe, 336; occipital lobe, 176; cerebellum, 16; 
and olfactory bulb, 19. The technic has been 
described in a previous paper(4). Until 
more base lines are established, interpreta- 
tion of the findings must of necessity be slow. 

The complex electric activity recorded 
from the depth of the brain may be divided 
broadly into the following 3 groups: 
(1) Rhythms consistently present in all pa- 
tients; (2) rhythms appearing in response 
to physical or mental activation or in re- 
sponse to induced physiologic changes; and 
(3) rhythms appearing intermittently in 
only a limited number of patients. 

In earlier communications(5,6), we at- 
tempted to interpret the meaning of some of 
the activity included in groups 1 and 2. We 
also demonstrated(6) the presence of the 
high-voltage paroxysmal rhythms included 
in group 3 in 22 of 40 chronically psychotic 
patients who had normal scalp electroen- 
cephalograms and no clinical symptoms of 
epilepsy. At present, the total has reached 34 
of 60 patients. 


* This investigation was supported by research 
grants from the Minnesota Department of Public 
Welfare and the National Institute of Neurological 
Diseases and Blindness. 
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We shall now describe other rhythms be- 
longing in group 3. These rhythms are focal, 
are of high voltage, and appear episodically. 

At the beginning of an episode, these high- 
voltage rhythms usually show a gradual in- 
crease of activity until a maximum is reached. 
In most instances, the activity continues at 
this level for varying periods until it sud- 
denly stops. Occasionally, there may be a 
decrease in the activity before its sudden dis- 
appearance (Fig. 1). A few episodes were 
observed in some patients in the course of 
2 weeks of examinations; in others, several 
episodes were noted in a single (recording) 
period of 2 to 3 hours. These rhythms also 
have been encountered during anesthesia 
produced by thiopental (pentothal) sodium. 

The episodic appearance of these high- 
voltage waves demanded repeated examina- 
tion of equipment and technic. They were 
suspected at first of being technical artifacts 
but their reality was established later. Con- 
sideration has been given to the possibility 
of an artifact from the pulse in several in- 
stances, because these waves were synchro- 
nous with the pulse beat recorded in the elec- 
trocardiogram (Fig. 2). In other cases, 
however, this synchronism was not observed. 
Inhalation of amyl nitrite did not evoke or 
modify these waves. y 

These rhythms varied in appearance but in 
the frontal lobe they usually consisted of 
rhythmic waves of 1 cycle to 3 cycles Per 
second. The duration of the episodes in which 
these waves appeared varied from a half 
minute to 10 minutes, An extremely halluci- 
nated, chronically psychotic patient fre- 
quently argued rather loudly with President 
Eisenhower simultaneously with the appear" 
ance of the high-voltage slow waves in trac 
ings from the ventral medial region of the 
frontal lobe (Fig. 3). : 

As long * i study was limited to the 
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$ Fic. 1.—Focal high-voltage slow waves from the frontal lobe during an episode of disturbance. Note the 
appearance of similar waves during anesthesia produced by thiopental sodium. 
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Fic, 2.—Episodes of focal high-voltage waves from the frontal lobe; note the relationship to the 
electrocardiographic waves. 
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Fic. 3. — Appearance of focal high-voltage slow waves with the start of hallucinations. 
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frontal lobe, no further progress was made. 
With the recently described improvement of 
the technic(7) using 46-gauge insulated wire 
in the electrodes, simultaneous recording 
from 80 contacts in the various regions of 
the head has been made possible. 

Episodes of high-voltage waves with spike 
components have been encountered in some 
tracings from the temporoparietal regions. 
The recordings obtained from one or two 
contacts in a few patients have shown classic 
high-voltage spikes (Fig. 4). 

Recent recordings from one patient gave 
further interesting information: » 
This patient, as do many schizophrenic patients, had 
experienced auditory hallucinations for years and 
had talked with her “divine revelations,” especially 
with General MacArthur and the king of Sweden. 
She had episodes of confused and incoherent be- 
havior, with simultaneous exacerbation of her audi- 
tory hallucinations, One day, as she lay on the bed 
in the recording room and a routine depth recording 
was being performed, she started to talk to and 
about MacArthur. After about a half minute she 
started to argue MacArthur was out in the ele- 
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vator shaft.” The first part of the recording (Fig. 
5) contained a few irregular waves, but as time 
went on there was a change, consisting mainly of 
the appearance of high-voltage discharges typified 
by spikes and waves from one contact (Fig. 6), with 
synchronous high-voltage activity building up in 
other regions, such as the temporal lobe and the 
area of the arrhythmic waves of 2 to 4 cycles per 
second in the frontal lobe. The main focus in this 
patient was in the parietal lobe. 

As the discharges changed and appeared as classic 
focal spikes, the patient argued loudly with Mac- 
Arthur and also started to talk to the king of 
Sweden. She became flushed from arguing (Fig. 
7); then quieted down a little (Hig. 8). The dis- 
charges in the record simultaneously diminished in 
voltage and then suddenly disappeared ; the patient 
was quiet. The whole episode lasted 3 minutes. 
When questioned, she said that she usually did not 
argue with the “divine revelations” but stated, “As 
you were in immediate danger, I had to talk back 
to save your life" One episode occurred during 
which a second-to-second correlation existed be- 
tween the patient’s behavior and the electroen- 
cephalogram. 

In spite of the high-voltage activity in what ap- 
peared to be the main focus, the activity did not 
show much spread to the neighboring contacts. 
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Fre. 4—Depth recording during episode of disturbed behavior. The activity in channel 8 lasted 23 minutes 
and that in channel 13 lasted 33 minutes. The patient was extremely confused at that time. 
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RECORDING DURING HALLUCINATIONS 
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tal, temporal, parietal and occipital 
on. Note in these figures the focal 
channel 2 from the temporal lobe. 
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Fic. 6.—These recordings were made when the patient began to argue. 
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Fic. 7. — These recordings were made during a continuation of the argument. Note the synchronism 
iss the slow waves in channel 6 from the frontal lobe and the spikes in channel 7 from the parietal 
obe, 
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Fic. 8— The patient ceased arguing and became quiet. 
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However, synchronous discharges of more unspecific 
nature were recorded from more distant regions, 
such as the ventral medial portion of the frontal 
lobe. The changes in the recording from the 
temporal lobe also were pronounced. These findings 
indicate connecting pathways. 

Throughout the study, the patient frequently 
spoke quietly with her "divine revelations" (Fig. 
9) and simultaneous changes were seen in the re- 
cordings from the temporal lobe. The complete 
record (Fig. ro) revealed that a certain correlation 
appears to exist between the activity obtained from 
this region of the temporal lobe and the medial 
ventral portion of the frontal lobe. However, this 
rélationship was *hot always equally prominent. 


We have recorded short periods of focal 
high-voltage discharges from r5 chronically 
psychotic patients. One or more contacts 
have been in or close to a discharging focus 
in 3 patients studied lately. High-voltage 
Spikes and waves were recorded from the 
focus in these patients. 

All the patients concerned in this study are 
chronically psychotic and have been hospital- 
ized for an average of 9 years, with no prior 
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indication of any convulsive seizures. Parox- 
ysmal bursts of waves of 2 to 5 cycles per 
second were encountered in depth recordings 
from all of them. A close relationship be- 
tween the patient’s acute episodes of psy- 
chotic behavior and the electric activity re- 
corded was found. The findings in this study 
draw attention to the presence of focal spike 
discharges in some chronically psychotic pa- 
tients during episodes of disturbance or hal- 
lucinations or both and to the presence of 
changes in the activity of the temporal lobe 
ang probably the frontal lobe during halluci- 
nations. 

It is our opinion that no further conclu- 
sions as to the diagnostic and clinical sig- 
nificance of these findings should be made 
at this time. 
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PERSPECTIVES IN PSYCHIATRIC RESEARCH 
KARL A. MENNINGER, M. D., Torka, Kans. 


The members were welcomed in behalf of 
the separate institutions that make up the 
Menninger Foundation in Topeka. It was 
pointed out that the hospital and clinic were 
developed to fulfill a need for treatment, 
being fundameritally medical in nature. The 
evolution of the conception of the nature of 
disease and also of the role of the physi- 
cian was described. It was emphasized that 
empirical treatment methods should be 
strengthened by “checking, recomparing, and 
otherwise evaluating the subsequent develop- 
ments.” Psychotherapy is one of these. To 
assess objectively the value of psychother- 
apy is a most difficult task but to do so is a 
duty to which the Foundation is committed. 
If psychiatrists cannot replace intuitive faith 


with substantiated convictions, research in 


Psychotherapy would hardly be worthwhile. 
Toward this end it is better to disprove than 
to confirm, for that is the most effective way 
of improving our methods and of seeking 
new and more promising treatment tech- 
niques. Thus, research in psychotherapy is 
most important and commands the respect 
and gratitude of fellow workers and potential 
patients throughout the world. 


DISCUSSION 


Joun C. Esernart, Pu. D. (Bethesda, Md.) — 
Since the end of World War II, psychiatric research 
has increased considerably in quantity and improved 
in quality. Evidences are: increased numbers of 
requests for research funds from the National Insti- 
tept Mental Health, improvement in the quality 
of research proposals, particularly in experimental 
design and methods of data analysis, and increased 
interest in research on the part of many hospitals, 
clinics, and universities. 

Funds for psychiatric research have also increased. 
Appropriations to the National Institute of Mental 
Health for research grants and fellowships have 
grown from $450,000 to $2,750,000 in 7 years. Addi- 
tional support for research has come from other 
Federal agencies, State governments, and private 
foundations. Approximately $ of the more than 
$7,000,000 paid out in research grants by the Na- 
tional Institute of Mental Health during this period 
has gone to psychiatrists; the remaining 3 went to 
investigators in such other fields as psychology, 
physiology, biochemistry, sociology, and other medi- 
cal specialties. 

Despite some recent research gains there is still 


a long way to go before solutions are found to the 


serious problems of mental illness. The principal 
needs seem to be: (1) new research ideas, (2) more 
trained investigators, (3) better research facilities, 
and (4) additional funds for the support of research. 


CRITERIA OF CHANGE IN THE PATIENT DURING PSYCHIATRIC 
TREATMENT, AND THE MEASUREMENT OF CHANGE 


JAMES G. MILLER, M. D., Pn. D, Cnicaco, IrL. 


The scientifie method as traditionally un- 
derstood in the physical and biological sci- 
ences is applicable to research on psychiatric 
treatment including psychotherapy. Science 
is often overrated in our culture, for it is 
only one—and a limited—approach to ex- 
perience, correlative to the artistic and re- 
ligious or ethical approaches. It has its own 
— 

The items hereunder are brief abstracts of re- 
Ports and discussions thereof presented at the Re- 
9 5 Research Conference sponsored jointly by 
the American Psychiatric Association, The Men- 
Dinger Foundation and the University of Kansas 

chool of Medicine, Topeka, Kans., Oct. 23-24, 1953- 


rules or procedural assumptions—under- 
standing is demonstrated by prediction; this 
assumes determinism; general laws of ever- 
increasing accuracy are the goal; it is a public 
endeavor, employing the agreed-upon dimen- 
sions of the antimeter-gram-second system 
and operational definitions. Private phenom- 
enal experience can be a fruitful source of 
hypotheses for public testing. 

Scientific methods valuable in measuring 
change in psychiatric treatment are: the fol- 
low-up; the subdivision of prolonged thera- 
peutic courses into briefer units; the use of 
matched controls, “own” or “wait” controls, 
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analysis of variance controls, perhaps Mar- 
kov processes controls. To test hypotheses 
about the nature of change in treatment, di- 
agnostic tools are necessary, among which are 
ratings of protocols, 2-sorts, Osgood’s se- 
mantic differential, projective methods, 
physiological measures, methods of quanti- 
fying social interactions. 

Numerous, often conflicting, criteria of 
change or success in psychiatric treatment 
exist: self-satisfaction, “internal adjust- 
ment,” adjustment to society, work adjust- 
ment to home environment, disappearance of 
symptoms, psychological changes, selfyad- 
justment congruent to therapist’s ideal, social 
adjustment congruent to therapist’s ideal, and 
others. All of these are capable of objective, 
scientific measurement, potentially in terms 
of a single, embracing theory of behavior 
which can resolve present differences among 
therapeutic schools, 


DISCUSSION 


GaRbNER Murrny, PR. D. (Topeka, Kans.).— 
"This stimulating presentation has covered the 
ground so well that I would feel inclined not to 


criticize so much as to suggest immediately some 
possible expansions of the theme. Can we, for ex- 
ample, evaluate the patient's progress at all levels 
at once? Changes in the distribution of striped 
muscle tonus, for example, and changes in unstriped 
muscle activity (such as arterial walls and gastro- 
intestinal tract) are often associated with alterations 
in the patient's struggle for health. 

We turn then to measures of perceptual changes, 
which under the influence of projective testers are 
among the important new approaches ‘to changes 
in the patient. Perceptual changes, in turn, lead to 
a consideration of the measurement of change by 
reference to action: devices developed by social sci- 
entists, such as short sample techniques; continuous 
behavior records; "on the spo?’ observations of 
Critical responses; and planned behavior testing. 
"This leads to measures of ego strength in the broad- 
est sense, including capacity for autonomous de- 
cision and for reality testing. Finally we should 
reach out for evaluation and measurement of the 
changed social relationships of our patients as seen 
in terms of interpersonal transactions. 

We shall obviously need a team of therapists, 
psychiatrists, internists, psychologists, and social 
workers making an integrated evaluation of changes 
which may be expected under the conditions of ob- 
servation which Dr. Miller has described. Ulti- 
mately, of course, we have a value judgment to 
make as to which of the changes are socially most 
important. 


THE USE OF MATCHED GROUPS IN THE EVALUATION OF 
CONVULSIVE AND SUBCONVULSIVE PHOTOSHOCK 
GEORGE A. ULETT, M. D. Pn. D. GOLDINE C. GLESER, P. D. BETTYE M. 


CALDWELL, Pn. D., AN» KATHLEEN SMITH, M.D. 
Sr. Louis, Mo. 


In order to cope with the many theoretical 
and practical problems attendant on psychi- 
atric research and yet maintain scientific 
rigor, it is generally necessary to delineate the 
Scope of such investigations so as to answer 
well-defined questions. We have attempted 
to meet these problems with regard to an 
evaluation of convulsive and subconvulsive 
photo-shock therapy by confining our atten- 
tion to the efficacy of these treatment methods 
relative to electroshock therapy, and by evalu- 
ating changes in the patients after a limited 
period of time. In this current research proj- 
ect, equivalent groups are obtained for each 
treatment procedure and for a control group 
by matching patients on the basis of diag- 
nosis, age, sex, edlication, and chronicity, 
and by assigning such matched patients on a 
random basis to one of the 4 groups. The 


procedures are equated in terms of total 
number of treatments, utilization of sedation 
before treatment, and amount of routine 
hospital care. The inclusion of both an EST 
group and a control group makes the research 
complete within itself and not dependent on 
comparison with results of other investi- 
gations. 

Some of the practical difficulties encoun- 
tered in matching groups, equating proce- 
dures, handling a control group, and obtaining 
objective, unbiased evaluation of changes in 
the patient are discussed. 


DISCUSSION 


Hanorp E. Himwicu, M. D. (Galesburg, uo 
In a capably managed investigation, Dr. Ulett eut 
co-workers chose their patients for certain importan 
characteristics and then randomized them into 4 
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groups. To randomize is wise and relatively easy. 
Matching is much more difficult. It may be used 
with rats, litter mates which are the progeny of 
brother and sister matings for many generations. It 
does not however apply equally well in humans 
even to identical twins, necessarily brought up in 
different environments. The problems of matching 
groups for a study of the dynamic psychiatric 
changes resulting from therapy are almost insur- 
mountable. The investigator can never be sure he 
has chosen the most significant characteristics in the 
selection of his patients. Furthermore he does not 
know all the important determining factors. If the 
reliability and validity of a study depend upon the 
accuracy of matchihg, the investigation is necessarily 
weakened. An investigator, however, has the right 
to control a number of variables in the selection of 
his experimental subjects, and then to randomize 
them, as was done by Dr. Ulett and his group. A 
similar technique was also necessarily employed at 
the Galesburg State Research Hospital in a study 
of the effects of large doses of glutamic acid on be- 
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havior. Patients were chosen for certain character- 
istics: ie. I. Q., age, ability to speak English, etc., 
and then randomized into 2 groups. They were al- 
ternately placed on medication and placebo unknown 
to the observers. In addition to behavior, psycho- 
logical, physiological, and biochemical changes were 
studied. 


Donatp Warrerson, M. D. (Topeka, Kans.).— 
The plan for follow-up outlined in Dr. Ulett’s paper 
stressed that there is no point in carrying out fol- 
low-up studies several years after the treatment if 
the particular treatment is not expected or intended 
to influence the patient’s condition at the moment. 
However, the question was asked whether a week 
after the end of convulsive treatment was not too soon 
to make a reevaluation of the status of the patient. 
By this time the patient could hardly have recovered 
from some of the immediate undesirable side effects 
of the treatment. Moreover, it was suggested that 
follow-up should extend systematically to perhaps 
6 months after the end of treatment, a somewhat 
longer period than that proposed by Dr. Ulett. 


A PLAN FOR TESTING THE EFFICACY OF A NEW DRUG IN THE 
TREATMENT OF ACUTE SCHIZOPHRENIA 


JOHN CLANCY, M. B., B. Cu., ABRAM HOFFER, M. D., Pu. D., JOHN LUCY, M. R. C.S., 
L. R. C. P., HUMPHREY OSMOND, M. R. C. S., L. R. C. P., JOHN SMYTHIES, M. B., 
B. CH., anD BEN STEFANIUK 
WEYBURN, SASK., CANADA 


This paper mentions some of the difficul- 
ties that beset the research worker, many of 
which are peculiar to psychiatry. It describes 
the experimental setup that was used to test 
the efficacy of a new substance supposedly 
effective in the treatment of schizophrenia. 


The trial was sponsored by the Mental Health 


Division of the Canadian Department of 
Health and Welfare, and the planning and 
execution were performed by members of the 
Saskatchewan Psychiatric Research Group 
after ratification by the Department and its 
Statisticians, 

Special attention was paid to the selection 
Of patients and controls, stabilization of the 
environment, and assessment by reasonably 
unbiased observers. For reasons that are dis- 
cussed, a rapid interview method was used 

Or assessment, using a form of interview 
and numerical rating scale devised by the re- 
search psychologist and which, it is hoped, 
Should be applicable to other experiments of 
this type, 

Tt is felt as a result of this trial that a 
Eus understanding between the psychiatric 
cam and the statisticians is needed. 


DISCUSSION 


H. H. Garner, M.D. (Chicago, Ill.).—The 
authors correctly indicate the complexity of the 
problem of research in schizophrenia. The fact that 
the schizophrenic process itself is so ill defined is 
readily apparent by the marked variations in diag- 
nosis from clinician to clinician. There is a great 
deal of reason to consider the schizophrenic syn- 
drome as a series of perceptions, thought and be- 
havior responses, which have an adaptive value. One 
may see a wide variability of responses over a wide 
range of possibilities of minimum or maximum re- 
actions. Symptoms may be latent or overt. One ex- 
aminer may see a schizophrenic adaptation as hav- 
ing begun; another may consider the person well 
integrated and having good ego strength. The neces- 
sity of developing some baseline of operation in 
terms of what constitutes the schizophrenic patient, 
and what constitutes improvement or cure is almost 
self-evident. The authors emphasize the need for 
such an orientation and the complete lack of sig- 
nificance in any therapeutic evaluation without such 
an orientation. 

All therapeutic research must of necessity be re- 
lated to theories of etiology. Any research in schizo- 
phrenia in which drugs are used might utilize any 
of the following concepts of etiology currently in 
vogue and from time to time being considered 
dominant theories on etiology of schizophrenia: 
hereditary constitutional theories; toxic, traumatic 
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and infectious disease concepts; stress of activity 
with running down and disintegration of the func- 
tioning of bodily organs; socio-economic and eco- 
logical theories; theories of repression and regres- 
sive adaptation. 

"This paper is predicated apparently on a theory of 
etiology, related to toxic, degenerative, or infectious 
changes. 

The work of Magoun and French on the alerting 
mechanism in the medical reticular substance of the 
brain stem may have more than usual significance 
for drug therapy of the psychotic disturbances. 
Through disturbances in the alerting mechanism 
such phenomena as withdrawal from external ob- 
jects, so that the world is no longer invested with 
libido, leading to depersonalization and the fecdings 
of world destruction, mutism, etc., may take place. 
The expression of a narcissistic overinvestment of 
bodily organs with feeling and the needs for con- 
trolling intense investments of bodily organs by 
counter cathexis are psychological descriptions for 
the phenomena which might have neurophysiological 
counterparts in the varying degrees to which 
estrangement and lack of awareness of specific 
organs are expressions of varying degrees to which 
the alerting mechanisms make one aware of one's 
bodily feeling and organs. Many of the other 
disturbances characteristic of the schizophrenic in 
thinking, affect, dissociation, hallucinatory, and de- 
lusional phenomena may likewise have important 
neurophysiological components related to the alert- 
ing mechanism in terms of the influence of such a 
mechanism in making any series of internal or ex- 
ternal impulses more or less aware to consciousness. 

I wonder if the reverberating circuits suggested 
by Kubie and elaborated neurophysiologically by 
Pitts and McCullock, Weiner, and others are stimu- 
lated by the alerting mechanism which possibly de- 
termines which impulses would pass to any particu- 
lar reverberating circuit. 

With such teamwork and attempts at careful 
evaluation of variables as is evidenced by the authors 
in their studies, we may reach a capacity for con- 
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trolling, by biochemical means in a selective manner, 
such impulses as will tend to make the individual 
more readily receptive to object-directed feelings 
and perceptions, which aid in reality testing and 
dampen awareness of needs to withdraw object 
directed feelings, and those perceptions which make 
reality testing difficult. 


Gorpine C. Gieser, Px. D. (St. Louis, Mo.). 
This presentation is an excellent example of the 
thought, planning, and preparation which must go 
into a research design if the results are to be valid 
and meaningful. Many of the points considered, 
such as: limiting the investigation to specific prop- 
ositions for which rigorous answers may be ob- 
tained; providing a control group; and standard- 
izing all procedures for handling subjects, are 
applicable to a wide range of problems. A particu- 
larly excellent precaution in this study eliminating 
all bias in handling and evaluating subjects was that 
no one connected with the project could determine 
which were control and which experimental subjects. 

In studies dealing with new drugs questions arise 
regarding quantity and frequency of dosage and 
possible relationship with factors such as age and 
weight of subject. These questions require con- 
siderable preliminary investigation before the thera- 
peutic value of the drug can be assessed. 

The problem of evaluation of results in therapy 
still poses the greatest difficulty in psychiatric re- 
search. Unfortunately, just because one expresses 
results numerically does not mean that one has a 
measure in the mathematical sense. At present we 
must usually resort to ordered categories defined as 
objectively and operationally as possible. Multiple 
raters and trial ratings on a preliminary group fol- 
lowed by comparison and discussion are desirable to 
increase the reliability of the criterion. Where 
multiple ratings are used, their intercorrelations 
should be obtained. High relationships indicate 4 
common factor, thus the summed score is meaning- 
ful and can be used to test over-all differences. Sta- 
tistical tests should be made on separate ratings only 
if they are relatively independent. 


METHODOLOGICAL PROBLEMS IN A RESEARCH APPROACH 
TO SCHIZOPHRENIA 


NATHANIEL S. APTER, M.D., Cuicaco, ILL. 


In this work I have had the unusual oppor- 
tunity of collaborating with a large number 
of preclinical and clinical representatives of 
the biological sciences. We have adopted the 
attitude that it is not necessary to share the 
same views about the etiological and psycho- 
logical factors operative in schizophrenic re- 
actions in order to work together, regarding 
psychotic reactions. The collaborative efforts 
represent out willingness to exploit one an- 
others method and interest in various 
problems of schizophrenia. The essential prin- 
ciple of the research approach is that behav- 


ioral changes may be expected to emerge n 
some chronic schizophrenic patients as à con- 
sequence of modifying physiological proc” 
esses involved in cerebral metabolism. The 
modifications in behavioral patterns thus a 
duced comprise the psychiatric data whic 

are regarded as restitutive or regressive 
mechanisms available to the patient 1 
the limits of the procedure employed. T £ 
immediate gain for the psychiatrist is acces 

to an experimental approach within biology 
without relinquishing clinical psychiatric DS 
spectives derived from psychoanalytic PSY 
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chopathology. One of the significant advan- 
tages of the clinical psychiatric method, 
namely, the detection, recognition, and inter- 
pretation of behavioral changes occurring 
within the individual patient, is retained. 
Maintenance of this perspective is necessary 
in order to emphasize that the variety of 
clinical pictures in the schizophrenic reactions 
may represent different etiological factors at 
work. The purpose of such an approach is to 
determine how well clinical psychiatric 
methods can provide direction to the bio- 
logical sciences nd conversely, how the bio- 
logical sciences may contribute to the clari- 
fication of various schizophrenic reactions. 
The eventual goal is to provide a clinical psy- 
chiatric framework upon which different 
classes of data from ancillary disciplines may 
be meaningfully integrated. 

This presentation consist of: a discussion 
of the development of the research approach ; 
a consideration of its theoretical implications; 
and explanation of the dimensions used for a 
conceptual model of schizophrenic reaction ; 
observations on bilaterally adrenalectomized 
chronic schizophrenic patients, and the effects 
of various cortico-convulsants in convulsant 
and subconvulsant doses; and some example 
of psychodynamic constellations and their 
bearing on questions of reversibility and ir- 
Teversibility in schizophrenic reactions. 


DISCUSSION 


9 Warrerson, M. D. (Topeka, Kans.).— 
veryone was impressed by the notable thoughtful- 
tess of Dr. Apter's paper and by the value of such 
SURG statements of the theoretical framework 
19 "E which observations and experiments were 
lud i made. He found the presentation admirably 
RE and consistent. However, he thought it highly 
HUE that in clinical psychiatric research a 
NE theoretical point of view should go 
S in hand with the sensitive and careful selection 
d Some small and manageable area of inquiry. As 
8 example of the latter he cited Gjessing's bio- 
5 research into catatonic schizophrenia in 
HS the focus of observation was maintained per- 
t ed over many years om, certain simply re- 
k ed behavioral data on the one hand and on the 
ieee of total nitrogen metabolism on the 
tie r. He wondered by contrast whether perhaps 

pu of Dr. Apter and his colleagues might not 
p wide in scope, ranging as it already does from 
the ‘Plex studies of adrenalectomy and substitution 

tapy in chronic schizophrenic patients to de- 


terminations of the degree of reversibility of schizo- 
phrenic patterns of behavior by means of unsub- 
stituted hydrazides combined with photic stimulation. 
Dr. Watterson was not certain to what extent 
this question of the appropriate breadth of inquiry 
could be settled on a rational basis, or to what ex- 
tent it was a matter of personal taste of the ex- 
perimenter. His own preference was a combination 
of freely ranging thought and narrowly focused 
specific inquiries put to the test by simple experi- 
mental design. 


J. Correr Hirscuzere, M. D. (Topeka, Kans.).— 
The goal of Dr. Apter’s excellent paper was to 
determine whether or not psychodynamic concepts 
of sghizophrenic reactions could be correlated with 
biological data. In attempting to do this, he tried to 
produce significant changes in the internal physio- 
logical environment of the patients studied, and to 
modify physiological processes involved in cerebral 
metabolism. By a combination of psychiatric methods 
and experimental psychological tests, Apter and 
Halstead found that organic cerebral changes (both 
reversible and irreversible) could be detected earlier 
by altered activities of the ego (mainly degradation 
and restitution) than by neurological or electro- 
encephalographic evidence. 

Apter's studies view schizophrenic reactions as 
disorders of adaptation without differentiation by 
clinical psychiatric methods between reversible and 
irreversible schizophrenic patients, but with various 
degrees of reversibility and with a number of 
etiological facts at work. 

Among the other values of this paper, it illustrates 
that, in the study of physiological factors in be- 
havior, progress comes from an interchange and co- 
ordination of clinical and experimental techniques, 
and further it demonstrates that complex human 
behavior cannot be adequately evaluated outside of 


its social setting. 


WILLI BRL, M. D. (Lincoln, Nebr.).—There 
is no dichotomy between mind and body the con- 
cept of the person as a totality is generally accepted. 
If one alters the internal milieu of the person, the 
total adjustment picture will likely change. 

This paper contains much food for thought. It 
contains a hypothetical framework of a research de- 
sign, the research design and a conceptual model of 
schizophrenia, etc. It is difficult to see how some 
of the elements of the paper integrate with each 
other. How does the genetic dynamic concept of 
schizophrenia integrate with the total paper? 

While it would be difficult, it would be more satis- 
factory if this paper were oriented more specifically 
toward the given issues rather than its very general 
orientation. In our present state of knowledge, how- 
ever, we have very little information of a specific 
mature in regard to the issues raised here. The 
author’s paper on the one hand is an attempt to 
clarify some of these issues; yet, on the other hand, 
reflects the uncertainty of our knowledge. 
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PSYCHOTHERAPY—A REVIEW AND AN INTEGRATION 
JULES H. MASSERMAN, M. D., Cuicaco, III. 


The thesis that psychiatry has evolved 
through former mystical and taxonomic 
phases to its present dynamic status needs 
modification in at least 2 important respects : 
(1) that man has always sensed the de- 
terminants of his own conduct, has expressed 
this understanding poetically and has used it 
therapeutically in nearly every way now 
known, and (2) that many of our present 
concepts about human behavior remain 
largely mystical. To clarify the basic elements 
in psychotherapy, its historical development 
will be reviewed, and certain recent contribu- 
tions of neurophysiology and of comparative 
and experimental psychology to clinical ther- 
apy and practice will be summarized. Finally, 
the necessity of respecting and preserving 


certain delusions or Ur-defenses essential to 
mankind and relevant to all forms of psycho- 
therapy will be discussed. 


DISCUSSION 


Hervert S. GasK ILL, M.D. (Denver, Colo.).— 
Dr. Masserman has reviewed his many contributions 
to psychotherapy as a result of the studies in his 
laboratory. We are extremely indebted to him and 
others who have made outstanding contributions to 
our understanding of human behavior as a result 
of their animal experimentation. 

Dr. Masserman has been a pioneer in the field 
of experimental neuroses in animals. The intro- 
duction of this methodology in the study of behavior 
has increased our knowledge and made it possible 
for us to study single aspects of rather complex 
phenomena. It has enabled us to broaden our theo- 
retical knowledge and through its application to 
improve our therapeutic skills. 


NOTE ON CASEWORK 


THE FUNCTION OF THE PSYCHIATRIC SOCIAL WORKER AT 
WESTERN PSYCHIATRIC INSTITUTE 


FRANCES M. FISHER. PrrrspUnGH, Pa. 


The Western Psychiatric Institute and 
Clinic of the University of Pittsburgh Medi- 
cal School congists of 5 departments inter- 
related by the common purposes of treatment, 
teaching, and research. These are the medi- 
cal, nursing, social service, psychology and 
occupational therapy departments. Each 
carries on a program of professional training. 

The medical department trains physicians 
and medical students in clinical psychiatry 
in a 3-year program. The nursing depart- 
ment offers a 3-month affiliation to under- 
graduate nurses from other hospitals, with 
instruction in psychiatry and experience in 
psychiatric nursing. It also provides experi- 
ence for graduate nurses working toward a 
bachelor’s degree with a major in psychiatric 
nursing, as well as for the mental hygiene 
consultants, who are recipients of U. S. 
Public Health Service stipends. The psy- 
chology department trains clinical residents 
in psychology, and the occupational-therapy 
department provides experience for students 
in occupational therapy from Ohio State 
University. The departments work together 
in interpreting the different disciplines to the 
Students. For a long time the resident staff 
had discussed the question of the specific 
function of the psychiatric social worker at 
the Institute. The medical staff wanted a 
clear statement of the distinction between 
the psychotherapy practiced by the residents 
and the casework of the psychiatric social 
workers. After ample discussion by the chief 
Psychiatric social worker with individual 
Second- and third-year residents, as to their 
Concept of the function of the psychiatric 
Social worker, a statement was prepared and 
Submitted to the medical staff for their ap- 
Proval. The medical staff—at that time 6 
Piel ie te coge that the statement, 

10 
As presented below, would have much 


I > Director of Social Service, Western Psychiatric 
institute and Clinics, Pittsburgh 13, Pa. 


meaning for the residents, and that it should 
be placed in the handbook for residents. This 
formulation of function is being used to 
clagify relationships between 36 residents 
in psychiatry and ọ psychiatric social workers. 
It is a foregone conclusion that it may not 
be appropriate in other settings, however it 
is singularly appropriate here, where the 
resident carries major responsibility for the 
treatment of the patient and the psychiatric 
social worker for work with the relatives. 
The psychiatric social worker at the Insti- 
tute does concurrent casework with the rela- 
tives of patients in psychotherapy. This case- 
work is patient focused, since it deals with 
the day-to-day anxieties caused by the pa- 
tient’s living in the home while in psycho- 
therapy, or while in the hospital. The psy- 
chiatric social worker deals with the relatives’ 
problems: marital or economic difficulties, 
separation, housing, homemaking service, 
placement of children, etc. These problems 
may be increased or accentuated or decreased 
by the psychotherapy the patient is under- 
going. The psychiatric social worker works 
with conscious reality problems. These may 
be eased by casework which is supportive, 
clarifying, and interpretive. They may be so 
modified as to effect a positive change in the 
environment in which the patient lives or to 
which he will return after hospitalization. The 
psychiatric social worker does not attempt to 
interpret unconscious motivations to the rela- 
tive except in rare instances, nor does he dis- 
cuss dreams. If a relative brings out material 
that indicates a psychotic trend the social 
worker discusses this with the patient’s psy- 
chiatrist who may then request that the rela- 
tive be referred to another psychiatrist for 
therapy. Since the relative has had an oppor- 
tunity, when the patient is admitted to the 
hospital, to meet the patient’s therapist, a 
sense of relationship between them has al- 
ready been established. Thus the relative’s 
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problems regarding the patient are handled 
by the psychiatric social worker in close col- 
laboration with the psychotherapist. These 
problems may relate to any changes during 
psychotherapy of the patient or during the 
casework interviews with the relatives. 

The psychiatric social worker is qualified 
to compile a social study from the following 
sources: relatives, friends, other social agen- 
cies, ministers, employers, labor unions, phy- 
Sicians, and hospitals. The compilation of 
this social study is a constantly reformulated 
body of information. This is actually *he 
beginning of a casework relationship with 
one family member. The family member ac- 
cepts responsibility for planning prior to pa- 
tient's admission, during his hospitalization, 
and after his discharge. The casework rela- 
tionship affords the relative an opportunity 
to discuss his own negative and positive feel- 
ings regarding the patient. The relative may 
feel free to talk about himself and his own 
needs. This form of casework service leaves 
the psychiatrist free to develop a relation- 
ship with his patient. The relative may freely 
discuss with the psychiatric social worker his 
own feelings regarding the treatment of the 
patient, as well as his own part in the pa- 
tient’s illness. This he frequently cannot do 
with the patient’s doctor, who is identified 
with the problems of the patient, and cannot 


therefore include the family in his focus 
while the patient is in therapy. 

The psychiatric social worker may act as a 
consultant to the psychiatrist regarding the 
use of community resources. Since all cases 
are cleared with the Social Service Exchange, 
the psychiatric social worker may, at the time 
of the patient’s admission, indicate to the 
doctor what community agencies have worked 
with the family or patient in the past, so that 
the doctor may get information from these 
agencies to help the patient find employment, 
make a new living arrangement, or further 
his education. The psychiatric social worker 
may assist the doctor in compiling a social 
study by acting as consultant regarding in- 
formation that would be most valuable to him 
in his understanding of the patient. 

After the compilation of the social study 
by either the psychiatric social worker or the 
doctor, a decision may be reached as to 
whether or not the relative will respond to 
case-work service. Some relatives, because 
of lack of insight, long-time patterns of de- 
pendency, and unwillingness to participate in 
treatment goals, are deemed unsuitable for 
casework treatment. The decision is reached 
by mutual discussion between the psychiatrist 
and the caseworker. But, if at some future 
time casework service may be indicated, the 
doctor will feel free to refer the case to social 
service for further exploration. 


CLINICAL NOTES 


OBSERVATIONS ON GROUP PSYCHOTHERAPY WITH 
HOSPITALIZED PATIENTS 


AARON H. CANTER, Ps. D. PHOENIX, Ariz. 


This study, based on group psychotherapy 
experiences at the Veterans Administration 
Hospital in Phoenix represents the prelim- 
inary observations and findings of over 2 
years’ work with hospitalized patients, pri- 
marily psychotic veterans, the majority clas- 
sified as schizophrenic. The average age was 
34.2 years. Almost all were acutely ill at the 
time of admission to the hospital. The pa- 
tients attended an average of 25.8 group ses- 
sions during an average 9.6 weeks, One- 
hour group therapy sessions were held 3 
times a week. 

In addition to the advantages of group 
treatment of psychotic patients summarized 
by Frank(1), our experiences have indicated 
that group psychotherapy is particularly ad- 
vantageous for hospitalized, acutely ill schiz- 
ophrenic patients, and that our findings have 
been sufficiently consistent to warrant re- 
porting as a basis for further investigation. 
Briefly, the major impressions of this study 
are: 

The understanding of the distortions in 
perception and behavior of the patients in 
their interpersonal relationships is more 
readily achieved in group treatment than in 
individual treatment. One of the most im- 
mediate tasks in group therapy with actively 
disturbed psychotics is to build bridges of 
communication among the members of the 
group and between patients and therapists. 
The inability to establish and maintain 
healthy interpersonal relationships makes the 
Schizophrenic patient difficult to treat. Group 
treatment often provides the initial bridge of 
communication which permits the opening 
up of other avenues to a more healthy adjust- 
Ment. It is our observation that group treat- 
ment is effective because schizophrenics 
appear to have a special capacity for com- 
municating with each other. Acutely dis- 
— 


chief Clinical Psychologist, Veterans Admin- 
istration Hospital, Phoenix, Ariz. 


turbed and hallucinating schizophrenics ap- 
pear to understand one another’s behavior and 
symbolic productions and to be able to trans- 
late one another’s distortions successfully. 

For example, in several of the early ses- 
sions with our psychotic groups the therapist 
was unable to understand fully the state- 
ments and feelings of group members con- 
cerning hallucinations. Nevertheless, the pa- 
tients were able to communicate readily with 
each other, and in several consecutive ses- 
sions they were able to arrive at some fairly 
satisfactory methods of dealing with hallu- 
cinations. The bewilderment of this worker 
was shared by the rest of the staff when the 
recordings of these sessions were played back 
in staff conference. Even when typed tran- 
scripts were gone over several times the staff 
found understanding difficult. Nevertheless 
the fact remains that the schizophrenic pa- 
tients readily understood each others’ ver- 
balizations. 

Another interesting point is that these 
symbolic distortions, the “peculiar” schizo- 
phrenic thinking, can be understood by the 
therapists after patient study. We can cite 
experiences in which staff members other 
than the regular therapist substituted or ob- 
served the therapeutic sessions and were 
completely out of contact” with the patients. 
Nevertheless the regular therapist or ward 
personnel could respond adequately to the 
patients’ verbal productions and behavior. 
Another interesting aspect of studying the 
group recordings was that other staff mem- 
bers could begin to understand better the pa- 
tients’ verbalizations when given some in- 
sight into their conflicts. Needless to say, the 
group therapy experiences facilitated indi- 
vidual therapy with patjents. Parenthetically 
it should also be noted that our experiences 
with these groups indicate that group and 
individual therapy are complementary proce- 
dures and applied together are more effective. 
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Another observation is that the learning 
of new behavioral patterns or the modifica- 
tion of old patterns is best achieved for some 
patients in group therapy because of advan- 
tages inherent in the group situation. Be- 
cause man is a gregarious animal, it is logical 
to encourage the learning of new patterns 
through the medium of the group. Group 
therapy encourages social adjustment and 
communication, and often makes possible the 
initial breaking through of the pattern of 
isolation. There is an obvious alleviation of 
emotional tension derived from a sharing of 
experiences beyond the benefits of mére 
catharsis, for there is a wider acceptance as 
experiences are partially relived within the 
group. Within the permissive and safe con- 
fines of the hospital group the patients can 
feel free to voice their dissatisfactions, their 
anger, all of their feelings, and learn that 
these are not unique, overwhelming, and that 
they can be and are managed by others. 

Since the creation of this program there 
has been a general change in the attitude of 
the patients toward their fellow group mem- 
bers and toward the ward itself. Relation- 
ships have been formed between members of 
the group which have continued, in several 
cases, after the transfer to the open ward. 
Many have requested and been given permis- 
Sion to return for group meetings and it is 
now our policy for the patient to continue in 
group therapy after transfer to other wards. 
Patients have requested and been permitted 
to return for group meetings even after dis- 
charge from the hospital. 

The increasing number of discharged pa- 
tients has finally led to the formation of an 
outpatient group of previously hospitalized 
patients, In the early part of 1955, it became 
apparent that many of the former patients 
had made a relatively good adjustment out- 
side of the hospital. Many of them had re- 
sumed their former occupations or found 
new jobs which meant that they could not 
attend group therapy at the hospital 3 times 
a week during the day. In response to their 
requests, a new group of “graduates” was 
constituted and now meets once a week in 
the evening. The “graduate” group, it seems, 
has focused increasingly on problems of ad- 
justment to the world about them. There has 
been an increasing awareness of their need 


for change (i.¢., what can we do about being 
lonely or isolated from others?). There is 
apparent in the “graduate” group the grad- 
ual disappearance of asocial tendencies, a 
reorientation of attitudes coupled with an 
active effort to do something about their 
problems in adjustment. It is felt that this 
program of gradual promotion to open 
wards, and then to the community, has 
served to reassure many patients, and has 
given them the support necessary to function 
adequately in society. 

It is not suggested that all o? these patients 
have fully recovered; on the contrary, many 
of them would probably now be classified as 
“ambulatory schizophrenics” who are adjust- 
ing better socially, vocationally, etc. This 
leads us to another point, which is that group 
therapy in the hospital for some patients has 
been the method of making a smoother tran- 
sition to society and to continuing outpatient 
treatment when it is needed. 

It has been observed by some workers, in- 
cluding Frank(3), that 
Introduction of group therapy in a ward of chronic 
schizophrenics was followed by a temporary in- 


crease in fights, torn laundry, and so on; however, 
later all indices of disturbance declined. 


With our patients (who are not chronic 
schizophrenics) we did not observe this tem- 
porary phenomenon. During the group 
hours there has been almost no tendency to 
violence among the patients. Antagonisms 
and hostilities have been encouraged to ex- 
pression verbally, and it has been our experi- 
ence that when disagreements have been 
thrashed out, underlying similarities in view- 
points may emerge thus increasing group co- 
hesiveness. It should be noted that on a few 
occasions one or two patients have been dis- 
continued from therapy, either at the pa- 
tient’s request or because the staff felt that 
group therapy would not be helpful. The 
selection criteria for this group, as well as 
the type of patient, may account for the dif- 
ferences from the Powdermaker and Frank 
studies. In general, it is our observation a 
the group experiences enabled patients to 1 
something about their pent-up feelings an 
so gain relief which in turn led ultimately P 
a higher degree of socialization and improve 
ward morale. 

Summary.—We have presented some ob- 
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servations regarding group therapy. In the 
opinion of the writer, group therapy has cer- 
tain specific and unique advantages for the 
acutely disturbed patient of the type de- 
scribed. These advantages are: (1) schizo- 
phrenics appear to be able to understand one 
another’s behavior and symbolic productions 
successfully; (2) the learning of new be- 
havioral patterns or modification of old be- 
havior is best achieved for some patients in 
group therapy; (3) group therapy facilitates 
` the transition and adjustment of the patient 


to the hospital, and to discharge from the 
hospital; (4) group psychotherapy greatly 
facilitates the patient’s ultimate adjustment 
to society. 
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PERONEAL NERVE PALSY SEEN Ñ PATIENTS TREATED WITH 
ELECTROCONVULSIVE THERAPY 


EDWARD MASON, M.D.,1 NEwrowN, Conn. 


This is a report of 4 cases of peroneal 
nerve palsy observed as complication of 
electroconvulsive therapy in patients at the 
Fairfield State Hospital. This phenomenon 
is rarely seen as a complication of electro- 
convulsive therapy. In the past year over 
5,000 treatments were given at this hospital, 
and only 4 palsies were seen. 

Peroneal palsy has been observed following 
gunshot wounds, stabs, and cuts. It has also 
been reported from pressure, as from a 
plaster cast, or from a sustained squatting 
position. It has been observed more fre- 
quently in patients who show recent weight 
loss or arteriosclerosis. It has also been seen 
as a complication of diabetes. Toxic and in- 
fective etiologies have also been considered, 
with heavy metal poisoning, typhoid fever, 
tuberculosis, gonorrhea, and syphilis. A sud- 
den jump or powerful movement has been 
mentioned as a causal factor. The last is con- 
Sistent with the type of movements seen 
during ECT. 

S. J., a 61-year-old housewife, admitted July 7, 
1954, was diagnosed as manic-depressive reaction, 
depressive type. Electrocardiographic examination 
revealed changes compatible with left ventricular 
Strain. She was given a course of 4 ECT. About 
2 months after the last treatment, the patient began 
Walking with a peculiar gait. Neurological con- 
Sultation showed high stepping and a slapping gait 
of the right leg. Weakness, of extensors and evertors 
— — 


* Resident in psychiatry, Fairfield State Hospital, 
Boe Conn. The author wishes to thank Jane 
E Oltman, M. D, clinical director, and Samuel 

riedman, M. D., assistant superintendent, for their 
assistance in preparing this report. 


of the right leg was seen. No sensory changes of 
a peroneal distribution were noted. A. diagnosis of 
right peroneal nerve palsy was made. Physiother- 
apy and intramuscular administration of vitamin B 
were begun and the patient recovered in 3 weeks. 

E. W., a 64-year-old female, was admitted to the 
hospital January 5, 1955, and a diagnosis of in- 
volutional psychotic reaction was made. Electro- 
cardiogram showed a left ventricular strain. Mild 
diabetes, found on admission, was easily treated. 
ECT was started January 15, 1955. Coramine as 
Nikethyl 0.375 de up to 10 cc. with distilled 
water was administered intravenously prior to treat- 
ment to avoid postshock confusion, On January 28, 
1955, after 5 treatments, January 15 through 27, 
the patient was observed walking in an unusual 
fashion. Neurological consultation showed left 
peroneal nerve palsy with characteristic gait and in- 
ability to dorsiextend and evert foot and toes, There 
was a dysethesia in the peripheral distribution of 
the nerve, more of a slight hyperesthesia than hyp- 
esthesia. Physiotherapy was administered with im- 
provement of the palsy. The patient continued to 
receive ECT in view of her minimal psychiatric 
improvement. Three more treatments were given 
with no untoward reactions. 

M. W. a 60-year-old female, admitted to the 
hospital September 1, 1954, was diagnosed as manic- 
depressive reaction, depressed type. On September 
13, after 2 electroconvulsive treatments, the patient 
was noted to have a peculiar gait. Neurological 
consultation revealed a left peroneal nerve palsy 
with the high-stepping gait, inability to extend the 
toes and a hypesthesia in the lateral surface of the 
leg. Physiotherapy and vitamins were given. ECT 
was continued with one course of 15 treatments 
given weekly through October 15. The patient’s 
palsy continued to improveedespite the continuation 
of ECT. 

W. M, a 62-year-old male, admitted to the hospi- 
tal on February 17, 1955, was diagnosed involutional 
psychotic reaction. Physical examination revealed 
a malnourished male with evidence of retent weight 
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loss. Electrocardiogram showed interventricular 
block of the right bundle branch. Radiological ex- 
amination showed an advanced, generalized, pro- 
ductive type of osteoarthritis and evidence of calcifi- 
cation bridges in the intervertebral ligaments in the 
lower thoracic and upper lumbar areas. However, a 
course of ECT was indicated. Atropine sulfate, 
grains 1/75, was given intravenously prior to treat- 
ment in view of the cardiac status. The patient 
showed no untoward reactions to the first 2 treat- 
ments. The day following the third treatment, March 
24, the patient was observed walking with a peculiar 
gait. Neurological consultation showed a right per- 
oneal palsy with characteristic gait. There was in- 
ability to dorsiflex and evert the foot. There was no 
sensory hyperesthesia in the usual peroneal distribu- 
tion. This patient's psychiatric improvement made it 
possible to terminate ECT. Physiotherapy has been 
started and the palsy appears to be improving. 


Discussion 


The patients, 3 females and 1 male, were 
all in the same age group, between 60 and 64 
years of age, and their illnesses were of the 
same nature. Two were diagnosed as manic- 
depressive and 2 as involutional psychotics. 
In all cases, depressive features were pre- 
dominant. Prior to treatment all were in 
varying states of inadequate nourishment. 
All had been relatively immobile for long 
periods of time. There were 2 right-sided 
and 2 left-sided palsies. All the palsies im- 
proved with physiotherapy. 

Medical histories varied somewhat. Three 
of the patients had cardiac abnormalities 
demonstrated by electrocardiogram. The 
male patient had an interventricular block 
and had been given atropine prior to treat- 
ment. He also had evidence of advanced 
osteoarthritis. One of the females had di- 
abetes, newly discovered and controlled. 

Two of the patients had been given medi- 
cation prior to treatment. One received Cora- 
mine and another atropine. None had any 
toxic medication during their treatment time. 


One patient, S. J., developed peroneal palsy 
2 months following ECT, (4 treatments), 
One patient, E. W., developed the palsy after 
5 treatments. Three more treatments were 
given, and concurrently the patient received 
physiotherapy. A third patient, M. W., de- 
veloped palsy after 2 treatments. She then 
received a total of 15 treatments, with con- 
current physiotherapy appearing to bring 
about an improvement in the palsy. The male 
patient, received only 3 ECT's. No further 
treatments have been given while his per- 
oneal palsy is being treated. 


CONCLUSIONS 


Four cases of peroneal palsy have been 
reported. One occurred 2 months after the 
cessation of ECT so that the role of ECT in 
its etiology is difficult to evaluate. Another 
occurred in a diabetic and the role of the 
diabetes has to be considered with the ECT. 
The other 2 cases appear to be free of ex- 
traneous factors. 5 

All of these patients were in poor nutri- 
tion, were inactive and were in the age group 
where arteriosclerosis is often seen. These 
factors have been indicated as playing a role 
in the development of peroneal palsies. How- 
ever, the role of electroconvulsive treatments 
in the etiology of these peroneal palsies can- 
not be neglected and should be considered as 
a complication of ECT in older patients who 
have been depressed, immobile, and in poor 
nutrition, 
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REASSOCIATION OF DREAMS 
HAROLD A. ABRAMSON, M. D., New Vonk Ciry 


The repetitive dream and its significance 
have been of importance in theory and in 
therapy. The command dream following hyp- 
nosis has also been tne subject of consider- 
able investigation. This report embodies the 
utilization of certain concepts in these 2 pro- 
cedures experimentally, by commanding the 
patient under light hypnosis to reassociate a 


dream previously 1ecorded verbatim and as- 
sociated. The verbatim transcripts of the 
first dream and 3 subsequent reassociations 
is the basis of this study from an eczema- 
asthma-hay fever syndrome. 


I was dreaming that my scratching was referring 


to what was going on in the radio, to what they 
were saying on the radio. But after that I don’t re- 
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member anything else, referring to any dreams or 
any thoughts while I was sleeping. Well, they were 
talking about the next song they were going to play 
which was the “Swan Song,” and I was dreaming 
about swans or something or putting something on 
my arms. I was scratching my arms at the time. 
It was very mixed up, nothing connected actually. 
Maybe I just heard what was said on the radio, but 
I was dreaming of something over my arms, but 
something soft like, like feathers. That when I woke 
up, then I realized that I wasn’t putting anything over 
my arms, that I was merely scratching them. That’s 
all I remember about it. And I realized then as I 
woke up, he must have been talking about things, 
and the “Swan Song,” because as I woke up he said 
that they were going to play the “Swan Song.” 


In the associations to this first dream (ses- 
sion 4) the significance of the swan as a threat- 
ening mother was overshadowed by the con- 
flicts of the patient’s relationship with her 
husband. Sufficient material was accumu- 
lated by the 81st session to reactivate the 
swan dream conflict. The patient was com- 
manded to redream the dream which was re- 
peated verbatim to the patient who then re- 
lated the dream as if she had dreamed it, 
while awakening from light hypnosis under 
which the dream was “redreamed.” In this 
session the patient regressed to the age of 2 
when she recalled being beaten by her mother 
for playing with a doll. Coincident with this 
recollection, her sexual life improved and she 
began to achieve vaginal orgasm. 

. The swan dream was again made use of 
in session 292 to explore the dynamics of a 


negative transference. By this time the pa- 
tient had been essentially free of asthma for 
some time. Redreaming the dream, the pa- 
tient was thus regressed to the fourth session. 
She was asked to trace any changes in her 
interpersonal relationships and in her physi- 
cal and sexual development. In this way the 
regression induced by the reassociation of the 
first dream enabled the patient to come into 
dramatic contact with effects due to therapy. 
The time of the negative phase was reduced 
markedly. 

The fourth reassociation of the swan 
déeam was in the 4r1oth session. At this 
time the patient was sitting up and the dream 
was used to recapitulate the nature of the 
swan as a symbolic source of conflict, The 
patient finally realized that she not only 
feared the treacherous swan mother but also 
identified herself with the power of the 
swan’s beauty, recognition, and dominance 
both at home and in the community. Her 
goals were thus crystallized and thus made 
amenable to ego reconstructive forces. 

Notes cannot take the place of the verbatim 
record in this technique of dream reassocia- 
tion. Each word expressed by the patient 
represents almost an infinite number of sym- 
bolic processes. The introduction of each 
single new word will alter the process of 
dream reassociation and contaminate the pro- 
cedure. Other dreams have been reassociated 
in the same way with and without LSD-25. 


CASE REPORTS 


STUPOR LASTING MORE THAN SEVEN YEARS WITH RECOVERY 
N. S. VAHIA, M. D., BOMBAY, INDIA 


The patient, a male age 56, father of 10 
children was a government servant in one of 
the states in India for the last 22 years. He 
was a hard and conscientious worker and 
had risen from the post of a clerk to ‘that 
of assistant chief of his department. He had 
no physical or mental illness except dangue 
fever in 1918. In February 1944 his chief 
died. Because of some state intrigue he was 
then transferred to another department, that 
required going from the state capital to the 
rural areas for his official duty. In April 
1944, while out of the city on duty, allega- 
tions were made against him by his adver- 
saries. He was suspended from duty in 
July 1944, and a court of inquiry was estab- 
lished to investigate the charges against him. 
The patient returned to the city and insisted 
upon knowing what these charges were. He 
was given evasive replies and the chief 
minister of the state refused to grant him 
a personal interview. He was very anxious 
and tense but could do nothing till the inquiry 
began. He remained in this state of tension 
for about a month and a half. Failing to 
obtain an interview he telephoned the minis- 
ter and talked to him in very strong language 
as he was very bitter against him. Soon 
thereafter he complained of not feeling well. 
He feared that he might fall sick, and so he 
handed over the key of the safe containing 
all the family property accounts and im- 
portant documents to his father. 

His son, a medical man with postgraduate 
qualifications, attended him from then on- 
ward. On September 14, 1944, he became 
semiconscious. Next day his temperature 
went up to rog^F. Malarial parasites 
(benign tertian type) were found in his 
blood. He had 2 sharp bouts of fever on the 
following 2 days, after which he became 
stuporous. He remained in this state until 
January 1952. There was no active move- 
ment of any part of his body during this 
period. His limbs would remain in any awk- 
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ward position for a long time. If the eyelids 
were closed or opened they would remain so. 
Physical examination showed nothing ab- 
normal in the circulatory, respiratory, or 
alimentary systems. Nervous system exami- 
nation showed that his pupils were not re- 
acting to light. The corneal reflexes were 
sluggish. His plantar reflexes were neither 
flexor nor extensor; deep reflexes were 
absent. All sensations, superficial and deep, 
were apparently absent. His mouth temper- 
ature remained about 97°F. ; his pulse varied 
from 60-65 per minute, and his blood pres- 
sure from 100-110 systolic and 65-70 mm. 
of mercury diastolic. Urine examination 
showed no albumin, sugar, or acetone. Micro- 
scopic examination of urine showed nothing 
abnormal. Blood Kahn test was negative; 
C.S.F. was normal. 

He was given a simple enema every alter- 
nate day during all these years. In the be- 
ginning he passed urine in bed. Later there 
was retention and catheterization was done 
every 8 hours. When there was some delay 
in catheterization, he would pass urine in bed. 
Still later, warm water was poured on his 
glans penis after withdrawing the prepuce, 
after which he would pass urine by reflex 
action. This continued for the remaining 
years of his stupor. Feeding was done by 
nasal tube in the beginning; 50 ounces of 
fluids, mostly milk, fruit juice, and water 
were given daily. Later on it was found that 
by opening his mouth and closing his nostrils 
and then pouring fluids in his mouth the 
patient could be fed. Sponging was done 
daily. He was shifted from one position to 
another every half hour for all the 24 hours 
in a day, for all these years. All his joints, 
including the small joints of fingers and 
toes were massaged daily. j 

Vitamin B complex injections were given 
daily; 25 mgm. of Perendrine injection was 
given every alternate week. One tablet of 
Benzedrine on one day and half tablet on 


** 
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Fic. 2. Lying in unconscious state. (September 
1944-January 1952). 
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Fic. 3.—December, showing hunch in back, side view. 


cq eee x 
Fig, 4.—B. L. after recovery (April 1954). 
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the next were given throughout the stuporous 
period. Insulin injections (10-15 units) were 
given daily for a few days only. 

Electrical convulsive treatment was ad- 
vised in 1946 by a psychiatrist, but was not 
given. 

The patient developed an abscess in the 
back during the second year (1946) ; it was 
operated upon without anesthesia, after 
which the wound healed by primary inten- 
tion. The patient did not show the slightest 
movement of his body during the operation. 
He got pneufnonia during the fourth year 
(1948) ; it remained for 8 days and was 
treated with penicillin. He used to get dis- 
tention of the abdomen after food during the 
fourth year (1948). This was treated with 
a carminative mixture, turpentine stoops, and 
flatus tube. This complication remained for 
2 years. 

Suddenly on January 4, 1952, at 10 p.m., 
his temperature shot up to 105°F, Blood 
count showed no leucocytosis but showed 
malarial parasites. No treatment was given 
for malaria at this time. His temperature 
came to normal on the next day at 4 a.m. It 
went up to 105?F. at I p.m. again and came 
back to normal at 8 p.m., and rose to 105°F. 
at I p.m. on the next day. During the fourth 
bout of fever, temperature went up to 
105.6°F. and was associated with convulsions. 
He was given 10 grains of quinine at this time- 
There was no further rise of temperature 
after this but the patient started showing 
Some movement of the fingers. A few days 
later, there were more movements and also 
Some movement of the toes. Still later his 
eyeballs began to move. This gradual de- 
velopment of active movements continued 
and after about a month he could turn his 
face and swallow food. A few weeks later, 
he started moving both hands and started 


pulling out, the enema tube. About this time 
he tried to speak. He muttered only a few 
words in the beginning, but gradually the 
speech became more clear. He began to stare 
around about the third month, and vision 
became clear after 7-8 months. He could not 
recognize his own children because they 
had grown up during his illness. His grasping 
capacity was poor in the beginning and 
replies to his questions had to be repeated 
until he could comprehend them. 

After one year (1953), his recognition of 
others was better. His normal habits re- 
tfirned, but he was slightly irritable. There 
was some stiffness in his tongue. When he 
started walking there was swelling of the feet 
for a while, but this tendency disappeared 
after about a year. 

It might be noted that in absence of any 

evidence to prove the charges levelled against 
him by the state authorities, orders were 
passed to withdraw the charges in 1945, 
about 10 months after the beginning of his 
illness. Attempts made to inform the pa- 
tient about this withdrawal of allegations 
produced no change in his condition. Inci- 
dently his father died in 1948 in the same 
house during the fourth year of his stupor, 
of which he had not the slightest recollection 
when he regained full awareness. 
At present he has no physical or mental 
disability. His memory is clear except for 
the period of stupor. He is as bright and 
cheerful as he was before the illness. He 
has a kyphosis due to fusion of the trans- 
verse processes of the spinal column. 

The patient was presented before the 
annual conference of the Indian Psychiatric 
Society (1944) and the impression of the 
members was that it was probably a very 
uncommon case of catatonic stupor. 


ELECTROCONVULSIVE THERAPY 43 DAYS AFTER 
CARDIAC SURGERY * 


JOSEPH E. PISETSKY, M. D., AND WILLIAM BROWN, M.D. 
Bronx, N. Y. 


The use of electroconvulsive therapy after 
cardiac surgery has been reported by Monke 
(1) and by Little and Pearson (2). This is the 

*From the Psychiatry and Neurology Service, 
Fi A. Hospital, Bronx, N. Y., Dr. Hiland L. 

lowers, Chief of Service. 


report of a patient with post-commissurot- 
omy psychosis treated with ECT 43 days 
after operation. 

A 43-year-old roofer entered the Bronx V. A. 


Hospital on June 12, 1953. His diagnosis was rheu- 
matic heart disease, inactive, mitral stenosis, auricu- 
P» 
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lar fibrillation, Class 3 C. He wanted the operation 
but feared that a strong heart might impose re- 
sponsibilities hitherto avoided because of a weak one. 
As the day of operation drew near he became in- 
creasingly anxious and religious. On November 17, 
1952, a successful, uncomplicated mitral commis- 
surotomy was done with ether and cyclopropane 
anesthesia. The postoperative response was quite 
satisfactory. 'The auricular fibrillation was un- 
changed; digitalization with gitalin continued. 

Schizophrenic symptoms erupted 7 days after 
operation with mutism and catatonic attitudes. Se- 
vere agitated depression supervened with thoughts 
of compelling religious influence; soon unsystema- 
tized paranoid ideas and auditory hallucinations ap- 
peared. From November 30, 1952, to February 2, 
1953, he received 17 ECT's. A Medcraft machige 
with glissando device was used. Atropine sulfate, 
0.6 mg. hypodermically and Coramine, 2 cc. intra- 
muscularly were given before each treatment. Mod- 
erate improvement lasting 10 days was succeeded 
by severe agitated depression and paranoid thinking. 

From February 13, 1953, to March 31, 1953, he 
received 21 more ECT's. The only preshock medi- 
cation prescribed this time was Pronestyl (procaine 
amide) 500 mg. orally every 6 hours to prevent pre- 
mature ventricular contractions. His mental state 
did not improve. 

On April 3, 1953 he developed bilateral broncho- 
pneumonia. He had fever of 105°; the lungs were 
dull to percussion and coarse rales were heard. He 
was dyspneic and cyanotic. He continued to be 
noisy, delusional, and greatly agitated. At times he 
was delirious. He refused to eat or drink. Treat- 
ment included intravenous glucose and saline, peni- 
cillin, and sedatives. He was placed in an oxygen 


tent. He did not respond to treatment. Terramycin 
and streptomycin were tried. Medication with 
digitalis was continued. The ventricular rate varied 
between 130 and 150 per minute. He died on April 
16, 1953. At autopsy the diagnosis of rheumatic 
heart disease was confirmed. The surgical wounds 
of the pericardium and left auricle were firmly 
healed. The lungs showed bilateral bronchopneu- 
monia with pseudolobar confluent involvement of 
the right upper lobe. 

Neither the acute schizophrenic excitement ap- 
pearing 7 days after commissurotomy nor the ad- 
ministration of 38 ECT's begun 43 days after the 
operation resulted in untoward cardiac symptoms, 
Autopsy 5 months after surgery suggested that the 
ECT had not significantly retarded healing of the 
cardiac incisions. The patient tolerated ECT well. 
Serial electrocardiograms taken before and after 
single treatments showed changes of brief duration 
and of no clinical significance. Typically the ven- 
tricular rate rose temporarily to 150 per minute, 
an increase not exceeding that found in noncardiac 
patients receiving ECT. The treatments were not 
followed by exacerbation of rheumatic activity. 
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CAREERS IN PSYCHIATRY 


Psychiatry as a specialty in medicine 
emerged as a significant entity after World 
War I. Leadership was concentrated within 
hospital walls and in a few university teach- 
ing centers. Dedicated personnel in these 
areas had the vision to develop training cen- 
ters aggressively and the next decade saw 
rapid expression of training programs. Dur- 
ing the ’thirties psychoanalysis came of age 
and was paralleled by rapid development of 
many somatic techniques. Medical schools 
and students were stimulated by the challenge 
of the spectacular opportunities of a new 
specialty. World War II interrupted much 
of this progress, but at the same time intensi- 
fied the awareness of all for the need of 
psychiatry not only within hospitals but in 
ane aspect of individual and community 
ife. 

Reflecting this need, in the current decade, 
came the demand for trained psychiatrists, in 
hospitals, teaching staffs of medical schools, 
Private practice, children’s clinics, commu- 
nity agencies, and in related clinical fields. 
The expansion of all of these areas without 
enough personnel has drawn attention and 
concern to the wide spread between personnel 
Supply and demand. Naturally, young psy- 
chiatrists, having invested an extended time 
and great expense in education have turned 
to the lucrative field of private practice for 
what would seem to them to be the best com- 
pensation for their long training. 

As a result, the rewarding careers read- 
ily available in established hospital centers, 


from which so many of our earlier leaders 
emerged, and the opportunities so attractive 
in teaching posts, have gone begging. 

Now is the time for a thoughtful student 
in psychiatry to stop and consider the advan- 
tages and disadvantages of private practice 
against the opportunities which are coming 
iff hospital practice and teaching and research. 

Governors of states and their citizens are 
awake and clamoring for a new era for the 
hospital care and treatment of the mentally 
ill. Teaching centers and community clinics 
are challenging the psychiatrist to assume his 
natural leadership in this phase of medical 
responsibility. 

It is amazing to contemplate how realisti- 
cally this is shown in the economic sense. In 
some states the Commissioner of Mental 
Health receives a salary higher than that of 
any other official, including the Governor. 
In the budgets of some medical schools the 
remuneration of the professor of psychiatry 
equals, and possibly exceeds, that of any 
other member of the teaching staff. Aside 
from the economic comparisons, the stature 
or prestige of our colleagues in hospitals 
assumes its full importance in every way 
that could be desired. 

Let us hope that the new opportunities in 
certain states, with their appeal to help the 
community life, will not continue to be over- 
looked and neglected by our oncoming po- 
tential leaders. 

L. H. S. 


TRENDS IN MENTAL HEALTH 


One reads much, but hears more, these 
days about mental health ; about the need for 
more investigations as to the nature and the 
causes of mental ill health and the conditions 
under which it occurs; and about the need 
for disseminating the findings of research to 
the medical profession and the general public. 

One also hears much about the dearth of 
adequately trained professional and ancillary 


personnel, and about the inadequacy of facili- 
ties for scientific research, and in addition the 
need for uprooting community sources of 


mental ill health. 
interest in meeting these 


Of particular 
challenges have been the State Governors 


Conferences, out of which grew the organi- 

zation of Regional State Cooperative Com- 

pacts for Higher Education and The Council 
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of State Governments’ Interstate Clearing 
House on Mental Health Under the aus- 
pices of the Southern Education Board a 
study was made of the needs and resources 
for the training of personnel and for research 
in mental health within the 16 southern 
states, and a report was submitted to the 
Southern Governors’ Conference in Novem- 
ber 1954 with recommendation for each state 
concerned. 

A similar study was made, during that 
same year, of 10 midwestern states in co- 
operation with the Council of State Govern- 
ments and The American Psychiatric Assb- 
ciation. The Council compiled the results of 
the survey and distributed a summary re- 
port of the training and research sources and 
needs of the region. The objective of the 
survey was to furnish data for strengthen- 
ing the mental health programs of the mid- 
western states. 

Under similar auspices a Western Inter- 
state Conference on Mental Health was held 
in San Francisco, March 25 and 26, 1955 
under the general chairmanship of Cali- 
fornia's Governor Goodwin J. Knight. That 
conference dealt with progress in mental 
health research, measures for meeting the 
personnel shortage for preventive work, 
treatment and rehabilitation of mental illness, 
and interstate cooperation in mental health 
training and research. 

By resolution this preliminary conference 
requested the governors of the 11 western 
states and including Alaska and Hawaii to 
appoint a mental health committee in each 
state and territory to conduct a survey of 
their respective resources, with particular 
reference to training and research in the 
mental health field. It was further recom- 
mended that their findings and recommenda- 
tions be completed for consideration by the 
Regional Conference of Legislators in the 
autumn of 1955 and by a subsequent Western 
Governors' Conference. Seventy-nine per- 
sons attended the conference, 57% repre- 
senting official or private agencies of Cali- 
fornia. Delegates for each of the 11 western 
states attended the meeting. 

In addition to these interests on the part 
of Regional Governors’ Conferences there is 
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a growing awareness that a better solution 
must be found for lowering the costs of the 
institutional care of the mentally ill, either 
through a more satisfactory reapportioning 
of costs through the medium of rehabilitation 
within the community or through media that 
seek to prevent mental illness or to promote 
the positive aspects of mental health. 

Past history has justified the policy that 
matters affecting mental health cannot be 
left solely to individual initiative but that 
agencies of government have a definite re- 
sponsibility in this regard. This responsi- 
bility may be enhanced by encouraging the 
creation of an executive department or 
agency of local or state governments having 
its purposes and duties defined in law; by 
the appointment, as its head, of a physician, 
skilled in psychiatric administrative practice, 
whose qualifications are defined by law; to- 
gether with such deputies as may be required 
for the execution of a satisfactory public 
mental health program, with rates of com- 
pensation in keeping with the services re- 
quired and with tenure of office based solely 
upon qualification and merit. 


APPROACH TO PREVENTION 


This aspect of our problem may be better 
understood by brief reference to measures 
first employed by those preoccupied in pre- 
venting other forms of illness and in safe- 
guarding health generally. These measures 
had to do with changes in man’s material 
environment. Such changes were ruthlessly 
and arbitrarily employed. Today they are 
referred to as “environmental sanitation. 

With increasing knowledge of illness and 
its management it became apparent that man 
himself is the chief source and reservoir of 
his own communicable infections. This 
knowledge carried with it added difficulties 
and responsibilities in controlling disease. 
Unlike environmental sanitation, the arbi- 
trary control of man requires the consent of 
the governed and the prevention of these dis- 
eases and illnesses was dependent, in part, 
upon social changes. 

With the growth of knowledge as to the 
nature of immunity to human infection an 
with it the ability to artificially induce such 
immunity, many forms of illness may now 
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be prevented and controlled through the 
medium of vaccination or allied measures. 
Add to these the so-called “wonder drugs” of 
modern medicine and the advances in sup- 
pressing infectious diseases in man become 
at once apparent. 

Other diseases sometimes called “constitu- 
tional” for the want of a better term, affect 
mankind. Notable examples are arterio- 
sclerosis, heart disease, and cancer. Meas- 
ures for their control and prevention involve 
the creation of a public awareness of the need 
for early recognition and treatment during 
their incipiency and for therapeutic guidance. 

The measures now employed for the sup- 
pression of illness and disease make it evi- 
dent that a knowledge of what constitutes ill 
health is necessary for the understanding of 
what constitutes good health. Accomplish- 
ments in the art of guarding or preserving 
one from mental illness may be enchanced 
by lessons learned through the study and 
management of psychological illnesses and 
psychological failures. In psychiatry and in- 
deed in all medicine the study, treatment and 
management of illness and its effects is truly 
the ultimate teacher. 

It is now apparent, based upon standard 
bodies of observations, that the way people 
feel, think, and act is the result of what the 
world and its people have done to them to- 
day, yesterday, and in days before. Even 
dead men exert their influence through his- 
tory, legend, and example. The way one 
thinks, feels and acts toward his environ- 
ment and toward other people is one criterion 
either of mental health or ill health. It is evi- 
dent also that persons who are not at peace 
with their world and its people fail to live 
their life gallantly and courageously. They 
are not made happy by telling them what 


happy people do but carry with them the 
connotation of a need for therapy in its broad 
implications, through the medium of private 
voluntary or public sources or through a 
combination of all three. 

"Those who resist or oppose the orderly 
acceptance of the very liberal standards pre- 
Scribed by society for governing one's ac- 
tions, feelings, and thoughts toward their 
social environment carry with them mental 
health implications. Such a trend may be 
gradual; and is most often the result of 
erroneous assumptions; of compulsive pho- 
bi&s arising out of old wives' tales and other 
form of misevaluation and misinterpreta- 
tion. It is understandable that such tenden- 
cies are apt to characterize mankind in the 
present state of his culture and learning for 
mankind lives by habit and thinks in sym- 
bols. With time these individual faulty, af- 
fective and symbolic procedures become 
habits and find later expression in the neu- 
rotic and in many psychotic constitutions. 

It is evident from the foregoing that every 
branch of preventive medicine is a very im- 
portant factor im sociology, and success in 
mental hygiene bears a definite relationship 
to changes involving modification in the cul- 
tural, social, familial, and educational influ- 
ences. Such modification may be achieved 
through the dissemination of information 
through both voluntary and official agencies 
by the spoken and written word, by visual 
and auditory aids, by seminars, and other 
measures of like character. 

However no vision no matter how optimis- 
tic toward the prevention of mental illness 
can supplant the need for early recognition 
of incipient mental illness and the urgency 
for immediate therapy. 

W. L. T. 
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There is absolutely no criterion for trul 


may exist are all deceptive. . . . Science re 


And Bridgman reminds us that truth means only verifiability, 


scientific experiment. 


th. For reason, senses, ideas, or whatever else 
lies on probability, not on certitude. 
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SOCIAL SECURITY FOR MENTAL PATIENTS. 
—In a letter dated August 3, 1955, Edward 
J. Sinder, Manager, Bureau of Old-Age and 
Survivors Insurance, Department of Health, 
Education, and Welfare, Social Administra- 
tion, New York, writes: The 1954 amend- 
ments to the Social Security Act for the first 
time permit an individual suffering from a 
long-term mental or physical disability to 
freeze his benefit rights. In order to obtain 
the benefits of this provision, which becatlie 
effective July r, 1955, the individual must 
file a claim with the Social Security Admin- 
istration. In addition, he must submit some 
medical evidence of the existence of the dis- 
ability. As a result, physicians, hospitals, and 
clinics will, undoubtedly, be called upon to 
assist their patients in obtaining the benefit 
of this new provision of the law. 

A person who is unable to work because 
of mental or physical disability, or who is 
blind, can have his social security earnings 
record “frozen” under the new law. The 
effect of this action is similar to that of the 
waiver of premium in life insurance policies. 
It provides that the benefit payable to the 
person when he qualifies, or to his family in 
case of his death, will not be reduced because 
of the period in which he had no earnings. 
Persons already receiving monthy old-age in- 
surance benefits, if they were disabled for a 
considerable period of time before they 
reached 65, may have their benefits increased 
under the new law beginning with payments 
for July 1955. The new law protects the 
Social security records of people who have 
been in work covered by social security for 5 
out of the 10 years before they were disabled, 
and for 1j out of the 3 years before they 
were disabled; who are unable to engage in 
substantial gainful activity because of a medi- 
cally determinable impairment which is ex- 
pected to be of long-continued or indefinite 
duration ; and who apply to have their records 
frozen while they are disabled and after they 
have been disabled 6 months or more. 

The medical reports will advance the pa- 
tient’s welfare if they are completed 
promptly and accurately, with sufficient de- 
tail to support the diagnosis. 
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The Social Security Administration hopes 
that many applicants can be returned to pro- 
ductive work through vocational rehabilita- 
tion services. Work in connection with re- 
habilitation services or in a “sheltered 
workshop” will not prevent a finding of cur- 
rent disability. Further information regard- 
ing the new freeze provision is available from 
your nearest social security office. 


Dr. JoserH C. YaskriN.—The death of 
Dr. Yaskin at the age of 64 occurred at 
Graduate Hospital, Philadelphia, August 10, 
1955. Born in Odessa, Russia, Dr. Yaskin 
had come to America and settled in Phila- 
delphia many years ago, graduating from the 
old Medico-Chirurgical College in 1914. He 
served with the Army Medical Corps during 
World War I and with Selective Service dur- 
ing World War II, receiving citations for 
the latter service. 

Dr. Yaskin had been on the staff of the 
University of Pennsylvania Graduate School 
of Medicine and associated with the Pennsyl- 
vania Hospital and the Philadelphia General 
Hospital since the close of World War I. At 
the time of his death he was professor of 
neurology. He appeared as an expert witness 
in many murder trials and was a consultant 
to the Army, Navy, and Veterans Admin- 
istrations. 

He was a member of the American College 
of Physicians and of the College of Physi- 
cians of Philadelphia, as well as of the Acad- 
emy of Neurology. He had served as presi- 
dent of the Philadelphia Psychiatric Society 
and of the Philadelphia Neurological Society. 
He had been a Fellow of the American Psy- 
chiatric Association since 1926. 


Dr. ALEXANDER To Heap PSYCHIATRIC 
DEPARTMENT, Mount SINAI HOSPITAL 
Los ANcELES—Dr. Franz Alexander, di- 
rector, Institute for Psychoanalysis, Chicago, 
is spending a fellowship year at the Center 
for Advanced Study in the Behavioral Sei- 
ences, Stanford, California. x 

On January 1, 1956, he returns to Chicago 
for a final year as director of the Institute 
after which he will become director of the 
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department of psychiatry at the New Mount 
Sinai Hospital in Los Angeles. Here he will 
direct psychiatric research in collaboration 
with Ludwig Von Bertalanffy, who will be 
co-director in charge of biological research. 

The new hospital will have a 20-bed psy- 
chiatric unit and an outpatient psychiatric 
clinic. 


Mu tipte Scierosis RessARCH.—Dr. H. 
Houston Merritt, chairman of the National 
Multiple Sclerosis Society’s committee on 


. fellowships and scholarships has announced 


the appointment of Dr. Hugo Wolfgang 
Moser, postgraduate investigator in internal 
medicine and biochemistry at the Graduate 
School of Arts and Sciences, Harvard Uni- 
versity, as the first research Fellow of the 
National Sclerosis Society. 

Multiple sclerosis is a disease of the central 
nervous system for which, as yet, there is 
n0 known cause, cure or prophylaxis. The 
National Multiple Sclerosis Society, the only 
national voluntary health agency devoted to 
the problem, is presently conducting a cam- 
paign for $2,000,000 to support its programs 
of research, rehabilitation, clinic care, and 
patient services. 


CLINICAL PSYCHOPATHOLOGY AT BARNARD 
CorrEcE.— This subject as a psychology 
major is offered in the autumn of 1955 by 
Barnard College and the Payne Whitney 
Psychiatric Clinic of the New York Hospital 
—Cornell Medical Center. 

This course, the first of its kind in the 
Country will give Barnard students clinical 
Work and experience at the Payne Whitney 
Clinic, The program has been developed by 
Dr. Oskar Diethelm, psychiatrist-in-chief of 
the New York Hospital and professor of psy- 
chiatry in the Cornell University Medical 
College, and Dr. Richard Youtz, executive 
officer of the Barnard psychology depart- 
ment. The students will receive training in 
group rehabilitation of patients, during two 
half-day sessions a week at the clinic. 


Druc Apprcrion PROBLEMS.—Surgeon 
General Leonard A. Scheele, U. S. Depart- 
ment of Health, Education and Welfare, has 
announced the assignment of Dr. Kenneth 

Chapman of the Public Health Service, 
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and a specialist in narcotic addiction pro- 
grams, to the National Institute of Mental 
Health in Bethesda, Maryland, to assist 
states and communities in the prevention, 
control, and treatment of drug addiction. 

Dr. Chapman is Executive Secretary of 
the Public Health Service Committee on 
Drug Addiction and holds the service rank 
of Medical Director. He entered the Public 
Health Service in 1939 and since 1946 has 
been actively engaged with problems of drug 
addiction, He is a fellow of the American 
College of Physicians and a diplomate of the 
Afnerican Board of Psychiatry. 


ADMINISTRATION OF RESEARCH.—The 
Proceedings of the Eighth Annual Confer- 
ence on the Administration of Research, a 
verbatim report of a 3-day meeting held last 
September at New York University as part 
of the recently concluded centennial observ- 
ance of the University’s College of Engineer- 
ing, is now available from the New York 
University Press at 4 dollars per copy. Par- 
ticipating in the meeting were directors and 
other executives of many of the nation’s lead- 
ing industrial, university, and government 
research laboratories. The volume includes 
talks on such subjects as (1) appraising and 
rewarding the researcher’s output; (2) man- 
agement in the research laboratory; (3) com- 
munication problems in a research operation ; 
(4) physical facilities for research; and (5) 
basic research in an applied research labora- 
tory, as well as a record of the informal floor 
discussions that followed the talks; the ad- 
dress delivered to the conferees by Major 
General William M. Creasy, chief of the 
Army Chemical Corps; and a list of the 260 
registrants. 


EVALUATION IN MENTAL HEALTH.—A 
292-page volume of this title, being the re- 
port of the subcommittee of the National 
Advisory Mental Health Council, chairman 
Maurice H. Greenhill, M. D., University of 
Maryland, appointed in 1951 to find what 
evaluation studies are available in the litera- 
ture and what studies are underway, is now 
in print. The report, the major purposes of 
which are (1) to assemble an annotated bibli- 
ography of studies concerned with evalua- 
tion; (2) to organize them in useful form; 
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(3) to present some observations and sug- 
gestions growing out of the collection and 
analysis of the material; and (4) to make the 
product available to interested professional 
persons and prospective investigators, repre- 
sents 2 years of extensive work and discus- 
sion. 

Copies of the report are available at 2 
dollars each from the Superintendent of 
Documents, Government Printing Office, 
Washington 25, D. C. A discount of 25% is 
allowed on orders of 100 or more copies to 
be mailed to one address. i 

CONFERENCES ON DRUG ADDICTION.— 
Monthly conferences on drug addiction will 
be held from October 1955 through May 
1956, under the sponsorship of Riverdale 
Hospital and the Welfare and Health Council 
of New York City. 

The series will be held at the Bellevue 
Hospital School of Nursing beginning Octo- 
ber 20, 1955, with a discussion of “The Ado- 
lescent Addict—The Impact on the Com- 
munity.” Other topics include: “Narcotics— 
Traffic and Control,” “The Family of the 
Addict”; “Problem of Drug Withdrawal” ; 
“Problems of Patient Management in an In- 
stitutional Environment" ; “Rehabilitation of 
the Addict”; and “The Addict after Dis- 
charge from the Institution.” 

Riverdale Hospital, a division of the City’s 
Department of Hospitals, specializes in the 
study and treatment of the use of habit- 
forming drugs by male and female ado- 
lescents under 21 years of age. 

The Welfare and Health Council of New 
York City is the coordinating and planning 
body for more than 380 public and voluntary 
health and welfare agencies here. The 
Council organized a Committee on the Use of 
Narcotics Among Teen Age Youth in 1950 
and the Committee's charge was recently ex- 
panded to include narcotics use among per- 
sons of all ages. 


MizpICAL ABsrRACTS.— Volume I, number 
I of this new review of world medical litera- 
ture in abstracts is dated August 1955. It is 
published monthly at 12 dollars a year at 82 5 
Western Savings Fund Building, Philadel- 
phia 7, Pa. The editor is James D. Barnes, 
M. D., with a staff of 2 assistant editors and 
6 associate editors. 


[Oct. 


It is interesting to note that in the section 
devoted to neurology and psychiatry all of 
the abstracts are from general medical jour- 
nals. No journal devoted to neurology or 
psychiatry at home or abroad is represented. 
This fact suggests that articles from these 
fields which, in the opinion of the editors 
would be of most value to the general medical 
man for whom Medical Abstracts is de- 
signed, are most likely to be found in the 
general medical journals. It also indicates 
that such articles are appearing more and 
more frequently in periodicals devoted to 
general medicine, which is, of course, a wel- 
come development. 

Incidentally, it is curious that in this initial 
number of Medical Abstracts not a single 
article from the Journal of the American 
Medical Association has been reviewed. 


Support or SCIENTIFIC RESEARCH. The 
National Science Foundation reports 161 
grants in support of science totaling about 
$1,820,540 awarded during the quarter end- 
ing June 30, 1955. These grants are mainly 
for basic research in the natural sciences and 
represent the fourth group of awards during 
the fiscal year of 1955. Since the beginning 
of the program in 1951 more than 1,650 such 
awards have been made totaling approxi- 
mately $17,380,500. 

The current list includes 23 grants for re- 
search in psychobiology. 


Rermement or Dm. RetNartz.—Dr. 
Eugen G. Reinartz, Chief Medical Officer of 
the Soledad State Prison, California Depart- 
ment of Corrections, writes to report that be- 
cause of physical illness he has found it 
necessary to retire from that position. 

Dr. Reinartz is an Honorary Fellow of 
The American Psychiatric Association. He 
has taken up residence in Carmel Valley, 
California, where we hope in retirement he 
may find improved health. 


Dm. Wurrenokn Honorep.—The hon 
orary degree, Doctor of Science, was con” 
ferred on Dr. John C. Whitehorn at the 
University of Nebraska summer commence 
ment, August 5, 1955. 

Dr. Whitehorn, who was born at Spencer, 
Nebraska, has been Henry Phipps proe 
of psychiatry at the Johns Hopkins Schoo 
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of Medicine and psychiatrist-in-chief to the 
Johns Hopkins Hospital since 1941, prior to 
which he was professor of psychiatry at 
Washington University, St. Louis. 


Dr. HYMAN PLEASURE Heaps MIDDLE- 
TOWN State HosPrrAL.—Dr. Paul Hoch, 
New York State Commissioner of Mental 
Hygiene has announced the appointment of 
Dr. Hyman Pleasure as director of Middle- 
town State Homeopathic Hospital to succeed 
Dr. Walter A. Schmitz who retired as di- 
rector on July &1, after 41 years on the staff 
of the hospital. 

Dr. Pleasure received his B. S. degree in 
1931 and his M. D. degree in 1935 from New 
York University. He began his state service 
in 1937, and prior to his appointment at 
Middletown served for 6 years as assistant 
director at the Edgewood Division of Pilgrim 
State Hospital in Brentwood, L. I. 


American PsycHosomatic SocmrY.— 
The thirteenth annual meeting of the Society 
will be held at the Sheraton Plaza Hotel in 
Boston on Saturday and Sunday, March 24 
and 25, 1956. The Program Committee would 
like to receive titles and abstracts of papers 
for consideration for the program not later 
than December 1, 1955. The time allotted for 
the presentation of each paper will be 20 
minutes. Abstracts should be submitted in 
Sextuplicate to Stanley Cobb, M. D., Chair- 
man, Program Committee, at 551 Madison 
Avenue, New York 22, N. Y. 


Tue NATIONAL SocmrY FOR CRIPPLED 
CurpREN anp Aputts.—Two speech 
therapists, Joseph Chaiklin, Bridgeport, Con- 
necticut, and Mark Larson, Denver, Color- 
ado, and a student occupational therapist, 
Elizabeth Squire, Buffalo, New York, will be 
helped to complete their training through 3 
Scholarships awarded by the National Society 
for Crippled Children and Adults and Kappa 
Delta Phi, national sorority. 

Set up and maintained*by the National 
Society for the American Speech and Hear- 
Ing Association, the Speech Correction Fund 
has been supported by scholarship grants 
from Kappa Delta Phi since 1951 to encour- 
38e scientific research and professional train- 
ng in speech pathology. 

unds recently appropriated by the so- 
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rority will continue the scholarship program 
to train more specialists in these areas needed 
by the crippled during the coming year. 
Chairman of the Kappa Delta Phi welfare 
project is Mrs. Hazel Young, Terre Haute, 
Indiana. 


AMERICAN Society or Group PsycHo- 
THERAPY AND PSYCHODRAMA.—The mid- 
annual meeting, Eastern and Michigan Sec- 
tion, is to take place at the Moreno Institute, 
101 Park Avenue, New York City, December 
9 and 10, 1955. For further information, 
wfite: Program Chairman, Dr. Lewis Yab- 
lonsky, 9o Morningside Drive, New York 27, 
New York. 

New officers: president-elect, Dr. Jules 
Masserman, Chicago; secretary-treasurer, 
Dr. Howard Newburger, New York. 


DELAWARE PSYCHIATRIC SOCIETY.—At the 
recent meeting of this society the following 
officers were elected for the year 1955-56: 
president, Dr. Jerome Kay; vice-president, 
Dr. Wm. A. Byrne; secretary-treasurer, Dr. 
H. George DeCherney; council members, 
Drs. Fritz A. Freyhan, James A. Flaherty, 
and Walter D. Davis. 


NorTHERN CALIFORNIA PSYCHIATRIC So- 
cigry.— The Society will be host to the first 
divisional conference sponsored by The 
American Psychiatric Association. This San 
Francisco meeting will be held October 27-30, 
1955. The meeting opens with a panel on the 
teaching of psychiatry in medical schools 
with representatives of the faculties of the 
Universities of Colorado, Washington, Utah, 
California, UCLA, and Stanford. All of 
these schools are undergoing an extensive 
curriculum change in psychiatry and will dis- 
cuss their problems, successes, and failures. 
Dr. Ward Darley, President of the Univer- 
sity of Colorado, will be Moderator. 

Sessions on child psychiatry, group ther- 
apy, new drugs, psychosomatic topics and 
psychotherapy will be held during the con- 
ference. On the morning of October 29, 
Doctor W. E. Barrett, president-elect of the 
American Psychoanalytic Association, will 
give the academic lecture. 

Entertainment for the members and their 
wives will be arranged. * 


BOOK REVIEWS 


Human Retations. Vol. I. Concepts in Concrete 
Social Science. Vol. II. Cases in Concrete 
Social Sciences. By Hugh Cabot and Joseph 
A. Kahl. (Cambridge: Harvard, 1953. Price: 
$9.00.) 


These 2 volumes represent a textbook in con- 
crete" human relations which grew out of an under- 
graduate social science course. More universally, 
the text derives from the ideas about human rela- 
tions and about the teaching of this subject which 
have been developed over a number of years at the 
Harvard School of Business Administration, Thus 
the text combines the teaching of the late Elton 
Mayo, of Roethlisberger, and of Donham. The list 
of contributors and advisors shows the cooperation 
of other social scientists in the orbit of the Uni- 
versity. 

The organization of the book explicates at the 
same time the approach to the teaching of human 
relations for which it is to be employed. The first 
volume is divided into 13 chapters. Beginning with 
“The Clinical Approach," it considers “Difficulties 
in Clinical Observation,” deals with “Cultural 
Values and Social Roles,” and then discusses a 
variety of topics in individual and social psychology 
Such as Decision, Interaction, Thought Processes, 
Groups, Values, Sentiments, and Leadership. Each 
Chapter contains several articles by well-known 
writers, or selections from notable books. Each 
Chapter is prefaced by a commentary which explains 
and emphasizes the contribution of the individual 
author, relating it at the same time to the general 
topic at hand. An introductory chapter presents 
the rationale for the whole approach with many sug- 
gestions about its use in actual class situations. 

Anthologies have long been popular as textbooks. 
The argument for them is obviously to let those 
speak who have significantly contributed to the sub- 
ject under discussion. If one remembers the loss of 
the extraordinary flair which distinguishes original 
reporting of intellectual discovery from the retelling 
and rehashing of many textbooks, one cannot but 
agree. The argument against anthologies usually 
arises from their selections. In the present volume 
most of the papers could hardly be criticized. Some 
are perhaps as much dictated by intellectual loyal- 
ties as by their contribution to the subject. An- 
other group of articles is certainly desirable by 
themselves; but since the books from which they 
were taken are easily and inexpensively available, 
they need not have been included. To this group 
belong selections from Freud's General Introduction 
to Psychoanalysis, and from Ruth Benedict's Pat- 
terns of Culture. The dynamic and cognitive aspects 
of the individual personality are somewhat neglected 
in favor of materials on groups and group inter- 
action, and sociological orientation prevails over 
psychological. Since we do not yet haye a consistent 
and comprehensive set of categories on group re- 
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lationship, especially when we are concerned with 
"real" on-going interaction, that part of the inter- 
action process of which we know most, the indi- 
vidual, should not be neglected in a course on hu- 
man relations. 

The second volume contains a number of illus- 
trative cases. Their purpose is to present the pal- 
pable social reality which should illustrate the gen- 
eralizations of the first volume. The text assures tis 
that these case studies were gatheted by faculty and 
students. It is not that they present improbable and 
implausible observations; they do appear as if they 
had been largely reported “from life.” Yet there is 
a paleness and paperiness to them which is as ob- 
trusive as it is hard to define. True, most of these 
studies have set themselves only a limited objective: 
to point to the difference between an English and 
an American middle-class family in their attitude 
toward their children, for instance. However, while 
they are all very concrete, none of these case studies 
ever becomes very real. The authors may have 
failed to consider in their second volume what had 
been the principle for selection in the first. There 
is as much difference between the reporting of a bit 
of observed impression and the concentrated sub- 
stance of a good case history as there is between 
an inept textbook and the power of great scientific 
writing. If the volumes under discussion were 
oriented to the clinical approach, then they did not 
profit enough from the depth and comprehensive- 
ness to which this approach has developed the re- 
porting of data on people. ‘ 

While we all believe that human relations are 
more important than anything else, we cannot quite 
say what “Human Relations" really is. A new sei- 
ence? Or an aggregate from earlier sciences ? An 
urgent practical need for business and industry? 
Human relations as presented here is all of the 
social and behavioral sciences; but it is not at all 
clear in what order and in what relationship. If in 
spite of a selection of materials which includes some 
of the most important writings in these fields, à 
somewhat amorphous common-sense eclecticism 
manifests itself in this text, it must be due to the 
origin of the new aggregate. Conceived in this Lon 
in response to a variety of practical problems, "hu- 
man relations" may have been proclaimed as a con? 
crete” subject before it had really had time to con- 
stitute itself. 

Freerck Wyatt, PR. D., 
University of Michigan. 


CuicAL Psycuatry. For Practitioners and D 
dents. By Ian Skottowe, M. D., M.R. C. P., 
D. P. M. (New Vork: McGraw-Hill, 1954 
Price: $7.50.) 


This new textbook of psychiatry conforms a 
general plan to most of the standard ones now ! 
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use. The author received his medical degree from 
the University of Glascow and, except for one year 
of training at the Boston Psychopathic Hospital, 
has spent his time in psychiatry as an assistant phy- 
sician or superintendent of several psychiatric hos- 
pitals in Scotland and England. 

The book is divided into 2 main parts, the prin- 
cipals of clinical psychiatry and a clinical descrip- 
tion of psychiatric disorders. From the beginning, 
the author emphasizes multiple causation and points 
out that "the main emphasis in causation, sympto- 
matology or treatment may lie in one of the fol- 
lowing fields: Somatic .... Psychological 
Social .. .." He considers “bodily functions and 
mental functions? as "aspects of different levels of. 
integration of the biological functioning of the 
individual as a whole.” He ends the introduction 
with a clear acceptance of Adolf Meyer’s psycho- 
biological viewpoint. 

The author considers that the difference between 
psychoneuroses and psychoses is quantitative rather 
than qualitative. In his classification of mental dis- 
orders he uses 9 main headings: (1) Affective Dis- 
orders, (2) Schizophrenic Disorders, (3) Para- 
noid Disorders, (4) Organic Mental Disorders, 
(5) Obsessive Disorders, (6) Hysterical Disor- 
ders, (7) Disorders of Development, (8) Psycho- 
pathic Personalities, (9) Mental Disorders in Chil- 
dren. Under the heading of affective disorders he 
includes manic-depressive psychosis, minor depres- 
Sive symptoms, anxiety states, and involutional de- 
pressions. 

The author uses Freudian terminology and ap- 
parently accepts many psychoanalytic formulations, 
but always ends up by bringing in the broader ap- 
Proach of Adolf Meyer. Actually, in the 28-page 
Chapter, “The Principles of Treatment,” only 2 
Dages are given to a general discussion of the sec- 
tion, Psychoanalysis. 

The second part of the book is devoted to specific 
discussions of the various types of disorders. Each 
disorder is discussed in detail under such headings 
as Aetiology, Pathology, Symptoms and Course, 
Differential Diagnosis, Prognosis and Treatment. 
A detailed discussion of treatment supplements the 
early chapter on the principles of treatment by 
Siving both specific details and the author's indi- 
vidual views, 

One notes a few minor differences from commonly 
accepted treatment by most American psychiatrists. 
Morphine and hyoscine are at the top of the list of 
emergency sedatives and are apparently used more 
freely than in the United States. In describing treat- 
ment of delirium tremens, the author says, “Patients 
Who appear to be extremely weak may be given up 
to an ounce of whiskey or brandy; and this may be 
Tepeated until strength is regained and the delirium 
begins to subside.” 

The book is well written and very readable, The 
material is well presented in a clear and interesting 
m ron and the views are in line with current 
8 aa in psychiatry. Views expressing the 
135 Or's personal experiences in British hospitals, 
gether with the use of statistics from Great 


Britain, give a slightly different approach from that 
of standard American textbooks. 
K. M. B. 


Les Tests Mentaux.’ By Dr. Pierre Pichot. 
(Paris: Presses Universitaires de France, 


1954.) 


It is now just 50 years since the first mental test, 
as commonly understood, was described. In 1905 
the French psychologist Alfred Binet with Dr. T. 
Simon published Methodes nouvelles pour le diag- 
nostie du niveau intellectuel des anormaux. 

The present pocket-size brochure of 126 pages, 
whose author is on the staff of the University of 
Paris, is a convenient vade mecum in the subject of 
mental tests. 

After a few pages of introductory matter — defi- 
nitions, history, qualifications and classification of 
tests, and their place in psychology—Dr. Pichot 
describes the various tests of intelligence. Intelli- 
gence he discusses shrewdly but does not attempt to 
define. Next comes a reasonably ample considera- 
tion of aptitude tests. This completes the first part 
of the treatise. 

Part two (approximately half the book) is de- 
yoted to personality tests, divided into questionnaire 
methods, performance tests, and the numerous pro- 
jective techniques, 

The author’s survey of his material is comprehen- 
sively international and he has compressed much in- 
formation and critical comment into this handy 
manual. 

GUB. T. 


Suourp THE Parent Know THE TRUTHP Edited by 
Samuel Standard, M. D., and Helmuth Nathan, 
M.D. (New York: Springer, 1955. Price: 
$3.00.) 

This is a book of opinions collected from doctors, 
nurses, lawyers, educators, and theologians as to 
what a patient should be told about his illness and 
its outcome, particularly where the outcome is 
unfavorable. 

As might be expected there are differences of 
opinion. One surgeon takes the position that in- 
variably a cancer patient should be told the true 
nature of his condition. An obstetrician quotes 
William Sidney Thayer who lectured to his stu- 
dents on what the doctor should tell the patient: 
“The doctor is never privileged to lie to a patient, 
but he is privileged to tell the patient part of the 
truth? One physician takes the position that the 
patient should be told as much of the truth as he 
wants to know. This, of course, involves the as- 
sumption that the doctor’s knowledge of the patient 
is such as to enable him to be sure of just what the 
patient does want to know. The opinion is severally 
expressed that many patients do not wish to be told 
unfavorable news. On the other hand, deception or 
withholding an unfavorable report from a percep- 
tive patient who will guess it anyway is to be de- 
plored. 79 08 

The value of this compilation lies mainly in the 
fact that a number of physicians and nurses working 
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in various medical fields, draw from their own years 
of experience in dealing with all kinds of sick persons 
in trying to answer, in the best interests of the pa- 
tient and to satisfy their own sense of right, the 
question posed in the title of this book. 

A prevailing opinion is that the question what to 
tell the patient becomes an individual matter for the 
individual physician dealing with the individual pa- 
tient, and by no means a set rule to, be regularly 
followed. There is wisdom in the variously eval- 
uated experience set forth in the statements here in- 
cluded whose reading will be rewarding, especially 
to one who may not have arrived at his own solu- 
tion of the great question. 

The legal opinions adduced deal mainly with such 
practical issues as the arrangement of business mat- 
ters, the making of wills, the physician's obligatiotis 
not only to the patient but also to the next of kin 
and to the community. 

The religious discussants, Catholic, Jewish and 
Protestant, offer their respective professional 
directives. 

C. B. F. 


Wartime PsvcHuRy. By Nolan D. C. Lewis and 
Bernice Engle. (New York: Oxford Univer- 
sity Press, 1954. Price: $15.00.) 


This 952-page book consists of the abstracts of 
1,166 papers and 28 books published during the 
period 1940-48 and a few outstanding studies of 
1949-50. The selection was based on factors such 
as studies involving large numbers of cases in order 
that fairly valid conclusions might be drawn; direct 
Observation by members of the armed forces in 
various areas; individual cases of special interest 
or importance; and analyses of trends or dominant 
impressions in the field of military neuropsychiatry. 
The material is a general survey of the important 
psychiatric aspects of administration, selection, com- 
bat, methods of treatment, demobilization and re- 
habilitation. The book is divided into I3 sections 
each preceded by an analysis and interpretation of 
the material contained in the section, and a book 
section. 

This is a history of war psychiatry by the men 
who made it. It will be very useful to all concerned 
with military psychiatry both in evaluating their 
Own experiences and as a guide in the effective 
use of the knowledge in the prevention, diagnosis, 
and treatment of psychiatric disabilities. 

JosePm Skonna, M. D., 
Atlanta, Ga. 


Erupes PsycHiATRIQUES.. Vol. 3. Structure des Psy- 
choses Aigues et Destructuration de la Con- 
science. (The Structure of Acute Psychosis 
and the Destructuration of. Consciousness.) By 
Henri Ey. (Paris: Desclee de Brouwer, 1954.) 

Ey's great merit is to have given up the classical 
classification of the psychosis and to have rebuilt 
a new psychiatry, entirely on the fundamental princi- 
ples of H. Jackson. Ey has added to his originality 
a tremendous knowledge about all the literature of 
the field. In his third volume, he studies the mania, 


the melancholy, the acute hallucinations, the états 
crépusculaires as being the same entities presenting 
a scale of destructuration of our consciousness, this 
consciousness being the time-space organization of 
our daily experience. The activity of this level of 
consciousness is to be found in the central brain. 

To Ey, the etiological factor or the form of evo- 
lution is secondary; primary is the fact that in the 
above-mentioned psychoses we find different levels 
of destructuration of the consciousness. 

We cannot do justice in this limited space to all 
the ideas that Ey has defended. The reader will 
enjoy the critical survey of the old psychiatric clas- 
sifications, the boldness with which he takes care 
of old distinctions like interpretation, illusion, or 
hallucination, making clear that they are different 
levels of destruction in the perceptive activity and 
therefore have all sorts of intermediary states. For 
many years, Ey has concentrated on the psychiatric 
problems trying to give them an original formula- 
tion. He is now head of a new, active, and very 
successful school in France which should be better 
known abroad. 

R. pe Saussure, M. D., 
Geneva, Switzerland. 


Srress Siruations. Edited by Samuel Liebman. 
(Philadelphia: Lippincott, 1955. Price: $3.00.) 
The North Shore Health Resort (Winnetka, III.) 
has initiated a lecture series directed primarily 
towards the general medical community. This book- 
let represents the proceedings of the latest set of 
lectures in this series. It was devoted to the “emo- 
tional reactions to stress” and, more particularly, 
“the manner in which the personality responds to 
the pressures of personal and social difficulties. 
The lectures are presented in print essentially as 
they were recorded at the time of the meeting. They 
deal with: (1) “Emotional Reactions to Frustration 
and Failure” (L. L. Robbins); (2) “Emotional 
Reactions to Acute Illnesses” (F. J. Gerty) ; (3) 
"Emotional Reactions to Catastrophe" (J. P. Spie- 
gel); (4) “Emotional Reactions to Marriage (L. 
H. Bartemeier); (5) "Emotional Reactions to 
Fertility and Sterility” (B. B. Rubenstein) ; (6) 
"Emotional Reactions to Divorce" (H. H. Garner) ; 
(7) "Emotional Reactions to Death and Suicide 
(J. H. Masserman). A 
The physiologists and internists interested in 
stress problems will be surprised to note T 
modern concepts concerning the somatic aspects O 
stress-reactions have been neglected to the point 
where there is not even an entry for adrenals, pitut- 
tary, corticoids, ACTH, eosinophils, or m 
in the subject index, However, the lectures deal T 
the emotional reactions to emotionally produce 
strains in a very readable manner. 
HANS SELYE, 
University of Montreal. 


Psycuutrme Heure. By Kurt Schneider (Stutt- 
gart: Georg Thieme Verlag, 1955. Price 

D. M. 2.85.) 
Psychiatrie Heute is the published address, de- 
livered by Kurt Schneider on the occasion of the 
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565th anniversary of the University of Heidelberg. 
It is not devoted to clinical matters. Problems of 
science form the content of this brief, philosophical 
analysis of present-day psychiatry. Schneider de- 
fines psychiatry as the science of the psychic ab- 
normal, its manifestations, somatic and psychic de- 
terminants, and therapies. Thus, this science rests 
on 2 columns: somatology and psychopathology, 
which are essentially different in character. We do 
not really have a uniform science “psychiatry” but 
rather “the psychiatrist” whose concepts are founded 
on an “empirical dualism.” Psychophysical inter- 
telations include metaphysical elements which defy 
rational analysis. Body-mind unity is accepted as a 
matter of fact but efforts to define cause and effect 
relations run into conceptual obstacles which are 
beyond the realm of science. In the last analysis, 
then, psychiatry is metaphysics. 

Psychopathology is arranged in 3 groups. The 
first one concerns abnormal characteriologic varia- 
tions, clinically defined in terms of abnormal ex- 
periential reactions (neuroses) and abnormal per- 
sonalities (psychopathic personalities). The deeply 
involved relationship between personality and ex- 
periential processes has led to divergent viewpoints 
which favor either the basic personality structure 
or the experiential factors as genetic determinants. 
Schneider disagrees with the psychoanalytical per- 
sonality concept because it attributes too little, if 
any, significance to primary characteriologic varia- 
tion. He sees in the total denial of dispositional 
differences and their bearing on experiential capaci- 
ties a rebellion against those forces of nature which 
we are unable to direct. Abnormal personalities 
differ in a quantitative sense from our concept of 
average, however, they do not reflect disease 
Processes, 

The second group by contrast comprises those 
Psychic abnormalities which can be clearly attributed 
to diseases (organic syndromes). Diagnoses and 
therapy belong in the realm of medicine, This 
Sroup, and this group alone, fits justifiably into 
nosologic entities, 

Great problems arise in regard to the third group, 
the “endogenous psychoses.” Kraepelin’s sympto- 
matic division into affective and schizophrenic psy- 
choses has survived all attempts for isolation of 
other entities. Both psychoses, however, are merely 
types of clinical patterns with many transitional 
states. They have never been identified as disease 
entities nor been found to be due to specific eti- 
ologies. It is, consequently, a pure postulate to con- 
ceive of them as diseases. What is actually known 
about their somatic and psychopathologic manifesta- 
tions is overshadowed by massive speculations, re- 
Aecting prevailing cultural and scientific trends. If 
We are compelled, neverthelesé, to think of the en- 

genous psychoses as diseases, we do so in recog- 
nition of their destructive interruption of the inner 
Continuity of the personality. As an empirical sci- 
once, psychiatry needs the disease concept to pro- 
40 a basis for future research. Schneider con- 
cludes with a consideration of philosophical doctrines 
"HS can contribute toward a clarification of the 
"alistic dilemma in the psychiatric view of man. 
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This presentation of psychiatry will seem quite 
theoretical, perhaps even sterile, to American 
readers. Many will question the practicality of such 
logical concepts or condemn the scepticism toward 
psychoanalytic determinism. Schneider, as we may 
recall, wrote in his post-war “Letter from Germany” 
to this journal, “I am quite aware that in the United 
States a conceptual psychiatry is generally vigor- 
ously rejected as something useless and outdated. 
It is my opinion, however, that the psychiatrist 
who assigns chief importance to fluency and dy- 
namics must also ask himself what it is that is going 


on, what is there developing into what.” We should 


concede that his insistence on a conceptual delinea- 
tion of scientific and metaphysical areas serves a 
most useful purpose by forcing an awareness of the 
vague boundaries between belief and knowledge. 
He leaves no doubt about his own partiality as he 
ends with Goethe: “Aufrichtig zu sein kann ich 
versprechen; unparteiisch zu sein aber nicht.” 
F. A. Freynan, M. D., 
Farnhurst, Del. 


Intropuction To CIANICAL, PsycHoLocy. Second 
Edition. By L. A. Pennington, Ph.D., and 
Irwin A. Berg, Ph.D. (New York: Ronald 
Press, 1954. Price: $6.50.) 


Twenty-eight writers have contributed to this 700- 
odd-page volume. An introduction sets the stage 
for the rest of the book via chapters entitled, The 
Meaning of Clinical Psychology, Theoretical 
Frames of Reference in Clinical Psychology, and 
What is Normal Behavior? Part II discusses clin- 
ical methods: interviewing, intelligence testing, per- 
sonality measurement, and projective tests. Part 
III is entitled, The Problem Approach in the 
Clinic. Here there is material on childhood and 
adolescence, mental retardation, sexual and marital 
problems, psychosomatic medicine, the physically 
handicapped, speech disorder, psychoneurosis, psy- 
choses, psychopathic and criminal behavior, and 
later maturity. Part IV discusses psychothera- 
peutic problems and techniques, and Part V deals 
with research. 

This volume is well written and the material as- 
sembled so that it does not suffer unduly from 
having been written by many authors. It is a pro- 
fessionally self-conscious book: “Clinical psychol- 
ogy has matured in self-awareness and in asserting 
its equalitative position with psychiatry and other 
disciplines.” For the etiology of mental illness, 
psychological factors tend to be considered of pri- 
mary importance; for diagnosis, much reliance is 
placed on projective tests; and for treatment, psy- 
chotherapy is usually considered the method of 
choice. Treatments using chemicals, electricity, or 
surgery are referred to as assault therapies which 
are prescribed as adjuncts for patients whose severe 
symptoms prevent an effegtive personal relation- 
ship with the psychotherapist. 

In this sort of book we come back historically to 
the view which tends to assert the primacy of the 
mind over the body. Since, however, there is a 
necessity to admit the role of nonpsychological fac- 
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tors in illness the old dichotomies of mental and 
physical and nonorganic and organic become im- 
portant. One-sided medical training some years ago 
resulted in practitioners who used to say to patients, 
‘there is nothing wrong with you madam, it is just 
your imagination.” Will the time come when the 
clinical psychologist can say with equal conviction, 
“there is nothing wrong with you madam, it is just 
your body ” If the fragmentation of the human 
organism should continue with the creation of sub- 
specialists who have not had basic training in med- 
icine which is kept up to date by practice we may 
see the time when every patient will have to make 
his own diagnosis before he can receive proper 
treatment. 

It is of interest that only a few years ago one 
of the main arguments for the developing field òf 
clinical psychology was its potential contribution 
to research. In this volume research is put off to 
the last 20 pages. 

P. E. Huston, M.D., 
College of Medicine, Iowa City, Ia. 


Fourth ANNUAL Report ON Stress, 1954. By 
Hans Selye and Gunnar Heuser. (Montreal: 
Acta Inc., 1954.) 


This volume continues the series of Annual Re- 
ports on Stress which have been published as 
yearly supplements to the monograph Stress, pub- 
lished in 1950 by the senior author. In the present 
volume, the same ingenious cross-referenced subject 
index, which with the author index makes up about 
half the book, is retained. By referring to the sub- 
ject index it is possible to compile most of the 
current literature on any topic falling within the 
field of stress research with relative ease and with 
assurance that most of the world literature has been 
covered, 

The section devoted to contributions of original 
articles by guest authors has been expanded greatly. 
Articles by G. W. Harris and C. Fortier on “The 
‘Regulation of Anterior Pituitary Function with 
Special Reference to the Secretion of Adrenocorti- 
cotrophic Hormone”; by H. Bacchus on “Ascorbic 
Acid and the Physiology of the Pituitary-Adrenal 
Axis”; by S. A. Simpson and J. F. Tait on “Aldo- 
sterone and Its Possible Role in the General Adap- 
tation Syndrome,” together with informative con- 
tributions by G. Asboe-Hansen ; K. Brochner- 
Mortensen; A. Grollman; W. S. C. Copeman and 
O. Savage; M. Sonenburg; and J. Stamler, L. N. 
Katz and R. Pick are included. These contributions 
are of general interest and add considerably to the 
value of the book to the interested, but nonspecialist, 
reader. 2 

In Selye's previous publications he has set a high 
standard for himself in respect to illustrations, di- 
agrams, printing, and general format, and the pres- 
ent volume conforms to standard. 

E. A. Setters, M. D., 
Dept. of Physiology, 
University of Toronto. 
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Current THERAPY—1955. Edited by Howard F. 
Conn, M. D. (Philadelphia: Saunders, 1955, 
Price: $11.00.) 


This is the 1955 edition of an annual begun in 
1949 and, it is hoped, to be continued for years to 
come. Two hundred and eighty-seven authors con- 
tribute concise methods of treatment for a host of 
conditions which may confront a physician in his 
practice. An accurate diagnosis is in many cases 
presupposed. 

To adequately review all of the methods advo- 
cated would require a complete knowledge of medi- 
cine in all of its aspects. This superman has not 
been available so the work has been judged by the 
articles on subjects in which the reviewer has had 
knowledge and experience. The methods of treat- 
ment in this group of conditions merit approval in 
every case, accordingly the conclusion is drawn that 
a similar standard of excellence prevails throughout 
the volume. 

The section on the psychoneuroses is short, oc- 
cupying only 6 pages. Nine contributors outline 
methods of management in neuroses, schizophrenia, 
the depressions, psychoses, acute mania, and delirium. 
These articles should be very helpful to the physi- 
cian who meets an occasional case of mental dis- 
turbance and has to deal with it before a psychia- 
trist assumes charge. 

The book is highly commended as an up-to-the- 
minute summary of new and established therapy and 
will prove a safe guide to physicians, particularly 
to those in general practice. 

1 H. V. Cameron, M. D., 
Toronto, Canada. 


Disorvers or Cuaracrer. Persistent Enuresis, Ju- 
venile Delinquency, Psychopathic Personality. 
By Joseph J. Michaels, M.D. (Springfield: 
C. C. Thomas, 1955. Price: $475.) 


From a study of the relationships between per- 
sistent enuresis, juvenile delinquency, and psycho- 
pathic personality over a period of years, Michaels 
concludes that "the general pattern of lack of con- 
trol which characterizes persistent enuresis per- 
meates the whole psychopathic personality in whom 
enuresis persisted from birth. This Jack of contro 
can be observed as a short-circuiting in a neuro- 
psychologic sense and an acting out from the Pa 
choanalytic standpoint.” These studies have led the 
author to believe that “there is one type of 71 
quent and psychopath whose origins can justifiably 
be traced back to a specific psychosomatic dis- 
position.” 3 5 

Regarding character development, Michaels com 
siders impulsiveness to coexist with psychopathic 
personality and a weak ego (persistent lack o 
spincter control) at one extreme, and at the other, 
compulsiveness with the compulsive neurotic char 
acter and a strong ego (early spincter control). 

From a practical standpoint, the following advice 
will be of interest to those psychiatrists who 15 
with the problems of childhood: But the bas 
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principle in the rearing and the treatment of a child 
with persistent enuresis would be that ego aspects 
should be stressed towards the formation of healthy 
identifications and towards greater inhibition, con- 
trol and discipline leading to the development of 
some degree of compulsiveness that grows from 
within. 

“Such a strengthening of character at an early 
age may be the keystone towards preventing later 
delinquency and psychopathy. For even though the 
unique configuration of the impulsive character has 
been emphasized, it by no means should follow that 
individuals of this type are destined to react with 
anti-social behavior.” Perhaps a more appropriate 
title for this mpnograph would have been “Per- 
sistent Enuresis and Allied Problems,” as enuresis 
is really the focal point of his thesis. 

T. L. L. Sonrat, M. D., 
Ochsner Clinic, 
New Orleans, La. 


PSYCHOLOGY, THe NURSE, AND THE PATIENT. Second 
Edition. By Doris M. Odlum. (New York: 
Philosophical Library, 1954. Price: $4.75.) 


The second edition of Psychology, The Nurse, 
and the Patient provides material for the British 
Examinations for State Registered Nurses. Al- 
though it is written for this specific purpose, the 
understanding of the material, while it is not in 
detail, is valuable and should promote effective pa- 
tient care, Miss Odlum is well qualified to write 
Such a book and she draws on her experiences as a 
physician, a psychiatrist, and a patient. 

The first section deals simply and briefly with a 
concept of behavior, personality structure, and 
mental mechanisms, with stress being placed on 
the early development and environment of the child. 
The second part deals more specifically with the 
application of psychology to a number of problems 
that arise in nursing. The general problems which 
Miss Odlum has chosen to discuss are practical and 
applicable to many situations. As well as the 
difficulties confronting the adult patient in hospital 
She has discussed problems which arise specifically 
for the outpatient and the sick child. There is a 
Very brief discussion of the psychoses and psycho- 
neuroses in the last 4 chapters. Some of the pre- 
disposing causes and treatments for these conditions 
are included, 

The book is short, easy to read, and, in general, 
applicable to our situations. A somewhat different 
Organization might have avoided repetition of ma- 
terial and the feeling that certain chapters were 
added separately, Throughout the book it is 
stressed that if we expect to work with others and 
to help them effectively we must understand some- 
thing of the influences which modify one’s own 
behavior as well as that of others. 

KATHLEEN KING, 
School of Nursing, 
University of Toronto. 
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INTRACRANIAL GLIOMATA. By John Penman, M.B., 
M. R. C. P. and Marion C. Smith, B. Sc., M. B. 
Medical Research Council Special Report 
Series No. 284. (London: Her Majesty's 
Statonery Office, 1954. Price: 5s.) 


This is a detailed statistical report of 298 intra- 
cranial gliomata found in the neurosurgical records 
of St. George's Hospital, London, between August 
1937 and August r947. The pathological classifica- 
tion is glioblastomata, 163; astrocytomata, 99; oli- 
godendrogliomata, 14;  medulloblastomata, 20; 
ependymomata, 2. 

This material is analyzed with reference to sex, 
age, location of tumors, symptomatology, onset- 
admission interval, survival period after admission, 
survival period after onset of illness, radiological in- 
vestigations, treatment and result of treatment. 

The authors’ main conclusions are: 

. More males than females were affected, but 
only in early and middle adult life. 

2. The left side of the cerebrum was affected more 
often than the right. 

3. Both the length of illness before admission and 
the length of life after it were, in most cases, short. 

4. The incidence of cardinal symptoms and that of 
radiological abnormalities were related most closely 
to tumor sites. 

5. The whole length of the illness was related 
closely to tumor sites but even more closely to 
age, for youth and a comparatively long survival 
period were strongly associated. 

6. The results of surgery were very good in cases 
of cerebellar tumors that could be completely ex- 
cised, and fair in cases of some tumors of the cere- 
bral hemispheres; but many sites were inaccessible, 

7. The results of radiotherapy, in our opinion, are 
impossible to assess for lack of controls, and we 
urge that even at this late stage it should be sub- 
jected to a controlled clinical trial.” 

Eric A, LINELL, 
The Banting Institute, 
Toronto, Canada, 


Tue Mentat Hosprral. By Alfred H. Stanton, 
M.D. and Morris S. Schwartz, Ph.D. (New 
York: Basic Books, 1954. Price: $7.50.) 


This is an important book that should be of 
interest to all who are concerned with the mental 
hospital. It is the story of an intensive study made 
in a small private hospital over a period of 3 years. 
The actual research data were obtained from 15 
patients on a disturbed ward. The studies were 
carefully performed, and the details are presented 
for examination. 

“Most articulate patients and substantially all the 
staff took it for granted that mental disorder was 
the result of interpersonal difficulty, and that the 
effective treatment of it was in interpersonal terms. 
Psychotherapy and ‘treatfnent’ were synonyms in 
this hospital, in contrast to certain other hospitals 
where insulin or some other therapy is treatment.“ 

Two of the findings have been widely quoted. 
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When disagreements occur among the staff as to 
patient management, it is reflected in disturbance 
among the patients. Patients who are subjected to 
loss of self-esteem or attitudes that tend toward 
devaluation develop incontinence. The data on dis- 
agreements were based on successful management 
of ro severe excitements, while the material on 
incontinence derived from the intensive study of 3 
patients. 

Those with experience in the mental hospital will 
find themselves willing to believe the generalities 
from the limited data for they recall many similar 
experiences. The authors recognize the inadequacy 
of the sampling: “Confirmation of our findings is 
necessary, for we have only anecdotal evidence 
which permits us to say that they apply to other 
hospitals. . . . There is no body of theory ndw 
adequate to permit generalization, and the hospi- 
tal we have studied is itself atypical." 

The main sections of the book are: I. Analysis 
of the Problem; II. Formal Organization of the 
Hospital; III. Ward Organization; IV. Institu- 
tional Integration; and V. Informalities. 

After clearly defining the clinical problem, some 
of the recent social structure studies in mental hos- 
pital functioning are reviewed. In Section II, atti- 
tudes toward the formal organization are discussed 
as well as institutional purposes and their ac- 
complishments. 

"Broadly speaking, the ways of keeping a pa- 
tient’s tension at a relatively low level are fairly 
easy to state. The patient's needs are met unless 
there is a clear reason why they cannot be; if such 
an occasion arises, the reason is given to the pa- 
tient, and staff and patient together can work at 
the new problem of discovering a possible alterna- 
tive. To carry this out, many psychiatrists need to 
remember how few satisfactions are available to the 
patient in the hospital as compared to those avail- 
able in the community at large; remembering this 
will help avoid easy concern about making the pa- 
tient too comfortable. 

Section III analyzes the happenings on the dis- 
turbed ward which was the setting of the project. 
The roles of the doctor, nurse, aide, and patient 
are described. 

"It is hard to keep in mind what it means sub- 
jectively to be a mental patient; to be so fearful 
that each aspect of the environment represents a 
threat to one's existence; to experience the world 
as unreal and to see the ‘outside’ as just a flimsy 
structure with no substance; to live with the feeling 
of restraint and being closed in, or suffocated, and 
to feel rebellion and resentment at this and be un- 
able to express it in any effective way; to experi- 
ence utter, desperate, and unrelieved loneliness, with 
no hope of change; to feel that in the entire universe 
there is no person that will ever understand one; to 
believe that one's actions have no effect and that 
one is not affected by theyactions of others. To be a 
mental patient means to feel removed from the 
human race and to view oneself as not quite human ; 
it means to be lacking in privacy and to be exposed 
to the view of strangers, and forced to associate 
with these strangers, when association with anyone 


is a thing to be dreaded and shunned. For associa- 
tion with others is unpredictable; it may be terrible 
in many different ways: one may be treated with 
contempt or one may experience the delicious sur- 
prise of being treated very gently, and this may be 
even worse for it arouses hope and hope always 
means some internal upheaval. The world of the 
mental patient is a world of anxiety.” 

Section IV covers all aspects of communication 
and the transmission of information and misinfor- 
mation. It also considers the use of power and the 
making and enforcing of decisions. 

This reviewer found Section V, dealing with In- 
formalities, most delightful. Some of the most sig- 
nificant findings are covered in the, chapters dealing 
with the management of the "special case," with 
excitements that developed from hidden staff dis- 
agreements, with incontinence, and the general dis- 
turbances that develop on a ward with the break- 
down in morale. 

Every hospital administrator and everyone re- 
sponsible for the development of policy in the care 
and management of institutionalized mental patients 
should read this book carefully. Personnel engaged 
in treatment of patients will want to read it also. 
It is to be hoped that it will stimulate some to 
verify, if possible, the findings suggested. If the 
generalization put forward prove valid, it could well 
lead to a revolution in both the mental hospital as 
an institution and in the care and management of 
patients with psychiatric illnesses. 

Watter E. Barton, M. D., 
Superintendent, Boston State Hospital. 


Tue Srupy or Personatity: A Book of Readings. 
Edited by Howard Brand. (New York: Wiley, 
1954. Price: $6.00.) 


The editor of this collection of papers has a 
three-fold purpose: (1) to demonstrate that 2 
groundwork exists for a science of personality ; 
(2) to encourage critical evaluation of research 
reports; and (3) to offer a brief guide for the for- 
mulation and execution of investigations in the area 
of personality. The volume, in addition to occa- 
sional commentary by the editor, comprises some 
30 papers culled from the literature of anthro- 
pology, psychology, psychiatry, sociology, and sci- 
entific method. Contributors include, among othe 
Franz Alexander, Gordon Allport, H. J. Eysenck, 
Ernest Hilgard, Neal Miller, Harry S. Bu 
and Robert Thouless. All articles have appeare 
elsewhere previously. 2 

Dr. Brand prefaces the body of the book we 
thoughtful assessment of the present status 8 
study of personality. His evaluation of this a S 
disparate field is perhaps oversimplified but 15 
provide organization and focus for the reader. 10 
addition, this introductory section offers advice i 
the critical reading of research literature, a S 8 
which tends to be slightly pedantic, but admitt aie 
one considered objective of vid book is to reach 
unsophisticated reader and student. 5 

Tu general contents of the book are classified 
into 3 major divisions (theory, methods, and pro! 
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lems), analogous to the sequence ordinarily fol- 
owed in the actual execution of a piece of research. 
This classification is somewhat forced since almost 
all articles could logically be placed in more than 
one division, Brand utilizes this systemization, 
however, as a medium for giving a brief exposi- 
tion, preceding each of the divisions, on the special 
meaning of theory, methods, and problems in per- 
sonality research, His comments in each case are 
pertinent and concise, and nowhere does he suc- 
cumb to the temptation of reinterpreting or over- 
analyzing a contributor's article. He permits the 
papers to speak for themselves. 

For the reviewer the most rewarding papers were 
Donald MacKinnon's article (1944) on anxiety, 
Thouless’ discussion (1951) of methodology, and 
William Stephenson's description (1950) of Q-tech- 
nique. MacKinnon emphasizes the impressive ex- 
planatory power of the topological approach. Thou- 
less challenges both psychoanalysts and research 
psychologists for more rational cooperation so that 
Freud's theory may become neater, better substan- 
tiated, and more integrated with other theoretical 
Systems. Stephenson's paper, although a bit obscure 
at points, can serve as an introduction for those 
still not initiated to a relatively new, if controver- 
sial, statistical tool, as the writer tests certain de- 
ductions from Jung’s theories. 

The book is probably of greater value to the stu- 
dent than to the experienced researcher. For the 
former there is exposure to some of the better pieces 
of literature, with a good sampling of methods and 
orientations. So far as the personality researcher 
ber se and the psychiatrist too are concerned much 
that this book has to say is old hat. Some articles 
go back as far as 20 years although almost one- 
half of them cluster, for some reason, around 1949 
and 1950. One could wish also that the editor had 
been somewhat less modest and imposed more of 
his own conceptualizing in his organizational efforts 
rather than defer so often to the work of others. 
But perhaps this is not a fair task to ask of an 
editor whose announced function is to present a 
Survey, For the researcher and the psychiatrist 
there certainly lies in this book an opportunity to 
Teappraise their special field of interest, which, it 
must be said, remains still largely uncharted despite 
all the encouraging progress that has been reported. 

SrANLEY D. Imper, Pu. D., 
1 School of Medicine, 
The Johns Hopkins University. 


PERSONALITY THROUGH PERCEPTION: AN EXPERI- 
MENTAL AND CLINICAL Stupy. By H. A. Wit- 
kin, H. B. Lewis, M. Hertsman, K. Machover, 
P. Bretnall Missner, S. Wapner. (New York: 
Harper, 1954. Price $7.50%) 

„ This book is the outcome of what we might call 

chain-reaction research,” where one study stimu- 

‘ates another which stimulates another, and so on, 

d a considerable body of knowledge is accumu- 

‘ated in a given area, and where the original area, 

Which was modest and simple, comes to assume 

great proportions and complexities, developing im- 


plications never suspected in the beginning. The 
antecedent experiment for the present book oc- 
curred in 1912. Wertheimer was studying a phe- 
nomenon of perception and concluded that the per- 
ceived yertical is established mainly in relation to 
the visual framwork rather than according to body 
position. Gibson and Mowrer in 1938 modified 
Wertheimer’s experiment and reversed his conclu- 
sions. Asch and Witkin began a series of in- 
genious experiments 10 years later to study the 
problem further. Witkin became impressed with the 
marked individual differences with respect to the 
process of orientation, Some subjects relied almost 
exclusively on the visual field, others on bodily 
position: Women relied more on the visual field 
and less on body experiences than men did. Sub- 
jeets were consistent, but dependence on the pre- 
vailing mode of orientation could be reduced by 
training, the change occurring as a result of the 
subject’s “figuring things out” rather than by al- 
tering the perception itself—in the sense of imme- 
diate impressions. 

The present book undertakes primarily to ac- 
count for the observed marked individual differ- 
ences by asking how these two modes of orientation 
are related to personality factors. Experimental 
procedures developed earlier were used in con- 
junction with some new ones, and 103 normal sub- 
jects and 77 psychiatric patients were given these 
plus a battery of psychological tests and interviews. 
A sizable number of children of different ages 
were also studied. The bulk of the book represents 
the efforts of Witkin and his colleagues to inter- 
relate the findings obtained through the various 
procedures. The task is of heroic proportions, the 
6 authors taking major responsibility for various 
phases of the study, with a large number of re- 
search assistants and professional colleagues also 
contributing time, energy, and thought, 

The outcome of all this enterprise is an interest- 
ing series of coordinated researches, each of which 
is reported separately in a different chapter. Most 
of the chapters read like journal articles, with the 
addition that most of the details of procedure and 
evaluation have been spelled out more thoroughly. 
The material is presented as simply and readably 
as its inherent complexities permit. 

The findings reported are provocative through- 
out; e. 9 “a tendency for field- dependent per- 
formers to lack insight, to repress their impulses, 
to be passive, to yield to their inferiority feelings, 
and to be tense. Subjects who successfully resisted 
the influence of the field generally tended to show 
self-awareness, to express their impulses directly, 
to be active, to deal with inferiority feelings in a 
compensatory way, and to show self-assurance” 
(pp. 203-4). In a summarizing chapter on The 
Nature of Perception-Personality Relationships, the 
authors discuss some theoretical implications of 
their findings, with special, reference to develop- 
mental, sexual, cultural, and psychopathological fac- 
tors. Appendices are added to demonstrate the 
methods used to evaluate Figure-Drawing, case 
history material, Sentence-Completion, and Word- 
Association test results. 2 
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The experiments analyzing perception are more 
rigorous in their conception and execution than are 
those which purport to relate personality factors to 
the basic modes of perception. Exception could be 
taken to the kinds of tests selected, the reasons for 
their selection, and the statistical procedures em- 
ployed. Despite these possible objections, the dem- 
onstration of a linkage between personality traits 
and perceptual modes is fairly convincing. What 
uses the authors will make of their findings, either 
in the study of perception or personality, normal or 
pathological, remains to be seen. 

Davi ROSENTHAL, 
The Johns Hopkins Hospital, 
Baltimore, Md. 


Tue Dear AND THER PROBLEMS. By Kenneth W. 
Hodgson. (New York: Philosophical Li- 
brary, 1954. Price: $6.00.) 


This is the American edition of a book published 
in England in 1953. The title would suggest that 
the volume would be of value to psychiatrists, pe- 
diatricians, otologists, and other physicians who 
have to deal at times with patients with hearing 
defects who are having emotional difficulty in ad- 
justing to their handicap. Unfortunately the author 
touches on this very real problem so sketchily that 
Írom the psychiatric viewpoint the book is of little 
or no value. 

The book is divided into 3 parts, plus a preface 
by Sir Richard Paget and an introduction in which 
the author exhorts the reader to consider the eco- 
nomic and social seriousness of caring for the deaf. 

Part one is devoted to the anatomy and embry- 
ology of the hearing apparatus, the pathology of 
deafness, and audiometry. The chapter on the 
mechanism of hearing is about as confusing as it 
would be possible to make it. Later in the text the 
author "Confucius" saying that "a picture is worth 
ten thousand words.” It would have been well if 
he had taken this literally and used diagrams in- 
stead of trying to describe the middle ear, cochlea, 
and vestibular apparatus from a “Lilliputian” 
journey through them. In addition to being con- 
fusing, the account is inaccurate—one of the glar- 
ing inaccuracies being his attributing facial paraly- 
sis to injury to the chorda tympani nerve. 

Part two deals exhaustively and at great length 
with the history of deafness, the Philosophical and 
religious attitudes toward deafness and the deaf in 
ancient and medieval society, and detailed descrip- 
tion of men and the methods they devised for the 
treating of deaf mutes from the sixteenth through 
the nineteenth century. 

Part three tells of the problems of teaching the 
deaf in the twentieth century and deals Particularly 
with the various enabling acts and other govern- 
ment and private provisions for supporting schools 
and other teaching facilities, particularly in England 
and the British Isles. » 


The book, in spite of its somewhat misleading 
title, is not entirely a waste of time for the psy- 
chiatrist. It is more verbose than it needs to be, 
There is a curious admixture of science, philosophy, 
and platitudes. But for anyone interested in the 
historical development of changing attitudes toward 
human infirmity, in ingenious and sometimes almost 
inspired discoveries in methods of teaching, and in 
personality problems implied rather than stated, the 
book is worth reading. 

Russett T. CosrELLo, M. D., 
Detroit, Michigan. 


A SvwrHESsIS oF HUMAN Benavior. By Joseph C. 
Solomon. (New York: G?une & Stratton, 
1954. Price: $5.00.) 


This book is an attempt to integrate modern 
psychoanalytic thinking concerning the development 
of the ego. 

Unlike the usual psychoanalytic writings, the 
author begins with a new-born child and studies the 
structure, development, and integration of the ego 
through the various growth periods to senescence. 
His main emphasis is on the normal, although he 
at times uses the pathological to emphasize and 
elaborate his thinking concerning the normal. 

The unique and stimulating thing about the book 
is the author's stress on the evolving of the cogni- 
tive processes in the human personality and their 
close relationship to the development of the ego. 
Throughout the first half or three quarters of the 
book, there is great emphasis upon the importance 
of perception in the evolving of the ego. He dis- 
tinguishes 3 levels of thinking: the early infantile 
"primary perceptual thinking" where the infant 
responds only to the sensations of the immediate 
present. The next stage is "secondary perceptual 
thinking” which reaches its peak at the oedipal 
period and is a merging of the memories of infantile 
primary perceptions with concepts that have been 
learned at a later period. The final stage he calls 
“conceptual,” and this is the level of the mature 
adult who is able to abstract and synthesize expert 
ence and have an awareness of the meaning © 
things. The author stresses the importance of 0 
latter stage of thinking in maintaining the integre 
tion and the intactness of the ego. ma 

Thus the author makes the ego more than Jus 
a part of the motor system. At one end of the x 
is perception, and action is at the other. The ego i 
records, evaluates, observes, warns, wards off, ex 
ecutes, organizes, integrates. . 

The author has done an excellent job in D 
senting, in a relatively small book, a frame of E 
ence that helps one to see the forest for the trees. 

AmrHUR H. Krracore, M. D., 
Saint Elizabeths Hospital, 
Washington, D. 


Say not you know another entirely till you have divided an inheritance with him. 


—LAVATER 
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AIMS AND LIMITATIONS OF PSYCHOTHERAPY : 
PAUL H. HOCH, M.D.,2 New York City 


In the following we would like to discuss 
some points concerning psychotherapy which 
we believe will need elucidation. They are 
mostly questions of future research in this 
most important of psychiatric therapies. 
They concern basic issues which have to be 
tackled if we want to lay sound foundations 
for future developments. What we shall dis- 
cuss pertains to psychotherapy and not to 
psychoanalytic treatment even though much 
of our discussion is relevant to it also. Psy- 
chotherapy has many more variants than 
psychoanalysis and what constitutes psycho- 
therapy and what does not is even less clear 
than what constitutes psychoanalysis. 

It would be very important in the future 
to decide more precisely what a certain form 
of psychotherapy means because at present 
hardly any comparison is possible between 
the different methods. This is because most 
psychotherapies do not have a well-organized 
theoretical framework of reference as is at- 
tempted by the different psychoanalytic 
schools. This is an asset and a liability at 
the same time. Furthermore, the technical 
execution of the therapy encompasses such 
a great variety of procedures that it is diffi- 
cult to see common denominators in the dif- 
ferent techniques. In addition many of the 
Psychotherapeutic methods are not codified, 
but simply designated by some general defi- 
nition which does not convey sufficiently 
what is attempted and how. Take for in- 
Stance the variety of psychotherapeutic at- 
tempts like counselling, persuasion, environ- 
mental manipulation, hypnosis, distributive 
analysis, re-educative psychotherapy, recon- 
structive analytically-oriented psychotherapy, 
and many others. I am sure it can be pointed 
Out that they all have in common the follow- 
Ing basic principles: (1) establishing rap- 
Port with the patient, and (2) trying to 
influence the patient. Influencing the patient 
usually done by: (a) reassurance, 


ps Read in the Section on Psychotherapy, at the 
ith annual meeting of The American Psychiatric 
Sociation, Atlantic City, N. I., May 9-13, 1955. 
of i. York State Psychiatric Institute, College 
ysicians and Surgeons, Columbia University. 


(b) catharsis, (c) suggestion, (d) interpre- 
tation of emotional happenings and giving of 
insight, (e) interpreting and manipulating 
interpersonal relationships between patient 
and therapist and other individuals, (f) al- 
tering, if possible, environmental forces 
which affect the patient's functioning. 
Every psychotherapeutic approach tries in 
tlfeory to select one or another of the above- 
mentioned procedures as the one of choice, 
but in practice all are used. In observing the 
different techniques in action one is much 
impressed by the divergencies of the practi- 
cal applications. One would assume that this 
would lead to as varied results as the thera- 
pies used. Of course, we do not know much 
statistically about results of the different 
psychotherapies, but if we have the oppor- 
tunity to watch many patients treated by 
many different therapists using different tech- 
niques, we are struck by the divergencies in 
theory and in practical application and 
similarity in therapeutic results. We feel that 
the time has come to investigate not the dif- 
ferences but the similarities, and to formulate 
common denominators among the bewilder- 
ing array of different methods and proce- 
dures, There are only two logical conclu- 
sions that can be made on the observations 
we have today: first, that the different 
methods regardless of their theoretical back- 
ground are equally effective, and that theo- 
retical formulations are not as important as 
some unclear common factors present in all 
such therapies. This common denominator 
may be the ability, experience, and emotional 
capability of the therapist and not the sys- 
tem with which he works, but it is also pos- 
sible there are hidden factors as common 
vectors in all psychotherapies which still 
elude our understanding. The other possi- 
bility is that different patients respond differ- 
ently to different approaches and every 
method hits the jack-pot in some instances 
and not in others. If this is the case it would 
be paramount to find out why one person 
responds to one approach and not to the 
other. To some extent awareness of this 
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problem is present because special techniques 
were worked out for schizophrenics, for psy- 
chopaths, for alcoholics, and a number of 
other conditions. It is possible that in addi- 
tion different procedures will be worked out 
for different personality organizations. It 
would be rather surprising to find that every 
person regardless of his personality organi- 
zation would respond uniformly to one form 
of psychotherapy. In this respect it should 
be mentioned that there is some relationship 
between the efficacy of psychotherapy and 
the patient's expectation of it. Many patients 
form an "ideal picture" about the therapist 
and also about the procedure to which they 
would like to respond. There are for instance 
patients who prefer psychotherapeutic meth- 
ods which use some somatic adjuncts while 
others are very much against it, There are 
some patients who would like to submit to a 
psychotherapeutic procedure whose theoreti- 
cal foundations are in agreement with their 
own ideas about psychic functioning, while 
others do not make such demands. We feel 
that it would be fruitful to explain patients’ 
own ideas about psychotherapy and what 
they expect from it. The situation changed 
markedly in the last decade and many intelli- 
gent patients receive a lot of information and 
misinformation through popular and even 
professional channels about how psycho- 
therapy should be conducted and what is 
expected from it. 

As to the problem of what kind of patient 
will respond to what kind of psychotherapy, 
we shall also have to investigate more closely 
the aims and goals of all psychotherapies. 
We shall have to define much more closely 
how far reconstruction of a personality can 
be accomplished by such a method and if pos- 
sible to whom such methods should be con- 
fined. I would like to distinguish between 
Psychotherapy, if you permit the analogy, 
which would be like surgery trying to elimi- 
nate the disorder and other psychotherapy 
which would be more orthopedic in which 
the therapist is only able to modify, to sup- 
port, and to change certain functions and 
adaptations without, however, being able to 
eliminate the basic difficulties, Today many 
cases of ambitious “surgical” psychotherapies 
are attempted, whereas the most that could 
be expected would be a functioning with a 
psychotherapeutic brace. 
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There is great need for a scientific e 
tion of the effectiveness of psychothe 
The few studies which we have are 
inadequate measures in relation to the na 
nitude of the problem. The evaluation 
psychotherapy is seemingly not atter 
because it is assumed that so many 
play a role in a change of an ind 
emotional life that we cannot adequate 
evaluate all of them. It is true that any evali 
ation becomes more difficult the more fi 
there are to be considered in relati 
cause and effect. Nevertheles¢, evalua 
psychotherapy is possible if this proces: 
broken down into component parts anc 
of them studied from a methodological poi 
of view. To mention only a few, we lack 
comprehensive methodology for evaluating 
improvement in a patient. Improvem 
are judged by different psychiatrists i 
ferent ways because there is no agre 
as to the criteria. One judges a patient’ 
provement on social adjustment, anothi 
sexual adjustment, and a third on insight, 
One uses descriptive terms, another psychi 
dynamic formulations which again vary with 
the different psychodynamic schools. Some 
are satisfied with eliminating some of the 
conspicuous symptoms of the disorder, Still 
others would request a complete reconstruc- 
tion of the personality before they would a 
sume the treatment was successful. Another 
issue in evaluating the efficacy of psycho 
therapies which is not worked out suffici : 
is the time factor. In younger patients 
turation, in older patients alterations of t 
socio-economic environment or of emotional 
relationships to figures in the environment | 
could have a fundamental effect on the pa- 
tient’s emotional adjustment. Sometimes 1 
changes have a profound influence on the pa- 
tient’s improvement. In the evaluation of psy- 7 
chotherapy this is probably the most imi i 
tant difficulty. If somebody receives a form o. 
treatment which goes on for several yea 
the relationship of the treatment to the clini- 
cal symptomatology in the light of many 
other influences becomes blurred. Other 
tors which are not sufficiently investiga 
in relation to a given therapy, and especially 
psychotherapy, are the oscillatory chang 
which can be observed in many patients: P 
to the intensity of their symptoms. Sue 
oscillatory changes are often interpreted 
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improvements and tied in with the psycho- 
therapeutic effort. Many claims of success- 
ful therapy are based on oscillatory changes 
which are no real measures of improvement. 
When an improvement can be adjudged real 
and when we are dealing with only a spuri- 
ous improvement is unclear, and very little 
attempt has been made to differentiate be- 
tween the two. Formerly attempts were 
made to assume that the developing of in- 
sight would mean a genuine improvement, 
whereas improvements without insight were 
called spuriou$ or based purely on transfer- 
ence relationship. However, it is obvious 
that this formulation is far too simple and 
does not really cover all the known facts. 
Genuine improvements and even recoveries 
were observed in patients. without any psy- 
chodynamic insight into their condition. 
On the other hand, the number of patients 
is considerable who have a full insight into 
their psychodynamic mechanisms without 
being able to change. We see this especially 
in patients defined as pseudoneurotic schizo- 
phrenics. The differentiation between intel- 
lectual insight and emotional insight ex- 
presses an awareness of this problem, but we 
believe that emotional insight will have to be 
much better understood before we can use 
it with any conviction for the above men- 
tioned phenomenon. 

Weare all more or less in agreement about 
the aims of psychotherapy. We are less in 
agreement as to what psychotherapy is able 
to accomplish, but the greatest controversy 
at present concerns its limitations. In the 
last few decades psychoanalysis and psycho- 
therapy have expanded to such an extent that 
the impression has been conveyed by some 
that practically every sickness can be cured 
by these methods. Tt is correct to assume 
that every sickness can be influenced by psy- 
chotherapy. If skillfully handled, almost any 
Person, even one with an organic sickness 
Will derive some benefit from it. Psycho- 
therapy enables a person to cope with the 
impairments produced by such a disease and 
to arrive at a better adaptation. For instance, 
it has been demonstrated that persons suf- 
fering from an organic mental disease such 
as arteriosclerosis and even senile psychosis 
can benefit from psychotherapy. However, 
all these disorders have a basic feature which 
15 not amenable to psychotherapy. 
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The efficacy of psychotherapy is much 
more controversial in the so-called functional 
psychoses, Originally a rigid position was 
taken that these conditions were not amen- 
able to psychotherapy. With painstaking and 
imaginative work it has been shown however 
that psychotherapy is effective at least in 
some persons suffering from functional psy- 
choses, but the question has not been settled. 
The indication for psychotherapy and the 
prognostic and follow-up evaluation of its 
efficiency in the functional psychoses are in 
a state of great confusion. We hear state- 
ments that every case of schizophrenia can 
be cured with some form of analysis or psy- 
chotherapy, then other statements that the 
condition can be only ameliorated. Still 
others maintain that the efficacy of psycho- 
therapy in schizophrenia is only a catathymic 
dream. We all know of some cases where 
psychotherapy has been effective in schizo- 
phrenia, but we also know of many where it 


was not. Not only the effectivenes of psycho- 


therapy has to be determined in the functional 
psychoses, but also to what extent funda- 
mental reconstruction of the underlying pri- 
mary process is possible. Such a reconstruc- 
tion can be achieved in the superficial neu- 
roses. However, in the deep-seated neuroses 
and psychoses this has not been demonstrated 
too convincingly as the high relapse rate indi- 
cates. What kind of patient will benefit from 
psychotherapy is ill-defined. At present and 
in most instances we proceed purely on a 
hit or miss basis. Most patients with a neu- 
rosis or functional psychosis are advised to 
receive psychotherapy or analysis. If they 
do not respond, some other form of therapy 
is advised. Admittedly, this procedure is an 
empirical one. The question arises today 
whether or not it is possible to select patients 
who will respond to psychotherapy. At 
present we have very few criteria to deter- 
mine a patient’s prognosis in response to 
psychotherapy. In the past this problem ap- 
peared to be deceptively simple. Neurotics 
were treated and cured by psychoanalysis or 
psychotherapy. Psychotic patients were not 
supposed to be amenable to such treatment. 
It was assumed that the narcissistic neurosis 
(psychosis) could not be approached psycho- 
therapeutically because the libido was fixed 
on a narcissistic level and transference could 
not be established with such a patient. It 
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was demonstrated convincingly that these 
early ideas were wrong and that transference 
can be established with many schizophrenics 
even though it must be stated this transfer- 
ence relationship is much more tenuous and 
brittle than with the neurotic. The diagnosis 
of psychosis today does not exclude a patient 
from psychotherapy. However, the problem 
still remains which one will respond to psy- 
chotherapy and which one will not, and how 
many, especially of the chronic patients, will 
respond and how lasting will the results be. 
In the neuroses, on the other hand, it became 
apparent that many of the deeply structuraf- 
ized phobic and obsessive compulsive pa- 
tients respond to psychotherapy but only 
with great reluctance and many of these in- 
dividuals have to be considered psycho- 
therapeutic failures today. A similar situa- 
tion exists in relation to many sexual 
deviants. 

Therefore, the diagnosis alone is no great 
help. It is probably only an indication that 
a modified technique should be used in psy- 
chotherapy, but in itself does not give us 
any indication as to how far the patient will 
respond. Today a seeming “paradox” exists 
that some schizophrenics respond quite well 
to psychotherapy, but a number of obsessive- 
compulsive neurotics do not. Several factors 
were considered to be of importance in de- 
ciding psychotherapeutic response. One of 
the most important is the ability to establish 
a transference relationship. The main diffi- 
culty is that the ability to establish transfer- 
ence depends largely on the subjective judg- 
ment of the therapist. Universal criteria 
have have not been worked out convincingly. 
Today the inability to respond to psycho- 
therapy is blamed by many on the ego and 
Superego structure of many patients. This 
concept has replaced the previous one to 
Some extent, namely the inability to estab- 
lish a transference. The question is how to 
define what a weak ego or superego structure 
is. Is this a permanent state or a temporary 
one, a rigid or a flexible one; is it amenable 
to treatment or not? It can be demonstrated 
in many young schisophrenic patients that 
with maturation the weak ego becomes 
stronger, but in many others such a state 
will persist. Here we shall need new oper- 
ational and realistic concepts to decide where 
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this weakness lies and how it relates to the 
clinical symptomatology and therapeutic re- 
sponsiveness of the patient. The presence of 
ego integration and disintegration is known 
to us only in general terms and its modus 
operandi is still obscure. We have many 
descriptions of this process in different terms 
like integration, reality testing, etc., but how 
these functions are accomplished is largely 
obscure. 

In addition to the above-mentioned fac- 
tors which limit psychotherapy we have to 
mention two others which we feel are of 
importance. Psychotherapy is an attempt to 
influence mental processes by mental means. 
It is obvious that such influences do not 
emanate alone from the therapist toward the 
patient, but that many other psychic influ- 
ences impinge upon the patient's psyche, 
some reenforcing, some opposing the psycho- 
therapeutic process. The environmental in- 
fluences are sometimes much stronger than 
the psychotherapeutic ones and obstruct their 
utilization. Psychotherapy, regardless of 
how skillfully applied is often unable to 
overcome the opposing influences coming 
from the environment. The battle of these 
contending forces has not been studied suffi- 
ciently and there is very little published about 
the strategy taken to counteract it in indi- 
vidual cases. 1255 

In addition we believe that important limi- 
tations to psychotherapy are the intensity of 
symptom formation and the long duration of 
the disability resulting in loss of flexibility 
in adaptative mechanisms. There are, of 
course, neurotic and psychotic patients who 
have a mild symptomatology which does not 
respond to treatment, but in the majority of 
neurotic and psychotic patients, some rela- 
tionship seemingly exists between the in- 
tensity of the symptoms and the ability to 
react to psychotherapy. Most of our theories 
on the origin of anxiety and most of 1 
therapeutic attempts today are concerne 
with the qualitatiye approach. We try um 
find out by analyzing the psychodynamic fac- 
tors what kind of conflicts in which constel- 
lations produce the emotional disorder. We 
overlook the fact that many a conflict can 
be present in a person without producing a 
emotional disorder until he becomes incapaci- 
tated to handle it. The inability to handle 
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a conflict depends on many factors, but one 
of them is the impairment of the ego. The 
ego becomes overwhelmed by anxiety and is 
unable to take remedial action. If it is pos- 
sible to reduce the anxiety quantitatively, the 
patient is able to function despite his con- 
flicts, but he is unable to do it if the stimula- 
tion becomes so intense and so permanent 
that it impairs his emotional and physiologi- 
cal functioning. It is still a mystery as to 
how the organism loses its homeostasis under 
the impact of anxiety and how it regains it. 

The organjsm receives stimulation from 
without and within. If counterstimulation is 
introduced we are usually able to reduce the 
strength of the original stimulus. For ex- 
ample, pain sensation can be reduced by 
introducing another stimulus. In psycho- 
therapy we try to effect a reduction of emo- 
tional stimulation. The question then arises 
are we able to influence the intensity of any 
stimulation with psychotherapy. The clinical 
observation is that if tension or anxiety 
reaches a certain level it is very difficult to 
reduce or eliminate it immediately by psycho- 
therapeutic measures. We then usually use 
some drug to effect a reduction in stimula- 
tion. The very important question arises 
why does psychotherapy affect the intensity 
of stimulation only up to a point and not all 
the way through? We can ask this question, 
but can hardly formulate any reply. It is 
possible that the nervous system functions on 
different levels and the various therapeutic 
procedures used affect these levels differently. 
Psychotherapy itself is, of course, a proce- 
dure which is as organic as the introduction 
of a drug, but it is not applied directly to the 
nervous system. It has to pass through all 
the filtering and defense mechanisms which 
shield the organism against external stimu- 
lation whereas drugs are introduced directly 
into the organism. We are fully aware that 
this is not the whole explanation of the riddle 
and a great deal of investigation must be 
done to determine why nervous system func- 
tion can be influenced by psychotherapy on 
one hand and by drugs and other procedures 
9n the other. We feel that in the same way 
as organic interference in the nervous system 
has limitations as to its therapeutic effect on 
the total person, a drug doesn’t change mo- 
tivational attitude to the same extent as psy- 


chotherapy which deals in addition to stimu- 
lation with aims and goals and interpersonal 
adaptation. On the other hand, psycho- 
therapy quite often does not influence the 
intensity of tension states present in tense 
conflictual situations. 

It is indicated that here we are dealing 
with a very important practical, and not only 
theoretical issue, by the observations which 
were made in experimentally produced ab- 
normal mental states. If we inject certain 
psychosis-producing compounds in a normal 
individual and the drug injected does not 
produce intense mental symptomatology the 
person is able to cope with the symptoms the 
drug produces and reassurance given to such 
a person increases his ability to do so, On 
the other hand, if the amount of stimulation 
is so great that the mental symptomatology 
becomes very marked, it is not possible to 
influence the patient’s mental state effectively 
by psychic means. The only way to eliminate 
the state is to inject an antidotal drug. 

The use of some of the newer drugs like 
chlorpromazine or resperine is also based on 
similar observations, In some patients who 
received skillful psychotherapy it was not 
possible to reduce the anxiety and tension 
state, whereas the drug very quickly reduced 
or eliminated the anxiety of the patient. In 
other patients we observe the opposite, 
namely, that psychotherapy was effective 
while drugs were not. Here we are dealing 
with an important new development in 
psychiatric practice ; the delineation of chem- 
ical therapy and of psychotherapy as to dif- 
ferent patients or symptom constellations will 
be an important future task. Most likely 
there will be evolved an integrated ther- 
apy between the two approaches which 
will take into consideration the organismic 
as well as the motivational responses of the 
organism. How these two approaches will 
relate to each other can only be surmised 
today, but it is possible that psychotherapy 
will be more effective, more goal-directed, 
and more economical if ego supportive meas- 
ures could be relegated to some extent to 
chemotherapy which by reducing the emo- 
tional intensity of symptoms will permit a 
less anxiety-ridden psychotherapeutic eluci- 
dation of conflicts. This will also allow for 
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an integration of psychotherapy into general 
medical practice. 

More and more general medicine recog- 
nizes that the treatment of the individual 
consists of more than simply influencing 
somatic processes and that the emotional and 
social factors are as important in influencing 
pathology as germs, toxins, and other soma- 
tic agents. A certain aversion and reluctance 
to methods of psychotherapy remains in 
medicine. In our opinion this can be over- 
come only if psychotherapy would decide if 
it wants to be an art, in which case it should 
give up a scientific pretense; or it should ba- 
come like medicine, partly an art, but at least 
partly a scientifically founded discipline. If 
this is accomplished its final integration into 
medical practice will be achieved. 


DISCUSSION 


Franz AlExAN DER, M. D. (Chicago, III.) After 
this admirable analysis of the limitations of psycho- 
therapy, it appears appropriate to discuss its po- 
tentialities. Psychotherapy as a systematic pro- 
cedure based on the knowledge of the affection it 
tries to remedy is one of the newest developments 
in medicine; as a procedure based on common sense 
and intuitive understanding of human nature it is as 
old as medicine itself. One significant fact is com- 
monly overlooked, namely that the psychothera- 
peutic home remedies which are used by everyone 
in everyday life, such as reassuring an emotionally 
disturbed friend or relative, are less empirical and 
more etiological than the prescientific home remedies 
in the rest of medicine. In other words, the com- 
mon-sense knowledge of human nature is better 
than the common-sense knowledge of the body. 
This is because in psychological Observations, ob- 
server and observed are similar beings. One under- 
stands another person's mental state on the basis of 
self-knowledge which one extrapolates to another. 
This is the essence of empathy. This common sense 
understanding of others is a natural faculty which 
everyone possesses to some degree, otherwise one 
could not survive in society. The measure of scien- 
tific advancement is the degree by which scientific 
knowledge outstrips common-sense Knowledge. 
Modern physics has surpassed common-sense knowl- 
edge of nature to an extreme degree. None of the 
theoretical and technological achievements of physics 
Can be understood on the basis of common sense 
knowledge. They require a specific knowledge. 
Psychology started at a higher common sense base- 
line than physics but it does not surpass common- 
sense knowledge to the same degree as yet. This 
explains the fact whict? Hoch mentions, that all 
psychotherapies are about equally effective. Largely 
they still are based on the same common-sense 
understanding of human nature, 

Is this statement, however, quite accurate? We 
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claim that psychotherapy today is, or is in the 
process of becoming, a scientific procedure. This 
contention is based on the fact that we do possess a 
theory of personality based on better than com- 
mon-sense observation or common-sense reasoning, 
Everyday understanding of another person stops 
when the principle that observed and observer are 
similar is not fulfilled. Psychopathological phe- 
nomena, for example, cannot be understood on the 
basis of common-sense psychology. A fear of wide- 
open spaces makes no sense without knowing the 
underlying psychodynamics. That a person, after 
success, may develop a depression and commit sui- 
cide is equally unexplainable on the basis of common- 
sense psychology. The theory of repressions and 
techniques by which the unconscious links in the 
causal chain of events can be reconstructed gave us 
the clues for the understanding of such phenomena, 
This is no longer common-sense psychology. There 
is good hope that by progressively improving the 
dynamic principles of behavior and of the "know- 
how" to apply this knowledge to therapy all forms 
of psychotherapy will be more effective. 

The most confusing and even discouraging fact 
in our field is the unpredictability of results to 
which Hoch refers. Patients who according to the 
textbook should recover stubbornly refuse to im- 
prove and others with initial bad prognosis unex- 
pectedly do recover. One of the most baffling facts 
is the rapid "transference cures" which often per- 
sist even if no further treatment is administered. 
In the last 10 years I observed a large number of 
persisting transference cures when I began to ex- 
periment with different therapeutic applications of 
psychoanalytic principles. Not only do transference 
cures sometimes persist but marked personality 
changes take place in the following years. It appears 
as if the transference experience changed some- 
thing in the parallelogram of conflicting forces 
which allows further ego maturation through allow- 
ing further continuation of the learning process 
which has been interrupted by infantile conflicts 
and repressions. 

This brings me to a consideration which appears 
to be of importance for the further development of 
all forms of psychotherapy including psychoanalysis. 
This pertains to the regenerative faculties of the 
living organism as a basic property of life. In our 
young field we have not yet emancipated ourselves 
from the magical traditions of medicine, Modern 
medicine recognizes that healing is possible only be- 
cause of the regenerative powers of the organism. 
It recognizes that a physician's function is to create 
conditions in which the regenerative powers cH 
best act by removing obstacles. Active immuniza- 
tion is one of the best examples. Our intervention 
stimulates the defensive powers of the ub 
Primarily nature and not the physician heals; the 
physician only helps the healing process. Even in 
the most active therapy, as in surgery, the surfaces 
of the wound grow together due to the regenerative 
powers of the organism. The surgeon can 0! 2 
favor this healing process but cannot initiate it. The 
same is true for psychotherapy and psychoanalysis. 
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We are still inclined to believe that a patient must 
be cured on the couch. The couch, however, is only 
the beginning of a natural healing process which 
the therapeutic situation favors. The ego's integra- 
tive function is the basis of the regenerative process 
in the field of personality disturbances. Without 
therapeutic aid the ego is not always able to ac- 
complish this task. The therapist's function consists 
in helping this natural regenerative faculty. In psy- 
choanalysis we reexpose the adult ego to the same 
but less intensive conflicts in the transference situa- 
tion which the infantile ego could not cope with. It 
defended against them by repression thus inter- 
rupting the natural learning process. This reexpo- 
sition has to be accomplished in all chronic cases 
where the learning process—or as it is commonly 
expressed—the ego—development has been inter- 
rupted in early life. The therapeutic problem is to 
determine when this task has been accomplished. 
The crucial question is how far is our therapeutic 
intervention needed. The continuation of therapy 
beyond this point may lead not to further consolida- 
tion of the results but to encouraging further regres- 
Sion and strengthening the patient's dependence 
upon the therapist which at this phase has no thera- 
peutic value and may even retard further improve- 
ment. Sometimes the unresolved conflict which 
interfered with further development is highly cir- 
cumscribed. In these cases the reawakening of this 
central conflict in the transference may suffice to 
stimulate the regenerative powers of the ego and 
result in unexpected and lasting therapeutic results 
without extensive reconstruction of the past. 

My point is that the ego's biological function is an 
integrative one; once an obstacle is removed, the rest 
of the therapeutic task can be entrusted to the ego. 
War experiences have shown that in many traumatic 
neuroses simple sedation may suffice. This allays 
anxiety that temporarily interfered with the ego's 
integrative faculty. One is inclined to assume that 


in procedures like narcosynthesis the major thera- 
peutic effect is the relief of anxiety by sedation 
which temporarily hampered the ego's integrative 
capacity. 

I expect that one of the major advancements in 
psychotherapy including psychoanalysis will result 
from developing criteria indicating at which point 
active therapeutic interference is no longer needed 
and the patient's ego can be entrusted to take over. 
From such criteria we may expect two major gains. 
First, we shall reduce the number of overtreated 
cases—cases in which continued therapy is not only 
unnecessary but is even retarding recovery. Trans- 
ference like x-ray is a powerful therapeutic agent 
but both can be given in overdose. Second, a larger, 
maybe substantially larger, number of cases can 

efit from our therapeutic skills, Freud con- 
sidered it a fortunate circumstance that the aims of 
research (that is the exploration of the generative 
background of neurosis) and the aims of therapy run 
parallel. We can study and cure our patients at 
the same time. But as early as 1910 he stated in one 
place that the aims of research and therapy do not 
run completely parallel. 

We may expect that in increasing our under- 
standing of the therapeutic process, particularly its 
quantitative aspects, this divergence between therapy 
and research will increase. In other words, the 
more we know about the quantitative aspects of the 
therapeutic process, the more precisely we shall be 
able to administer to each individual patient the 
type and amount of therapy he needs for his re- 


covery. 


3 Freud, Sigmund, “The Future Prospects of Psy- 
choanalytic Theory", an address delivered before 
the Second International Psychoanalytical Congress 
at Nuremberg in 1910, in Collected Papers, (The 
Hogarth Press Ltd. and The Institute of Psycho- 
analysis, London, 1924), Vol. II, Chapter XXV. 
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Psychiatry has a great need for a clear 
and rational understanding of the processes 
of recovery from neurotic and psychotic ill- 
ness, and of the manner in which psycho- 
therapy facilitates these processes. Hy- 
potheses we have, and some of them very 
attractive, but none have gained that degree 
of validation which would serve to command 
general acceptance in the medical profession 
as a well-established theory. I do not mea 
that we should be deeply chagrined, at this 
time, in regard to psychotherapeutic theory 
because we have not reached that high degree 
of validation that has been gained for the 
atomic theory of matter or the theory of 
gravitation. We could be reasonably content 
with only such modest measures of theoreti- 
cal validation as have been gained for the 
rationale of the therapeutic use of immune 
sera, or the rationale for vaccination proce- 
dures, or the rationale for the addition of 
fluorides to drinking water. The medical 
profession, responding to the need for action, 
quite properly makes use of theoretical in- 
sights at various stages of imperfection or 
uncertainty; and I do not intend to offer a 
counsel of perfection in regard to theories 
concerning psychotherapy. It is sensible to 
act with the best theoretical guidance one 
has, while seeking a better and surer 
guidance, 

A satisfactory way of understanding psy- 
chotherapy has to meet a second practical 
need, in addition to the reasonable measure 
of experimental validation required by a 
scientifically oriented medical profession. 
This second practical need is that psycho- 
therapy should be “understandable” in some 
measure by patients, in order to establish a 
working partnership between the therapist 
and the patient, and probably also with the 
patient’s relatives or associates. The depth 
of understanding by these nonprofessional 
partners need not be very profound, initi- 
ally—and perhaps nof at any time. Symp- 

1 Read in the Section on Psychotherapy at the 


111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 9-13, 1955. 
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tom relief can at times be gained by methods 
requiring a minimal understanding by the 
patient, through simple supportive or sug- 
gestive means, and also by medication, But 
there is always an irreducible minimum of 
understanding required in the exercise of 
therapeutic psychological influence by one 
person upon another. The actual level of 
such understanding may be se low in quan- 
tity or in quality that we would more cor- 
rectly call it misunderstanding. But still, 
misunderstanding is a kind of understand- 
ing—perhaps the commonest kind we have. 
Even hostile, suspicious, oppositional misun- 
derstanding may serve to establish a point of 
contact, capable of further and more helpful 
development. Indeed one of the most useful 
skills in psychiatry is that of empathetically 
understanding misunderstandings. 

During a busy life in psychiatry, much of 
it spent in doing what is called psycho- 
therapy, or in guiding others in such en- 
deavors, I have collected a considerable 
number of misunderstandings about psycho- 
therapy, and have doubtless perpetrated a 
fair share. I have been deeply interested in 
what people think about psychotherapy—not 
whether they think it is good or bad, but 
what images or concepts they use in think- 
ing about the matter. x 

There is the tale, probably synthetic, but 
nevertheless significant, of the letter received 
at the office of a distinguished investigator of 
psychosomatic problems : 

Dear Sir or Madam: 

I have just heard about your discovery of psycho- 
somatic medicine, Enclosed find one dollar, for 
which please send me a bottle of that psychosomatic 
medicine. Keep the change to finance more dis- 
coveries. 

There are other current misunderstand- 
ings of psychotherapy, almost equally ludi- 
crous, but sometimes with their absurdity 
obscured by a more plausible wrapper of 
high-falutin’ words. íf 

It is my purpose here to examine ways o 
understanding and ways of misunderstand- 
ing psychotherapy without attempting to es- 
tablish a sharp distinction between the two 
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but recognizing instead that all efforts at 
understanding, by patient and doctor alike, 
are obscured in some measure by the imper- 
fections of our knowledge and the superfluity 
of our prejudiced opinions. 

In the interest of clarity I shall indicate 
briefly some general outlines of my own ori- 
entation in this matter. I have seen a con- 
siderable number of patients recover from 
psychotic and neurotic illnesses, with varying 
types, qualities, and degrees of improvement. 
I have, I believe, assisted in a number of 
these improvements and recoveries. To a 
limited extent it has been possible to plan 
experimental patterns of psychotherapeutic 
endeavor, and, to an even more limited ex- 
tent, it has been possible to carry through 
in the planned pattern. From such experi- 
ences, I think I have learned something, par- 
ticularly a respect for the resources of pa- 
tients. Some of them have kindly found their 
own way out and have rescued me at times 
from embarrassing futilities, But, mostly, I 
think, my more reliable knowledge has been 
obtained or verified through studying others 
in psychotherapeutic activity. This third- 
person position, as observer, provides rela- 
tive freedom from highly-charged personal 
involvement. 

I wish to avoid creating a misunderstand- 
ing on this latter point. I do not mean that 
personal involvement should be eliminated 
in doing psychotherapy. Something of what 
1$ commonly called “identification” with the 
patient is probably a necessary feature of any 
effective psychotherapy. I prefer myself to 
call this necessary ingredient a “we-identi- 
fication” rather than an “I-you identifica- 
tion,” emphasizing thereby the mutual en- 
largement of the boundaries of the egos 
involved. In contrast to many who do inten- 
Sive psychoanalytically oriented psycho- 
therapy and who try to avoid the relatives, 

favor, as an expedient aid to this enlarge- 
ment of the “we,” the cultivation of some 
acquaintance with the patient’s relatives and 
associates, Li 

For the study and evaluation of psycho- 
therapeutic processes there are advantages 
in the less intimately involved third-person 
Position, sometimes in terms of actual physi- 
‘eal presence as observer, more often in terms 
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of instrumentally contrived third-person 
position, through multiple verbal reportings, 
and sometimes through sound-recordings. 

There is another bias in my attitudes re- 
garding psychotherapy which has come about 
because of my primary interest in the therapy 
of schizophrenic patients. The whole under- 
standing of psychotherapy is not to be found 
in studying the psychotherapy of schizo- 
phrenic patients, any more than the whole 
truth is to be found in the study of psycho- 
therapy of neurotic ones; but there is one 
advantage, and it is a weighty one: the spon- 
taneous improvement rate among schizo- 
phrenic patients is low enough, so that one 
has a better statistical basis for differentiat- 
ing good results and poor ones. 

Recently, Dr. Barbara Betz and I reported 
some observations regarding psychothera- 
peutic relationships between physicians and 
schizophrenic patients. We studied the work 
of two groups of physicians. One group had 
75% improvement rate, the other 27% im- 
provement rate. To reach some understand- 
ing of how this difference comes about would, 
I think, mean a significant step in under- 
standing psychotherapy in such cases and, 
perhaps, in general Our observations, al- 
ready reported in some detail, led us to state 
that, in the psychotherapy of schizophrenic 
patients, improvement seems to be deter- 
mined, in large measure, 

... by the differences found among physicians in 
the extent to which they are able to approach their 
patients’ problems in a personal way, gain a trusted, 
confidential relationship and participate in an active 
personal way in the patient's reorientation to per- 
sonal relationships. Techniques of passive permis- 
siveness or efforts to develop insight by interpreta- 
tion appear to have much less therapeutic value. 


The study to which I refer, costly as it has 
been in time and effort, is obviously incom- 
plete. We are not able to say, with satisfac- 
tory definiteness, what temperamental quali- 
ties or what experiences of life enable some 
psychiatrists to establish and maintain these 
useful relationships. We have learned quite 
a bit about how it goes, but we would not 
pretend that we have a fully satisfactory 
explanation. : 

In this connection, I'wish to paraphrase a 
comment, phrased as a question, which I 
have received not infrequently from former 


patients on the occasion of a follow-up visit 
or letter: 

Since recovering from my illness, I have learned 
a good deal about life. My old approach to life had 
got me trapped in a box. I was all wrong. I was in 
the hospital a number of months. Why didn't some- 
body tell me these things? Why didn't somebody 
tell me I was sick, thinking the way I did? 


If one attempted to answer this question 
literally, it would usually be corect to say that 
the patient had been told innumerable times 
that he was sick, by family and friends, as 
well as by hospital personnel, but he was 
unable to understand it. His ears had also 
probably heard from intimates and associates 
many shrewd appraisals of what had been 
wrong in his approach to life. But this logi- 
cal, literal answer is not the meaningful one. 
The significant point is that, in the psycho- 
therapeutic process or in the process of as- 
Sisted recovery, as I prefer to call it, the 
patient regains some capacity to learn, to 
hear what is said, and to participate in inter- 
personal transactions with the openness of 
mind that makes possible further learning 
and growth. Insofar as the learning process, 
in this sense, brings greater human under- 
standing of one's self as well as of others, it 
appears appropriate to call the result insight. 
Since there has been an enormous amount 
of discussion of insight, in relation to psycho- 
therapy, it seems appropriate to state in this 
connection my own impression, which is that 
insight in general appears, when it does oc- 
cur, to be a product of assisted recovery 
rather than the crucial instrument of re- 
covery. Since learning, and life, and growth, 
are intimately interinvolved processes, in- 
sight thus gained doubtless participates in 
further learning, and thus may become a 
means to further improvement. It is there- 
fore probably unwise to try to reach sharply 
categorical judgments on which comes first, 
insight or improvement ; but there is need to 
be prepared with some useful means of en- 
lightening those—and they are many—who 
understand (or misunderstand) psycho- 
therapy to mean probing into a patient's 
mind to find the errors in its operations and 
then informing the patient about them. 

This very common misunderstanding may 
be called the "instructional" misunderstand- 
ing of psychotherapy. It is frequently found 
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in medical students, perhaps because their 
principal business in life, up to that point, 
has been to learn, and so it is natural for 
them to assume that progress means learning 
and learning means instruction. E 
How can one successfully deal with this” 
"instructional" way of understanding or of 
misunderstanding psychotherapy—in stu- 
dents, in patients, in relatives, in doctors? 
One can of course try telling them other- 
wise, but that is not a very effective 
method—nor a very logical one as it is an 
attempted application of the very fallacy — 
which it formulates. So often a successful 
method of aiding one to understand psycho- 
therapy comes very close to being a form 
of psychotherapy itself. The instructional - 
misunderstanding represents not mere igno- 
rance, or absence of knowledge, but the pres- 
ence of a prejudice—in this instance an enori 
mous overrating of the propositional, logical 
meaning of verbal communication. It is a 
seemingly logical, but experientially quite 
unjustified supposition that real learning can 
occur simply through the beating of verbally 
meaningful sounds upon the ear drum. E 
"There is a homely figure of speech which 1 
I have used successfully at times in outflank- / 
ing this instructional kind of misunderstand- 
ing, especially useful with the relatives of — 
patients. Sometimes a mother will ask, 
“Have you found the cause and told Johnny - 
about it yet?” Or perhaps she will say, Will 
you please remember to tell Johnny the next | 
time you see him that we are all for him. He 
seems to misunderstand us so. He thinks - 
we're against him. He has such confidence 
in you, doctor, I'm sure if you'd just take a 
moment to tell him, he would believe it.” I 
can then try out my bandage metaphor, in 
case it seems appropriate and in case mother 
seems to understand metaphors. I say that ; 
Johnny appears to me to have experienced : 
some painful bruises to his ego and to have 3 
bandaged his bruised ego so tightly and 80 
heavily that he has difficulty in hearing what 
people say to him, and especially that he has 
difficulty hearing through the bandages what 
people mean; it is a painful process for 
Johnny to loosen the tight bandage on his ^ 
ego to restore normal circulation, and that 
we need to help him in this matter before wê 
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can expect to restore to him real hearing and 
understanding. 

Another quasi-metaphorical expression 
which I find myself using over and over 
again, in trying to develop a useful under- 
standing of psychotherapy, is that of “un- 
finished business.” Some patients, I explain, 
we find to be deeply engrossed in rumina- 
tively chewing the rag over an issue involved 
originally in some long-ago affair, not ade- 
quately cleared up at the time and therefore 
remaining to pester him in vague and poorly 
recognized ways, until the basic issue can 
be faced, cleared up, recognized and prop- 
‘erly settled to the patient’s own satisfaction. 

With the aid of these metaphorical figures 
of speech, many persons can understand bet- 
ter that psychotherapy is not merely telling 
the patient, and that the patient’s progress 
may be painful and hesitant, involving the 
re-enacting of painful old issues but with a 
constructive difference, in a way to restore 
the emotional potential for learning. 

_ In this connection it is relevant to men- 
tion a very widespread misunderstanding 
regarding the use of psychological methods 
in dealing with patients. To many persons 
‘the expression “to use psychology” is equiva- 
lent to deception. The husband of a patient 
once asked one of my associates, Do you use 
psychology in this clinic?" When answered 
in the affirmative, he said, “I’m so glad to 
know that you do use psychology. I have 
been wondering what to tell my wife about 
Aunt Sarah. Aunt Sarah is now in a hospi- 
tal dying of cancer, and Mary has been 
worried about her. Now that I know you 
doctors here approve of psychology I know 
what to say. I will tell my wife that Aunt 
Sarah has begun to recover, and is doing 
fine, and Mary will feel a lot better.” 

Many patients and, I think, a great many 
People in the general population have similar 
Concepts and equate “psychology” with de- 
ception, and they likewise seem to believe 
that training in psychological medicine means 
learning to be a clever dispenser of tactful 
lies. I have found quite a few who hold the 
fantastic belief that the Hippocratic oath 
Commits a physician never to tell the truth 
if it will hurt someone’s feelings. There are 
Tegional differences in these expectations. In 
Some sections of the country there appears 
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to be something improper, among well- 
brought-up persons, in speaking the truth 
straightforwardly; in other sections such 
forthright speaking is highly regarded. 

There is another widespread misconcep- 
tion about the use of Freudian psychology in 
psychotherapy, and that is the belief in the 
"childhood event" which was the psychic 
cause of mental illness. It happens that I 
have a very high respect for Sigmund Freud 
and his work, but I sometimes wish that 
some of his admirers who have a talent for 
popular exposition would not have perpetu- 
ated so interminably and so widely some of 
his wrong guesses. 

One of Sigmund Freud's most brilliant 
productions was the libido theory, postulat- 
ing the erotic instinctual motivation of be- 
havior-impulses and assuming a completely 
deterministic causation of behavior. I respect 
Freud greatly as a scientist, for his hard 
victory over himself, in proposing to shelve 
this theory or at least to postulate something 
additional in the light of later knowledge and 
insight. Many of those who have fallen 
under the spell of Freud's genius have, how- 
ever, been chary of other possible postula- 
tions, and have adhered, in general, to the 
doctrine of libidinal determinism, as the cor- 
rect theoretical foundation for motivational 
interpretation and for psychotherapeutic in- 
terventions. Through the printed page, the 
drama and the celluloid film, the popular 
mind has been subjected, directly and in- 
directly, to an emotionally affecting presenta- 
tion of one version or another of the primary 
Freudian theory of libidinal determinism, 
particularly as the explanation for the 
“cause” of neurotic illness, and as the key 
to the “cure.” It is therefore one of the 
simple facts of life, in our time and in our 
culture, that practically all literate patients 
have the notion that a psychotherapeutic en- 
terprise is primarily focussed upon finding 
the libidinal “cause” of neurotic illness, prob- 
ably in the experiences of early childhood. 
It is popularly assumed, as axiomatic, that 
the psychotherapist must in this sense “find 
the cause,” otherwise therapy is at a stand- 
still. So common indeéd is this assumption, 
even among psychiatrists, that I should prob- 
ably take pains at this point to state that I 
consider this to be a misunderstanding of 
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psychotherapy. Psychotherapy, even psycho- 
analytically oriented psychotherapy, oper- 
ates, I think, by the perceptive understanding 
of the motivational meanings of the patient’s 
speech and action, and by evoking emotional 
experiences corrective of these distorted 
meanings, rather than by disclosing a spe- 
cific past event as “the cause” of the patient’s 
illness. 

In our science-minded culture the concept 
of “the cause” has become a highly respected 
verbal symbol, ritualistically required to 
justify rationalized expectation of “cure,” 
hence an expected ingredient in any good 
psychotherapeutic formulation. An ardent 
hope for psychotherapeutic success breeds an 
ardent belief that “the cause” will be dis- 
cerned, but this phenomenon is recognizable 
as magical wishful thinking rather than as 
truly scientific knowledge. 

T have found it a more useful way of com- 
prehending these matters to think that a 
large part of the symptomatology of neu- 
rotic and psychotic illness—particularly the 
dyssocial symptoms—are manifestations of 
troublesome interpersonal attitudes, inti- 
mately involved in the sick person’s person- 
ality, along with other, more constructive 
components, so that one is about as well jus- 
tified in speaking of “the cause” of such at- 
titudes as one is in speaking about “the 
cause” of Mary Jones, the person. In this 
frame of reference, psychotherapy is better 
conceived as a cooperative enterprise for 
clarifying purposes and modifying attitudes 
in the direction of greater integrity of 
personality. 


SUMMARY 


Psychotherapy is a planned and organ- 
ized pattern of action designed to cure or al- 
leviate a mental illness or a morbid emotional 
state, Psychotherapy shades off, by almost 
imperceptible degrees, into a great variety 
of efforts to use mental influences to assist 
patients in rehabilitation or in some ameliora- 
tion of their distress or incapacity. 

Attempts to explain psychotherapy have 
fallen in general into one of two contrasting 
patterns: (1) to learn about the noxious 
event or events that have happened to a per- 
son that caused a morbid emotional reaction, 
to discover the complex pattern that has 


UNDERSTANDING PSYCHOTHERAPY 


[Nov. 


maintained this morbid state, and to undo 
the cause by insightful disclosure; or (2) to 
learn about the patient's bad patterns of re- 
action, and also about assets and potentiali- 
ties and to evoke their constructive use in 
better handling of a crucially unresolved 
emotional problem or problems, significantly 
representative of the patient's morbid reac- 
tion pattern. 

As between these two general modes of 
formulating and understanding psycho- 
therapy, that which presumes to cure the 
psychogenic cause of the morbid reaction has 
readier acceptability and higher favor in our 
culture. It sells better. It implies higher ex- 
pectations of radical cure. It also thereby 
lends itself to charlatan exploitation, deliber- 
ate or unconscious, As a sustaining aspira- 
tion, it has morale-building value, but as a 
description it is usually inaccurate and mis- 
leading, both to patient and practitioner. 

The evocative formulation implies that the 
actual therapeutic potential is to be found 
and elicited in the patient, not applied by 
the psychotherapist. This is harder to be- 
lieve, but more aptly descriptive, and teach- 
able. Its chief shortcomings and dangers 
arise from lazy cynicism and superficial 
optimism. 


DISCUSSION 


D. Ewen Cameron, M.D. (Montreal, Canada). 
—Dr. Whitehorn, with his customary acumen and 
directness, has taken us to look at the place where 
the forward march of our knowledge of psycho- 
therapy is being held up. He has pointed to the great 
need on the part of patient and therapist alike to 
understand psychotherapy. OMEN 

Let me make a crucial distinction—a din 
between understanding in the broad sense of vod 
word and technical knowledge. Perhaps I may make 
this clearer by saying that when our understanding 
was that our world was flat we could advance out 
technical knowledge up to a point—could me 
distances between towns, work out a fairly accurate 
calendar and in rough measure find our way a 50 
in time and space. But some things simply could pP 
be solved as long as our understanding was t 1 
our world was flat. For instance, a recurrent puzzle 
was why did a ship, going over the horizon se 
gradually to sink down—first the hull, then pes 
sail, and finally the crow's nest. It was only whe! 
we got a new understanding—namely, that the wor’ i 
was round—that technical knowledge could marc 
forward again. 

Within our lifetime we have seen one of gos 
great shifts take place in our understanding O ding 
nature of matter and a second in our understano" 


- 
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of the universe. There is growing evidence that we 
are in the formative period of a similar shift in our 
understanding of the nature of man. 

Among the signs that a great shift is pending with 
respect to a given field is the accumulation of more 
and more things that the existing understanding 
cannot solve. Technical knowledge still advances 
but it leaves more and more unsolved puzzles be- 
hind it. 

Dr. Whitehorn has pointed to some of these di- 
lemmas with which our understanding and particu- 
larly that of our patients cannot deal. Let us look 
at them and see whether from them we can get a 
glimpse of the new basic statement about human 
nature which we require. 

First, Dr. Whitehorn has drawn attention to the 
idea of the cause which one discovers, removes, and 
thus relieves. This is intimately bound up with a 
deterministic causality. It takes no account of the 
fact that we are dealing with a continuously adapt- 
ing and hence changing organism and that an initial 
incident becomes lost in a long sequence of events. 
Of practical importance is our ability to find a place 
at which we can interrupt such event sequences. The 
whole idea of the cause is likely to disappear from 
our future concept of human behavior. 

_ Closely related to this is the widely held idea of 
time as a panorama with the past, let us say, to the 
left of us, the present dead in front, and the future 
stretching away to our right. This ancient idea of 
time is responsible for the oft-repeated and be- 
wildered statement by the patient—"What is the 
use of dredging up the past, it has gone by and 
nothing can change it." It is most difficult for the 
patient to grasp that the past in that sense does not 
exist. It only exists to the extent that it can cur- 
rently operate, and that what we are attempting to 
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do in psychotherapy is to change the ongoing. This 

panoramic concept of time is so difficult to recon- 

ceive that I suspect that it is here that the secret of 

the, new basic statement about human behavior may 
ie. 

A third dilemma which Dr. Whitehorn touched 
upon is the role of the patient and the therapist— 
how useful is instruction? How much of the poten- 
tial of recovery lies in the patient? My anticipation 
is that this is to be solved by the working premise 
that in psychotherapy a living entity is formed by 
the patient and the therapist, that previously existing 
functions are strengthened, that new functions are 
set up, and that both individuals emerge from that 
entity with varying degrees of reorganization. 

Lastly, Dr. Whitehorn has referred to the truth 
offgiven propositions. May I suggest here too we 
may expect change, that the idea of the absolute 
truth is likely to disappear. In its place we are al- 


ready starting to use operationally validated premises 


and working assumptions. 

These puzzles—the idea of the cause, the nature 
of time, the entity formed by two individuals in re- 
lationship, the existence of a relativistic, open-ended 
world of action rather than one closed by funda- 
mental truths and limits—will almost certainly find 
their solutions in—and therefore determine the 
form of—the pending shift in basic understanding of 
behavior. Until that is achieved technical progress 
in psychotherapy will certainly proceed but just as 
certainly fall short of our hopes. 

I cannot conclude without congratulating Dr. 
Whitehorn on bringing before us in such simple 
terms and in such practical illustration this matter 
of understanding. It is for most of us exceedingly 
difficult—as supremely difficult as an attempt to 
break out of our cultural indoctrination. 


THE DYNAMICS OF ILLUSION: 


HERVEY M. CLECKLEY, M. D., ano CORBETT H. THIGPEN, M. D.: 
AUGUSTA, Ga. 


The term dynamic has enjoyed a singular 
popularity in the psychiatric literature. Few 
words have sustained for so long such en- 
thusiastic repetition. In many of our current 
journals one can find scarcely a page that 
is not peppered with its iterations and re- 
iterations, As Curran, with thoroughly 
British understatement, said a few years ago, 
dynamic is “a word that deserves to be paid 
overtime” (1). Applicants for a position in 
psychiatric institutions or medical schools 
today apparently feel they must emphasize 
and reemphasize the point that they are 
highly dynamic in principle and practice, 
One unfamiliar with this vogue might justi- 
fiably picture all worth-while psychiatrists 
today as jet-propelled figures, never in repose 
or in doubt, but spurting incessantly with all 
the speed and force of Superman through 
labyrinths of the unconscious, This heavily 
labored word may once have served a useful 
purpose in designating concern with the 
causes of psychiatric disorder and with logi- 
cal means for their removal. 

Several decades ago Adolf Meyer spoke 
in this sense of a genetic-dynamic approach 
to psychiatric disorder and contrasted it with 
the descriptive approach(2). Today the con- 
tinually recurring terms, dynamics, the 
bsycho-dynamics, dynamic Psychotherapy, 
dynamic methods, etc., usually refer to some 
aspect or some offshoot of Freudian theory, 
though not necessarily to Freudian practice 
as it is carried out today by the few hundred 
officially qualified psychoanalysts in our 
country. Let us all agree that these terms 
are often used by able psychiatrists to indi- 
cate plausible theories and practical proce- 
dures. On the other hand they are also taken 
as a shibboleth by glib theorists and flour- 
ished as magic words which, if repeated 
often enough and with sufficient zeal, will 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

? From the Department of Psychiatry and Neurol- 
ogy, Medical College of Georgia, Augusta, Ga. 
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confer the status of science upon almost any 
assumption about the unconscious or the 
unknown, Lay therapists, maladjusted intel- 
lectuals, dianetic auditors, psychoanalytically- 
oriented chiropractors, all join overenthusias- 
tic psychiatric writers in the free manipulation 
of verbal constructs in the name of dynamic 
theory and dynamic methods. Weird ex- 
planations of emotional illness, glib beatifi- 
cations of sexual perversion, panaceas for 
grave international problems, are pontifically 
dispensed to the public against a background 
of incantation about dynamics, the dynamics, 
the psychodynamics, etc. 3 

If we soberly evaluate what is being 
written in our technical journals, and note 
some of the discoveries reported by experts 
it is scarcely remarkable to find that laymen 
are seriously misled. 

Let us consider Philip Wylie’s spectacu- 
larly popular novel Opus 21(3). Welcomed 
by the general public and praised by critics 
and intellectuals when it appeared in 1949, 
this work has also been selling well for years 
at drug stores and news stands in a 25-cent 
paper-back edition(4). Opus 2r is a book 
with a message. Through fictional demon- 
stration and by direct exhortation, the author 
assures his wide circle of readers that psy- 
chology and psychiatry have proved homo- 
sexuality to be normal and by no means 
undesirable. With conviction and enthusiasm 
worthy of a camp-meeting sermon, he e 
to insist furthermore that everyone must 
taught that man and woman cannot under- 
stand each other or become satisfactory 
mates unless each has first accepted homo- 
sexual impulses as natural and indulged in 
homosexual relations. 8 

A beautiful wife, unhappy about her hus 
band’s gross neglect and his overt MT 
practices with other males, is brought to à 
reader's attention. Persuasive argument » 
the author plus the actual experience i 
Lesbian activities with a versatile po 1 
according to the narrative, correct her pat a 
logic outlook, leave her almost deliriously 
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happy at the prospect of returning to the 
homosexual husband. It is made plain that 
both she and he will be free to continue ab- 
normal relations with others of the same 
gender, Having achieved this enlightenment, 
the young woman is pronounced “healthy, 
wealthy, and wise.” “I’m so full, so 
complete. So ready,” she says 
after discovering and exercising her homo- 
sexual talents(5). 

Though, according to the author, this is 
well-established scientific truth, one must be 
cautious, he warns us, about proclaiming it 
freely because of the formidable ignorance 
and prejudice he is trying to combat: 

Unless you do so, that is, in a plain wrapper and 
with a Ph. D., Cf.: 

"The inner natures of all men and women par- 
take of the inner natures of the opposite sex—a 
Psychological phenomenon in some forms openly 
expressed by modern society (O moms, O mum- 
mers!), but in other forms suppressed with the full 
force of public opinion. What public opinion sup- 
Presses the individual endeavors to conceal both 
from himself and from society. Nevertheless, were 
the individual not equipped with the psychological 
elements of the opposite sex comprehension and 
sympathy between the two would be impossible. 
And this feminine quality of a man—for example— 
May even project on real women in an inverted 
form, those universal, adolescent feelings towards 
his own sex which the conscious adult man repudi- 
ates. Hence as Dadwallader, Pratt and Razzle say, 
in their lucid monograph—” 

But if you express the results in terms of palpable 
feelings and acts—rather than in this lack-life lingo 
of pedagogy—the very gents and gals who share 
the same sensation will rise as one (owing to the 
general habit of suppression) and breathe down 
your neck with a blow-torch. 

When you see them coming you will know what 
troubles them that they do not know. 

It is, always, their responses to your perceptions. 

hemselves—not you(6). 


The author of Opus 27 cries out in vehe- 
ment indignation against those who hesitate 
to offer the public full enlightenment from 
these discoveries that he is quite sure are 
thoroughly established by the tests of science. 

Influential literary critics enthusiastically 
tell readers that this story é‘cracks like a bull 
Whip"; that the author “has a basic percep- 
tion about the sexual source of our ills" (7). 

Professional evaluations no less remark- 
able are offered by those the public has every 
Tight to believe validly represent science as 
°Pposed to prejudice, ignorance or mere 
Convention. j 
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On the dust jacket of his book The Ameri- 
can Sexual Tragedy(8) the author is de- 
scribed as “formerly chief psychologist of 
New Jersey . . . now in the private practice 
of psychoanalytic psychotherapy and mar- 
riage counseling in New York City... 
Chairman of the New York Association of 
Clinical Psychologists,” etc. M. A. and Ph. D. 
degrees in psychology from one of our great- 
est universities are listed. Is it not logical for 
the lay reader to be impressed by such quali- 
fications? What is the ordinary reader to 
think when such an authority informs him 
that men who strictly confine their sexual 
relations to women are psychiatrically dis- 
ordered? i 

Let us quote the therapist. He first makes 
this point(9) : 

If, then, a male in our culture engages in some 
homosexual behavior, alongside his more socially 
acceptable heterosexual activities, we are hardly 
justified in calling him abnormal from almost any 
standpoint since biologically, statistically and psy- 
chologically he is behaving in a normal fashion. 


Admitting that one who confines himself 
entirely to homosexual activities may justi- 
fiably be called “neurotic,” this spokesman 
for science insists that males who are not 
willing to try sexual relations at least occa- 
sionally, or under certain circumstances, with 
other males must also be recognized as vic- 
tims of psychiatric illness. He says: 

The fact is, however, that what is scientific sauce 
for the goose should also be sauce for the gander, 


and that exclusive heterosexuality can be just as 
fetishistic as exclusive homosexuality. 


Apparently charmed by the alleged ability 
of dynamic methods to extract wonders from 
the unconscious, many of our respected 
medical journals today publish material that 
rivals the more implausible items in science 
fiction. The sober reader of current psychi- 
atric literature can scarcely escape the suspi- 
cion that constant repetition of the word 
"dynamics" must sometimes exert influences 
truly hypnotic. The enthusiastic chant seems 
to promote a credulity not to be found else- 
where in the scientific world. Where medical 
students and young physicians turn for en- 
lightenment we find reports "clearly reveal- 
ing (6), through dream interpretation, 
psychic trauma sustained 3 or 4 decades ago, 
in the embryonic state from fear caused 
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the father’s penis during intercourse of those 
who were eventually to become the patient’s 
parents. These reports explain “dynami- 
cally” how such an alleged event has caused 
the patient’s illness and, without hesitation, 
announce cures effected by such explanations, 
Let us quote(10) : 

In the matter of pre-natal traumata the author 
experienced some resistance against accepting the 
possibility the unborn child could react to pre-natal 
intercourse. This resistance, however, had to pass 
when a female patient told this dream: “I am ina 
church, all is good. But then Christ enters. He has 
a wooden leg and I become extremely afraid of the 
rhythmical clashing of His foot on the floor.” 9 


The interpreter admits that “the wooden 
leg may be associated to the swollen foot of 
Oedipus,” s but finds that it is a transparent 
disguise for the erect penis of the dreamer’s 
father which terrified and traumatized her as 
an embryo by its intrusion into her mother’s 
vagina. He expresses no doubt at all that 
“the extreme anxiety and the disturbance of 
silence and security indicate a pre-natal ex- 
perience in this case.” For the investigator 
proof is apparently clinched when “interpre- 
tations of this dream in this way caused the 
anxiety to disappear at once" (10). 

The same medical observer explains at 
some length the romantic nuances of a love 
affair each embryo has with the placenta. 
The placenta, he confidently informs us, 
always takes the male role regardless of the 
sex of the embryo. Evidence for these early 
adventures is regularly discovered in the 
dreams of adult patients (10, 11). 

In our most responsible medical publica- 
tions young physicians who seek knowledge 
of psychiatry will also find accounts of the 
existence and psychic activities of a bodiless, 
immaterial being. This so-called “double,” 
tevealed by dynamic methods, is, we are told, 
a sort of immaterial twin of the opposite sex 
which all living people possess. When a male 
zygote is conceived, what about the potential 
female that might have been, had a different 
spermatozoon reached the ovum first? 
Though bodiless she is reported as being 
quite active and as exerting a remarkable 
influence on her biolpgically real brother all 
his life. By dynamic procedures the therapist 


? Surely one needs no more than a modest imagi- 
nation to associate it, by similarity or by contrast, 
with several thousand other things. 
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receives important communications from the 
“double” through the unconscious of the 
living patient. 

Occasionally, a dream of defiance will point to 
the lost self as having a dream life of its own, in 
which fantasies of liberation, tragic resignation, or 
revenge are the dominant motives(12). 


Reasoning along such lines the investigator 
demonstrates the basic psychodynamics of 
illness, offers proof of bisexuality and confi- 
dently clarifies other matters. 

Is such naive acceptance of the implausible 
confined to the medical literafure of our own 
country? Let us turn to one of the most 
distinguished and influential of European 
periodicals. In April 1953, the Journal of 
Mental Science, official organ of the British 
Psychiatric Association, carried the report 
of discoveries no less remarkable through the 
use of hypnosis(13). The investigator's 
seriousness and sincerity we do not question. 
Let us quote him as he describes what 
emerges dynamically from his patient’s un- 
conscious : 

Eventually he reached his conception, in which 
he saw himself as the ovum being raped, rather 
than wooed, by the over-anxious sperm of his over- 
anxious father. Though I have phrased this rather 
jocularly, I am in fact in earnest about its signifi- 
cance, though time does not permit me to go into 
this topic at length. Suffice it to say that following 
this session still more improvement was noticeable. 
. . . In short since we recovered this material he 
has turned from an apparently hopeless therapeutic 
Prospect into a promising one. 


It is our belief that many able psychiatrists 
today speak and write the vague jargon of 
psychodynamics out of habit or custom with- 
out seriously examining alleged evidences on 
which some of its assumptions are based. As 
an unsuperstitious German might politely 
say “Gesundheit”? when his companion 
sneezes, agreeable clinicians who have not in 
years of practice encountered real evidence 
of such things in a patient faithfully refer 
to most anxiety as “castration fear,” to every 
relation of children with parents as. Oedi- 
pal"—that is to say, by implication, incestu- 
ous. When discussing the dynamics of affec- 
tive disorder interns and resident pisc 
learn to speak solemnly of anally Si 
and orally incorporated parental imagos( pis 
Though he may never have found that i d 
bertal boys normally and typically reg? 
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each other as sweethearts or prefer each 
other sexually to girls, the dynamic observer 
feels he must deferentially use the term 
homosexual for the status and the relations 
of such boys. No matter how vividly he may 
recall his own sexual yearnings or acts dur- 
ing grammar school years, the psychiatrist 
who values his dynamic orthodoxy usually 


refers to this period as one of “sexual la- ' 


tency.” This is the custom of our time. Able 
and sober clinicians whose actual methods 
of work are little influenced by such assump- 
tio "faithfully yse the popular phrases out 
of fashion or polite conformity. By others 
such terms are often manipulated freely to 
provide easy but undemonstrable explana- 
tions for many things about which we all 
remain ignorant. 

Is it true that the unconscious contains 
valid evidence of these popular articles of the 
psychodynamic creed? Perhaps it will be 
worth our while to reexamine briefly the 
methods by which these discoveries are said 
to have been made. If we grant that all 
psychiatrists have read the major articles in 
Freud’s Collected Papers, it is perhaps rea- 
sonable to assume that some who accepted 
his conclusions early in their careers have not 
lately examined the evidence in detail. Ernest 
Jones, editor of the papers, writes (15): 

All Professor Freud's other work and theories 
are essentially founded on the clinical investigations 
of which these papers are the only published record. 


Let us consider as a typical and represen- 
tative example of this work the long report 
entitled From the History of an Infantile 
Neurosis (16). 

The conclusions reached about this case 
Test chiefly and fundamentally on the inter- 
pretation of a dream recalled by the 26-year- 
old patient as having occurred at age 4 years. 
The entire dream is thus described: 


I dreamt that it was night and that I was lying 
in my bed. (My bed stood with its foot towards the 
51 1 in front of the window there was a row 
50 old walnut trees. I know it was winter when I 
ad the dream, and night-tihe.) Suddenly the 
uus opened of its own accord, and I was ter- 
ified to see that some white wolves were sitting 
1 big walnut tree in front of the window. 

lere were six or seven of them. The wolves were 
058 white, and looked more like foxes or sheep- 
ters for they had big tails like foxes and they had 
ed ears pricked like dogs when they are attend- 

E to something. In a great terror, evidently of 


being eaten up by the wolves, I screamed and 
woke up.... 

The only piece of action in the dream was the 
opening of the window; for the wolves sat quite 
still and without any movement on the branches 
of the tree, to the right and left of the trunk, and 
looked at me, It seemed as though they had riveted 
their whole attention upon me. 


From this dream and its associations with 
a number of rather ordinary childhood 
memories and some fairy tales familiar to 
the patient during his early years some re- 
markable conclusions are derived. We are 
told that the dream reveals events experi- 
enctd by the patient two and a half years 
earlier when he was precisely 18 months of 
age. Details of the dream are offered as 
proof that the infant had at that time avidly 
watched his parents indulge in sexual inter- 
course 3 times in succession and that, fur- 
thermore, the relations were carried out 
a iergo. Freud is equally positive that the 
baby, in reaction to this scene, contrived to 
have a bowel movement as an excuse to cry 
and interrupt the still active pair. The sta- 
tionary dream scene (the stillness of the 
wolves) is offered as evidence for lively coital 
activity by the parents, The number of 
wolves (6 or 7) is taken as an effort by the 
dreamer to disguise what he had actually 
seen (the 2 parents) and therefore counted 
as additional evidence, The attentive look 
on the faces of the animals in the tree is 
offered as a confirmation of the yoyeuristic 
intensity attributed to the eavesdropping in- 
fant. The fear of the wolves in the dream 
and the assumed reaction of the infant to his 
(assumed) sight of his mother’s genitals at 
age 18 months convinced Freud that the boy 
at 4 was laboring under an overwhelming 
dread that his father would castrate him. 
The long tails of the wolves are confidently 
ted by the interpreter as evidence of 
taillessness (through contrast) ; and there- 
fore as additional proof of this unhappy pre- 
occupation. This hypothetical fear is offered 
as the restraining influence on the boy's 
dominant passion, which is assumed to be 
for his father to carry out the sexual act upon 
him per anum. No objegtive evidence is of- 
fered anywhere in the paper to support these 
interpretations. : 
Freud expresses the most positive convic- 
tion in this explanation, insisting that his 
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entire study either “is all a piece of nonsense 
from start to finish, or everything took place 
just as I have described it above." * 

If one finds difficulty today in accepting 
these conclusions as plausible and this 
method as scientific, is it to be assumed that 
his judgment must necessarily be distorted 
by an unconscious pathologic resistance 
which prevents his accepting adequately 
demonstrated facts? Or do we find here, as 
in the dream interpretations that reveal em- 
bryonic experience, a method so elastic that 
it can be readily used to arrive at almost any 
conclusion that comes to mind? Is real, evi- 
dence adduced by appeal to symbolism or 
analogy and by free assumptions about what 
is in the unconscious but what is never made 
conscious or otherwise demonstrated or cor- 
roborated? Do not such methods serve 
ideally to create a dynamics of illusion? 

Let us all grant that methods and theories 
usually referred to as dynamic are accepted 
by many of the most influential leaders of 
psychiatry today, by men of learning, of 
Clinical proficiency, and of wisdom(17). The 
same term is, nonetheless, used with equal 
enthusiasm to designate concepts and prac- 
tices which have as little relation to scientific 
standards as they do to common sense. The 
history of medicine amply demonstrates that 
distinguished men of great intellect may be 
misled by theories with no factual basis and, 
for decades, hail officially as revelations of 
Science assumptions no less fanciful than 
those on which are founded the cults of 
chiropractic and naturopathy. Not only the 
poorly trained, the visionary, and the un- 
sound, but also many whose achievements 
were indeed genuine, and who have emerged 
as the outstanding figures of their day, confi- 
dently embraced as truth the fruits of pseudo- 
science and proclaimed them as the genuine 
enlightenment. 

No less a figure in American psychiatry 
than Isaac Ray seems for a considerable 
—— 


In material added after original publication of 
the paper, Freud discusses the possibility that the 
dramatic experience attributed to the infant might 
have been a fantasy. After considerable equivoca- 
tion he seems to decide again that it was an ac- 
tuality. He insists, furthermore, that even if the 
experience had not occurred all the conclusions he 
derived from it (the 4-year-old boy’s desire for 
sodomy with the father and his overwhelming fear 
of castration) still are proved valid, 


THE DYNAMICS OF ILLUSION 


[Noy, 


time to have accepted phrenology as “a reye- 
lation of new truth and especially of a phi- 
losophy that shed a marvelous light on the 
whole field of mental science." He also re- 
fers to phrenology as, “the only metaphysical 
system of modern times which professes to 
be founded on the observation of nature and 
which really does explain the phenomena 
of insanity with a clearness and verisimili- 
tude that strongly corroborate its proofs, 
(578). 

He commented sadly on the resistance of 
medical minds that prevented them from 
recognizing and applying the discoveries of 
Gall and his followers: 


So true it is, that, in theory, all mankind are agreed 
in encouraging and applauding the humblest attempt 
to enlarge the sphere of our ideas, while, in prac- 
tice, it often seems as if they were no less agreed 
to crush them by means of every weapon that wit, 
argument and calumny can furnish... . 


Many of the best minds of the age, not 
only leaders in medicine but also philosophers 
and literary geniuses, considered that the 
“fundamental propositions of the science of 
phrenology . . . had been established. : 

Let us not forget that Gall made genuine 
and important contributions to neuroanatomy 
while devising his spectacularly erroneous 
interpretations of psychiatric disorder and 
of human life. It is fitting to note also that 
the sober psychiatrist Isaac Ray, despite 11 
earlier sincere acceptance of phrenologicà 
nonsense as scientific discovery, was able 
eventually to free himself from this illu- 
sion(18). 

In the report of the 1951 Conference 55 
Psychiatric Education conducted by T: 
American Psychiatric Association and t 
Association of American Medical Coles 
"considerable respect" was expressed 1 
medical educators for the part played 
selected, competent and broad-minded PT 
chiatrists in the education of good physicians. 


may be 


It was not nearly so evident, and indeed T 


doubted, whether there is a comparably high 10 5 A 
for psychiatry as à body of scientific ques Sout 
working hypotheses. [Concern is express eu 
the medical student who has been preme e. 
doctrinated in some abstract system of psyc 5 ing 
namic hypothesis. . . . [The report is frank in a 15 
that] the formulation of psychodynamic PED " 
in psychiatry, for teaching purposes, has 
-..1o outrun the validation process [and 
of the bolder dynamic hypotheses -. - 
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been of a character that made feasible prompt 
scientific validation or rejection(19). 


Were these bold hypotheses presented 
modestly as hypotheses, there would be little 
reason for objection. When presented to the 
medical student or the reading public as sci- 
entific fact established by evidence, they can 
be misleading and detrimental. In seeking 
validation for our hypotheses let us particu- 
larly avoid the popular method of assuming 
that it can be obtained by extending, distort- 
ing, transforming, or conveniently ignoring, 
the actual meaning of the terms in which we 
state our case. This is one of the oldest and 
most obvious forms of casuistry. 

If we find that our patients, consciously or 
unconsciously, have suffered from over- 
whelming fears that their genital organs may 
be mutilated let us report these observations. 
Such an experience should indeed be im- 
pressive and productive of much description 
and detail. But let us not manufacture spe- 
cious evidence for this concept, however 
cherished it may be, by redefining castration 
as all the fears of parental discipline and all 
the social pressures that may exert a restrain- 
ing influence upon a child in his sexual 
activity (20). 

If we play with words, and with facts, so 
loosely and romantically, is it surprising to 
find confident announcements, in the name 
of science, that tax credulity? As one of 
many examples let us here mention publica- 
tion of the discovery that people wear clothes 
only, or chiefly, because men cannot tolerate 
the sight of a nude woman, and that the true 
Teason for this is because her anatomy 
arouses in him the (unconscious) terror that 
he will be castrated by his father(21)? Is it 
Possible that medically qualified practitioners 
take such conclusions seriously? If so, how 
are they to apply these beliefs in practice? 

If proof of the castration complex is as- 
Sumed to be established by these methods it 
18 not surprising to read in a textbook for 
college students a claim that(22), “The 
threat of castration lies heavily over the indi- 
vidual ... and the first object choice is 
Usually homosexual.” If we now take an- 
Other step and alter the definition of sexual- 
15 as arbitrarily as the definition of castra- 

on has already been altered, who can deny 
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such a claim? Who can deny any claim if 
words are to be played with in this way? 

We submit the opinion that many of our 
popular concepts, many disputed items of 
psychiatric theory, could be better evaluated 
if investigators and clinicians would avoid, 
or at least use more sparingly and less pre- 
tentiously, the terms dynamic, psychody- 
namics, etc, now almost incessantly recur- 
rent in the literature. Can we expect words 
and concepts which have been so elastically 
applied to so many things to designate any- 
thing accurately? The Conference of Psy- 
clfiatric Education (1951) tried to determine 
what could be honestly offered as “the actual 
body of knowledge and theory to be com- 
municated to students in psychiatry courses.” 
Referring to the dynamic principles proposed 
for this teaching, that report says(19) : The 
terms used were rather broad and general; 
they were labels on large packages so to 
speak, rather than bills of lading listing the 
contents in detail.” 

If this term dynamic had specificity, if it 
designated a stable, objective referent, would 
it not, even then, be wiser to use it less often? 
Children in grammar school often learn that 
it is not good English usage to keep repeating 
any one word quite so much, or for so long. 
The best of words for the best of things 
can be devitalized by sing-song reiteration. 
Would we not express ourselves more clearly 
if we refrained for a little while from the 
repetition of this cliché and sought other 
words to express the various thoughts, wise 
or foolish, for which we have so long, so 
eagerly, and indiscriminately used it? 

Sober physicians use it when speaking 
about actualities. Their observations, we be- 
lieve, would be better conveyed by more 
specific terms. Much of the reasoning and 
investigation classed as dynamic depends 
upon verbal constructs which can be readily 
manipulated by the accepted rules to furnish 
a specious proof for virtually any assump- 
tion the human imagination might contrive. 
Through torrents of flabby, abstract ver- 
bosity, through tedious and unverifiable spec- 
ulations about pre-Oedipal counter-cathexes, 
gelatinizations of the libido(23), the contents 
of preverbal memory, embryonic, intrauter- 
ine, traumatic experiences (10, 11, 12), anally 
incorporated parental imagos(24) etc., the 
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reader of our psychiatric literature is cheered 
and prodded on by a reiterated and rever- 
berated cry—the enthusiastic chant of dy- 
namics, the dynamics, the psychodynamics. 
This rhythmic note seems to make a music 
that can dominate discussion, and sometimes 
deafen ears to the fact that voluble commen- 
tators are not necessarily talking sense. If 
the magic words are repeated enough, and 
emphasized sufficiently, sober appraisal of 
the argument is often waived. 

How do men of learning and high intelli- 
gence come to accept and to hold with such 
stout faith beliefs for which there is so little 
demonstrable evidence? The dynamics of 
this process may afford a rich field of study 
to a future generation. We lack both the 
knowledge and the boldness to offer a confi- 
dent explanation. Possibly the following 
points may some day be found relevant. 

1. Man's innate quest for an explanation 
of the unknown often tempts him to devise 
by invention what he cannot discover in 
evidence. 

2. The sincere desire of physicians to treat 
their patients adequately may play a part in 
physicians formulating and accepting theo- 
retical data and misidentifying them as facts. 

3. The mixing of truisms with unproved 
assumptions and the offering of this mixture 
under a single term, 

4. Use of verbal constructs in ever-ex- 
panding exercises of reason or rationalization 
that progressively lose relation to observed 
realities. 

5. Assumptions, when accepted without 
evidence but on faith by the therapist, are 
discovered again and again through symbol- 
ism and other unreliable means of inference 
in the unconscious of patients, In this, one 
sometimes encounters examples of what has 
been called the mechanism of projection. 

6. The common practice of redefining terms 
when real evidence for theory cannot be pro- 
duced; of changing the definitions so that 
the “discovery” is confirmed by including 
commonplace facts with the implausible. 

7. The use of jargon to blur implausible 
concepts and to convey the impression that 
something real is being disclosed. 

8. The gradual and pervasive influence of 
sincerely committed devotees of metapsy- 
chologic, creeds on students and disciples who 
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are led to feel it is only because of resistance 
that they cannot see evidence for what the 
teacher affirms with such true faith. 

9. Praise of the intellectually elect for 
implausible psychologic creeds that shocked 
the Philistines and therefore appealed to the 
cognoscenti. The initiates of the therapeutic 
cult sometimes take pride in their ivory tower 
status and become extremely overconfident 
about creeds that are more esoteric than 
Scientific. 

We offer the suggestion that many of our 
more articulate spokesmen, for psychiatry 
today might profitably consider a statement 
made by the sound physician, and perhaps 
currently underestimated poet, Dr. Oliver 
Wendell Holmes(25). He said: 


The best part of our knowledge is that which 
teaches us where knowledge leaves off and igno- 
rance begins. Nothing more clearly separates a 
vulgar from a superior mind, than the confusion, ín. 
the first between the little that it truly knows, on 
the one hand, and what it half knows and what it 
thinks it knows on the other. 
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DISCUSSION 


P. E. Huston, M.D. (Iowa City, Ia.) — This 
paper by Doctors Cleckley and Thigpen protests 
against the loose and extravagant use of the word 
dynamic, and its various hyphenated and polysyl- 
labic forms. The paper also criticizes methodology, 
eg., dream interpretation to establish “dynamics” 
or psychodynamics. The authors have satirical fun 
with Philip Wylie and his espousal of homosex- 
uality as normal and desirable, based on alleged 
scientific proof; with a Ph. D. in psychology now 
in the private practice of psychoanalytic psycho- 
therapy ; with dynamic interpretations said to reveal 
Prenatal trauma, the romance of placenta and em- 
bryo; and with such concepts as castration fear, 
Oedipal complex, and sexual latency. Interpreta- 
tions are so elastic as to create a dynamics of illu- 
sion which bears as little relationship to scientific 
Concepts and practice as it does to common sense. 
Instead of playing with words—the word dynamic 
should be used more sparingly and less pretentiously 
and more specific terms should be substituted. 

In discussing this paper it is helpful to remind 
ourselves of the stages in the development of sci- 
ence. The first is descriptive and the second is 
counting and classifying the phenomena in the 
field, the third is an attempt to penetrate beyond 
the phenomena to explain how they come to appear 
as observed and how they are related to each other. 
This latter phase involves hypotheses and theories— 
it is a dynamic phase; a phase which tries to order 
events in causal relationships. In it one deals with 
Processes, movement, forces, functions, relations, 
energy, equilibria, activity, reactions, impulses. 

ese are concepts or abstractions of factors not 
Seen but inferred. To develop a valid dynamic sys- 
tem there must be a constant checking or interac- 
tion between observation and theory—with the 
element of prediction playing an important role. 
And the nearer this interaction process isolates 
Variables and approaches the laboratory type of 
Control the more convincing the theory becomes. 

In psychiatry—dealing as it does with human 
material which changes constantly, it is hardly 
Possible to describe without also thinking dynami- 
cally. A great advance of the Kraepelin system was 
that it already had entered one kind of dynamic 
Phase since it was based on prognosis. The mod- 
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ern dynamics deals more specifically with such dy- 
namic terms as; love, hate, anxiety, and defense 
mechanisms. 

Why is it possible for the authors of the Report 
on Psychiatric Education to write “the formulation 
of psychodynamic principles in psychiatry has 
tended . . . to outrun the validation process," and 
that "many of the bolder dynamic hypotheses . . . 
have not been of a character that made feasible 
prompt scientific validation or rejection?” 

There are many answers to such a question—one 
involves methodology. Dynamics are mainly deter- 
mined in a therapeutic setting where two persons 
interact. As has been frequently stated, this is 
not a research set-up. It is one where the inter- 
action is both verbal and nonverbal. It is influ- 
éhced by the conceptualization of the physician and 
patient, regarding the treatment process, the goals 
of treatment, the theoretical orientation of the doc- 
tor, the degree to which attention is focused on 
current interpersonal relationships of the patient— 
or on early experiences with patterns of adaptation, 
defenses, etc. It is influenced also by the physi- 
cian’s ideas about the desirability of insight, cor- 
rective emotional experience, or an analysis of the 
relationship of patient and doctor. 

It is not strange that a therapist will come away 
from the intimate and often intense emotional ex- 
perience of prolonged psychotherapy with profound 
convictions concerning the "dynamics" of the case. 
This conviction is reinforced if the patient seems to 
perceive the dynamics the same way as the physician 
and if improvement in the patient's condition occurs. 
Yet the process often remains complicated and ob- 
scure and thus leads to much distortion in interpre- 
tation. The reporting of therapeutic sessions to an- 
other physician, the hearing of a recording of the 
treatment or seeing a sound movie of it, or observ- 
ing the treatment sessions through a one-way 
mirror reveal such errors. 

It is unfortunately on the basis of distorted ac- 
counts of what is believed to happen in a psycho- 
therapeutic session that generalizations of a specu- 
lative nature are constructed concerning dynamics. 
When the generalizations from a single case are 
transferred to another patient then error becomes 
compounded. 5 

Many serious students of psychodynamics and 
psychotherapy are now returning to a preliminary 
phase of scientific inquiry—that of the naturalistic, 
where sound movie records of treatment sessions 
are made with independent analysis of this record 
by several students of different training. 

Another answer lies in the rich complexity of the 
material dealt with in psychodynamics. This com- 
plexity makes it hard to bring the patterns of 
adaptation and reaction into proper focus, Still 
another answer consists in the failure of students 
of dynamics to move on to more exact levels of 
scientific inquiry, viz., of eontrols of various sorts 
and of experiment. There are some beginnings in 
this direction through the use of hypnosis, of drugs, 
and of several types of stress. Until these more 
exact stages are reached we shall not have a more 
convincing scientific dynamic psychiatry. Other 
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answers involve not recognizing the difference be- 
tween dynamics and description, of mistaking mo- 
tivation for etiology, of not taking into account the 
role of biochemic and physiologic factors in dynamics 
and of equating psychodynamics with dynamics. 
Doctors Cleckley and Thigpen are not urging us 
to give up the word “dynamic” altogether—they 
are saying rather that we should have more proof, 
that we be more specific, that we tie our hypotheses 
to observed fact, and that we be more self-critical, 
There can be a proper use as well as an abuse of 
the word “dynamic.” With this we can all agree, 


A. B. Stoxes, M. D. (Toronto, Canada).—This 
paper represents vigorous contention within the 
psychiatric group. It is a strong dissent from prac; 
tices which, in the view of the authors, provide 
unwarranted conclusions for both psychiatric anl 
lay consumption. The consequences are distortions 
of value systems, with debasement of scientific cur- 
rency on the one hand, and on the other a maleficent 
authority in social communication. 

The nub of the concern is the soundness or vali- 
dation of interpretations made from material im- 
parted in the circumstances of the interview. As a 
field study the interview presents special, but not 
impossible, difficulties for the one member—namely 
the psychiatrist—whose job it is to grope for an 
honest version of the truth. The special difficulties 
are the abstract shifting qualities of spoken words 
with their circumstantial extensions and retractions 
of meaning: the possibilities, difficult though they 
be, are the unraveling of a theme of living adjust- 
ment, personal to the patient and more or less un- 
contaminated by the physician’s bias. How far, at 
the present time, are the interview field workers 
Proceeding by methods of calm induction?; How 
far is there a brash assertion of deductive presump- 
tion? 

It will be agreed that some—too many—asser- 
tions appeal more to credulity than to a good critical 


judgment, and the authors have advanced their 
instances of credulous plausibility. However, the 
error is too pointedly directed to “psychodynam- 
ics”: it exists also in the areas of “physiodynamics” 
and “sociodynamics.” In fact the kind of error may 
be thought of as a hazard intrinsic to any fluid 
phase of development from one pattern of data 
arrangement to another more comprehensive sys- 
tem: the error issues not so much from the fluidity 
of the phase as from too early a form forced by an 
overbearing dictate. 

Perhaps the dictate does intrude in the growth 
processes of psychiatry : if so the place of eradica- 
tion is in the training and research institutions and 
the plaçe of rejection in the journals. The con-. 
sensus of what are the facts will continue to be the 
protection against the promotion of illusory beliefs. 

The authors (despite the ambiguity of a title!) 
have honored this group by a forthright presenta- 
tion of their views which will command a deserving 
attention. 


Hervey M. Cixckrxv, M. D., and Corserr H. 
Tuicren.—We are grateful to the discussants for 
their interesting and stimulating comments. We, 
too, feel that in personality study “the rich com- 
plexity of the material dealt with” imposes a pe- 
culiar difficulty, that error commonly arises through 
“mistaking of motivation for etiology.” When the 
motivation is neither conscious nor demonstrable, 
but merely assumed according to some unverified 
rule of thumb, the compounded probabilities of 
error become boundless. We agree that psychiatry 
is in "a fluid phase of development" and believe 
that much of the folly and moonshine accepted 
today without evidence as the fruit of science has 
its origin in the fact that "too early a form" has 
been "forced by an overbearing dictate" upon the 
popular theories and methods so enthusiastically 
proclaimed as dynamic. 
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THE USE OF FRENQUEL IN THE TREATMENT OF DISTURBED 
PATIENTS WITH PSYCHOSES OF LONG DURATION: 


F. RINALDI, L. H. RUDY, AND H. E. HIMWICH, M.D. 
Ga essure, ILL. 


Frenquel? or alpha-4-piperidyl diphenyl 
carbinol hydrochloride is the gamma isomer 
of Meratran.* Despite the structural resem- 
blance between the two drugs, pharmaco- 
logically their actions are entirely different. 


Unlike Meratran, which increases activity in 


laboratory animals (1) and is a stimulant for 
human beings(2, 3), Frenquel diminishes 
spontaneous activity in animals(4). We 
therefore thought it important to determine 
whether or not Frenquel evokes the same 
tranquilizing effect in human beings as it does 
on laboratory animals. For that reason we 
decided to study the effects of Frenquel on 
disturbed patients. 


METHODS 


In order to observe patients with a rela- 
tively poor prognosis, unlikely to reveal 
sudden changes, we chose patients with long 
histories of hospitalization. The average du- 
tation from the time of commitment was 174 
years with a range from 2 years 2 months to 
39 years 2 months. They were all disturbed 
and were divided according to sex into two 
wards, 24 female and 16 male, though one of 
the latter sustained a fracture and was elimi- 
nated from the investigation. 

The study began with the clinical evalua- 
tion of each patient in accordance with the 9 
criteria listed in Table r. As can be seen in 
the table, in most instances the 9 broad classi- 
fications were divided into subgroups. By this 
method a psychiatric profile of the person- 
ality structure was obtained for each of the 
Patients under observation. During the entire 
period of the study rounds were made twice 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Associatior Atlantic City, N. J., 
May 9-13, 1955. i 

* Frenquel, previously designated as MER-17, is 
the trademark of the Wm. S. Merrell Company, 
Cincinnati, Ohio, for alpha-(4 Piperidy!) diphenyl 
carbinol Hydrochloride. 

* Meratran is the trademark of the Wm. S. Mer- 
tell Company for alpha-(2 Piperidyl) diphenyl 
carbinol Hydrochloride. 


daily to determine any changes in the pa- 
tients, At the end of the second week the 
research staff again made clinical evaluations 
of the patient’s condition with special regard 
to possible alterations of the psychiatric pro- 


e TABLE 1 


PSYCHIATRIC PROFILE 


1. Activity 
A. Overactivity or hypoactivity 
B. Mannerisms and stereotypies 
C. Abnormal quality of motor performances: 
catatonia 
D. Impulsive activity and aggressiveness 


2. Talk 
A. Amount 


3. Thought 
A. Production, amount and mode 
1. poor, rich 
2. slow, fast 
3. flight of thoughts 
B. Content: delusions 
C. Dissociation 


4. Perceptions 
A. Hallucinations 


5. Mood—Affectivity—Emotions 
A. Euphoria, elation 
B. Sadness 
C. Anxiety, Tension 
D. Bad mood, irritability 
E. Apathy and flatness 
6. Interpersonal Relationships—Social A ttitude 
A. Appropriateness 
B. Friendliness, hostility, distrustfulness 
C. Autism, withdrawal, passivity 
D. Negativism 
E. Ward adjustment 
7. Capacity for Critical Judgment 
A. Insight 
B. Realistic grasp 
C. Planning 
8. Sleeping and Eating Habits 


o. Physiological Observations 
A. Weight 
B. Heart rate 
C. Blood pressure 
D. Pupillary diameter 8 
343 
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file. During the fourth week each period was 
completed with another clinical evaluation. 
The observations of the attendants were 
taken into consideration in making these 
evaluations. 

The plan of study is presented in Table 2: 
Following the first period of placebo (period 
1) group 1 received the test medication while 
group 2 remained on placebo for the second 
period, The dosage of Frenquel was 10 mg. 
bid. During the third period the patients 
formerly on placebo were given Frenquel 
while those who had been taking Frenquel 
were changed to placebo. For the fourtii 
period all patients were on the placebo. 

In the evaluation of the patients we em- 
ployed the double-blind method. Thus neither 
the physicians evaluating the clinical condi- 
tion of the patients, the attendants, nor the 
nurses, knew who was on and who was off 
the drug. This also applied to the patients 
Who were unaware of whether or not they 
were taking the drug since placebo and drug 
look exactly the same. Only a member of the 
laboratory not otherwise associated with this 
investigation held the key in regard to these 
groups and that person also managed the 
distribution of the medication.* 

After the fourth period was over, we sum- 
marized our clinical evaluations and then the 
code was broken to determine the correlation 
between our findings and the administration 
of the drug. In other words, did the drug 
improve the patient, make him worse or leave 
him unchanged? Furthermore, it was im- 
portant to find out in what categories the 
changes or lack of changes were observed. 


RESULTS 


In general we may say that 21 of our 39 
patients exhibited definite improvements. In 


* We wish to thank William T. Sullivan for his 
aid in managing the arrangement and distribution 
of the medication. 


TABLE 2 
, PLAN or RESEARCH 
Period Weeks Group I Group II 
IU Uo 4 Placebo Placebo 
e 4 Frenquel Placebo 
10 mg b. i d. 
. 4 Placebo Frenquel 
10 mg b. i. d. 
. 4 Placebo Placebo 


FRENQUEL IN CHRONIC PSYCHOSES 


an additional 7 the improvements wi 
ful for reasons given below. Eig 
remained unchanged and 3 became 
(See Table 3). 

The 21 improved patients may be d 
into 2 groups according to different ci 
For example, 14 showed beneficial 
the end of the second week of mi 
while in 7 the full 4-week period was ri 
Perhaps of more importance is the fact: 
in 9 of our patients the improvement 
marked. For example, one patient 
been on the ward full time was able 
occupational therapy. Moreover she 
not maintain this activity when placeb 
substituted for the medication. Anothe 
exhibited a striking mitigation of her 
cinations and delusions. These became 
compelling so that she was able to 
other matters than her psychotic ab 
and do so in realistic fashion. In the 
ing 12 patients of this group the amelior. 
in the symptoms was evident too, but 
the same extent. 

The 7 patients who showed a doubtfi 
provement can also be divided into 2 gr 
"Three patients improved definitely on 
quel but they did not display a return to 
initial condition within the succeeding 4? 
placebo period. The results in these 
were included among the doubtful on 
cause the improvements might have been 
to swings in the patient's behavior that, 
have occurred without the drug. But it 1 
possible that these 3 patients exhibit 
induced beneficial effects that were 
tained for periods longer than those 0 
other patients who had revealed imp 
ment. In 4 others the beneficial effects 
so gradual that we could not be sure of 


TABLE 3 


CorreLation Between Dracnostic CAT 
AND EFFECTS OF FRENQUEL 


5 
„„ 
i Bo 
E 3 tg 34 
Results [3 H Bm a 
Improved .... 10 8 
Doubtful im- 
provement 2 4 1 0 
Unchanged ... 2 I I 3 
Worse ....... 3 Gu or EU 
Total .... 17 10 6 5 
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until the patients were replaced on placebo 
when they rapidly became worse and re- 
turned to their original status. The third 
group, consisting of 7 patients in whom we 
found no significant change, requires little 
comment and 3 patients whose symptoms be- 
came more florid will be discussed below. 

Changes in the psychiatric profile asso- 
ciated with Frenquel.—In our disturbed pa- 
tients, most of whom were overactive, the 
beneficial effects produced by Frenquel were 
easily observed in the sphere of activity. 
Twenty-one patients were rendered less 
active while 4 exhibited greater activity. An- 
other widespread improvement among our 
patients was that in ward adjustment which 
includes such interpersonal relationships as 
cooperation with attendants and a friendlier 
attitude toward other patients. Thus 21 im- 
proved in ward adjustment though 3 became 
worse while on medication. Another gratify- 
ing result was found in appropriateness, 12 
patients became more appropriate in their be- 
havior and thoughts. Other features of the 
psychiatric profiles were also bettered though 
in lesser number. For example, feelings of 
hostility diminished in 11 patients and be- 
came more intense in 3. Similarly the mood 
was improved and became lighter and friend- 
lier in 10 patients though there were changes 
in the reverse direction in 4. Still other de- 
sirable features of medication were a diminu- 
tion in mannerisms and stereotypy in 7 pa- 
tients. Six became less dissociated in their 
thoughts, Hallucinations and delusions each 
diminished strikingly in intensity in 5 pa- 
tients. Apathy and flatness became less 
marked in 5 others. There were no consist- 
ent changes in heart rate or blood pressure. A 
few patients gained weight while on medica- 
tion but this was not a constant finding. 
Finally, it should be pointed out that 26 of 
our patients showed a return to premedica- 
tion behavior on placebo. 


DISCUSSION 
s 


In the evaluation of our results it should 
be stressed that they were obtained using 
the double-blind method. The investigators 
Were entirely unaware of whether the pa- 
tients were on Frenquel or on placebo until 
they had committed themselves in writing on 
the status of each patient, In this manner 
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any bias either for or against the drug could 
be eliminated. 

A review of Table 3 shows, in the first 
place, that we had 17 patients with paranoid 
reactions, 10 with hebephrenic ones, 6 with 
mixed hebephrenocatatonic reactions and 
one patient with involutional depression. It 
will be seen that sure signs of improvement 
appeared in each of the first 4 diagnostic 
categories with a total of 21. In view of the 
fact that these patients had been in hospitals 
for many years and had poor prognoses, such 
results are indeed encouraging. In 7 other pa- 
fients improvements were also noted. If these 
2 groups are taken together they would in- 
clude 28 patients thus making a total of 72% 
representing all the improvements. Another 
8 or 20% remained unchanged while 3 or 
8% became worse. The 3 patients whose 
symptoms were aggravated all possessed 
paranoid reactions: since 12 patients with 
similar diagnoses did exhibit improvement, 
the 3 untoward responses cannot be con- 
sidered characteristic. 

Another point requiring discussion is the 
length of time the improvement continues 
after the cessation of Frenquel administra- 
tion. In most instances changes for the worse 
began in a day or two. In all patients except 
the 4 included among the doubtful improve- 
ments all evidences of medication disap- 
peared within a period of 2 weeks. 

Fabing(5) has studied the effect of Fren- 
quel in other conditions and kinds of patients 
than in the present study. He has observed 
favorable results in many patients who were 
either in the first attack or in the beginning 
of a new exacerbation, Thus Fabing’s con- 
clusions for acute patients are, on the whole, 
like those obtained from our chronic patients. 
The remissions observed in his patients, how- 
ever, permitted the afflicted individuals to re- 
turn to their usual activities. How many of 
our chronic patients could have done so if 
maintained on Frenquel for a longer period 
is a matter for future investigation. 

This drug is good not only for what it does 
but also for what it does not do. So far it 
has produced no deleterious side reactions. 
There are no apparent effects other than 
those on behavior. Frenquel did not display 
any hypnotic action to account for its tran- 
quilizing effect, nor did it cause a fall in blood 
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pressure nor alteration in heart rate. No 
changes were observed in the function of 
viscera nor in that of the vegetative nervous 
system including its central representation, 
especially the hypothalamus as well as its two 
peripheral subdivisions: sympathetic and 
parasympathetic. 

What then is the mechanism of the im- 
provements produced by Frenquel? A sug- 
gestion comes from the work of Rinaldi and 
Himwich(7) based on the experiments of 
Fabing (6) who evoked model psychoses with 
the use of lysergic acid diethylamide (LSD., 
25) and mescaline. On these experimental" 
episodes Frenquel had a marked therapeutic 
effect. When Rinaldi and Himwich(7) ad- 
ministered either LSD-25 or mescaline to 
rabbits, characteristic changes were wrought 
in the electroencephalogram which revealed 
an activated picture (with low voltage fast 
activity). This activation, however, could 
also be evoked by other drugs such as am- 
phetamine, Dexedrine, DFP, and Meratran. 
When Frenquel was given subsequent to any 
one of these latter drugs electroencephalo- 
graphic alterations remained uninfluenced. 
On the other hand, the changes produced by 
mescaline or LSD-25 were eliminated and 
the normal EEG was restored. 

So far the only experimental datum on the 
central action of Frenquel is its antagonism 
to the C.N.S. effects of hallucinogens. The 
electrical picture induced by the hallucino- 
genic agents is similar to the pattern of alert- 
ness which is due to activity of the mesodi- 
encephalic activating system. Frenquel is not 
a depressant of the mesodiencephalic activat- 
ing system(8). The property of Frenquel of 
antagonizing the effects of hallucinogens, and 
perhaps its beneficial results in human psy- 
chosis, may be due to a more or less general- 
ized action on the function of different struc- 
tures of the C.N.S. The restoration of a 
normal electrical pattern in the animal that 
has received LSD-25 or mescaline is a testi- 
mony of this action. It is also a possible ex- 
planation for the amelioration of model psy- 
choses. The latter are associated with 
hyperactivity of the mé&odiencephalic activa- 
ting system as revealed by the changes of the 
electrical activity of the brain. Frenquel, by 
antagonizing the hallucinogenic drugs in some 
unknown way, restores to normal the activity 
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of the mesodiencephalic activating system 
thus relieving the cortex from an excessive. 
amount of stimulation. Such an action does 
not exclude the possibility that the symptoms 
of model psychosis are brought on by effects 
of the hallucinogens on other parts of the 
C. N. S. namely the cortex where their action 
may also be corrected by Frenquel. 

At this point it is worthwhile to recall the — 
“choppy” rhythm observed by Pauline Davis 
(9) in the EEG of psychotic patients, chiefly 
schizophrenics, The quality of “choppiness” — 
is revealed in irregular low voltage fast 
rhythms with frequencies of 25-50 c/s in 
records that show very little or poorly or- 
ganized alpha rhythm. Davis(ro) observed 
this pattern in 6196 of schizophrenics. Ac- 
cording to Davis “this disorganized choppy ' 
activity indicates primarily an overstimula- 
tion or irritation of the cortex due to unsyn- 
chronized activity within the CNS”. 

This type of rhythm with poorly synchro- 
nized alpha and the presence of fast activity 
strikingly recalls the desynchronized pattern 
that is effected by hallucinogens. In fact 
Davis(10) with Sulzbach was able to produce 
choppy rhythms by the administration of 
mescaline, and Gastaut and others(11) also 
studying the EEG of human subjects report 
that the administration of LSD gave rise to 
changes in alpha rhythm which exhibited 
acceleration and disorganization and decrease 
of voltage as well as the appearance of fast 
low voltage activity. 

The similarities between the EEG findings 
in schizophrenic patients and the EEG altera- 
tions evoked by hallucinogens in humans are 
striking, But their significance and relation- 
ships to the psychotic manifestations cannot 
be properly assessed at present. One can- 
not say whether this desynchronization is due 
to a cortical disorder or whether it stems 
from an abnormal activity of the mesodi- 
encephalic activating system, which we know, 
regulates diffusely the electrical activity of 
the entire brain. Possibly both hypotheses 
are true in part, and the cortex or some other 
brain area may be considered as a source of 
stimulation for the activating system which 
in turn produces or enforces the cortical A 
desynchronization. Such an interaction be- 
tween the two parts of the brain would tend 
to maintain a vicious cycle, or, as it may Þe 
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termed, a positive feed-back. We do not 
know whether Frenquel can correct the EEG 
changes observed in psychotic patients. This 
may be possible, however, because we know 
that Frenquel ameliorates the symptoms of 
schizophrenic patients, wipes off the psychotic 
symptomatology induced by hallucinogenic 
drugs and corrects the changes of the cere- 
` bral electrical activity created by hallucino- 
gens in experimental animals. 

A suggestion for the mode of action of 
Frenquel can be sought in recent pharmaco- 
logical data og the mode of action of LSD 
and of mescaline. In our laboratory Costa 
(12) has studied the effects of several drugs 
on the serotonin-induced contraction of the 
rat's uterus, He confirmed the observation of 
Gaddum and Hameed(13) that LSD inhibits 
serotonin, but he also demonstrated that LSD 
in concentrations lower than the inhibiting 
one and comparable to those that produce 
experimental psychosis in man, facilitates the 
action of serotonin. Costa also found that 
mescaline, in pharmacologically significant 
concentrations, always augments the sero- 
tonin induced uterine contraction, while 
Frenquel as well as the other tranquilizing 
drugs, reserpine and chlorpromazine, inhibit 
serotonin, Proceeding on the assumption that 
serotonin plays a role in brain physiology 
we may suggest that the hallucinogenic ef- 
fects of mescaline and LSD are due to sero- 
tonin-facilitating properties. The correction 
of LSD-induced psychosis by Frenquel and 
probably the beneficial effects of Frenquel in 
chemical psychiatry may be attributed to its 
ability to inhibit serotonin. 


SUMMARY AND CONCLUSIONS 


In this double-blind study of the effect of 
Frenquel on 39 chronically hospitalized dis- 
turbed psychotic patients, the investigators 
were entirely unaware of whether the pa- 
tients were receiving Frenquel or the placebo 
until after they had committed themselves on 
the patient’s status. Despite the long-stand- 
ing nature of the disturbances in behavior 
Significant improvement was observed in a 
large proportion of the patients with various 
types of schizophrenic reactions. We feel 
these results are most encouraging for fur- 
ther use of this drug in patients with psy- 
choses, 
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DISCUSSION 


Veronica Penntncton, M. D.( Whitfield, Miss.). 
—Before we can judge improvements or worsening 
in our patients we must have a standard, a com- 
mon ground from which to make judgment. The 
psychiatric profile is such, The word “normal” is 
a stumbling block just as are the words “sane” and 
"insane. There are many versions of each. But 
there is a line, zig-zag though it may be, that di- 
vides the normal from the psychotic, Therefore if 
we have a normal psychiatric profile we can more 
accurately evaluate the condition of our patients. 
A normal profile should include psychological norms 
and the ability to be responsible for self, body, and 
mind, which takes adult critical judgment and the 
energy to use it. 

The psychotic profile would be more specific if 
it indicated the degree of the symptoms from 1 plus 
to 4 plus. Two profiles would make the term “re- 
stored” meaningful. However, since the work under 
discussion is short-term the profile used is adequate. 

The double-blind method of investigatory work 
is admirable unless it becomes top-heavy, more tape 
than results. The periods of placebo in this research 
immediately following Frenquel are nullified unless 
the hang-over effects of this drug are not as lasting 
as that of reserpine, chlorpromazine, and Miltown 
which maintain the improved condition from 4 days 
to 4 months and probablygonger in my experience. 
Fabing states “Frenquel’s blocking ability has not 
been determined but may prove to be a week or 
more" Dr. Himwich finds that all improvement 
disappeared in 2 weeks after medication was stopped. 
The small dosage may account for that. 
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Improvement of a sustained quality and quantity 
sufficient to be of value to the patient or to those 
concerned with him is readily discernible to a staff 
of workers who know their patients for a year or 
more and will dissipate prejudices and bias. This 
makes past conduct a good control. Last year’s 
sleep charts and behavior charts make excellent 
controls as does the information gleaned from a 
good attendant who has known the patient for at 
least seyeral months. In new cases past experience 
with similar types will serve as well as another case 
selected because of similarity. 

Any placebo improvement is not sustained. Con- 
trols, of course, are a necessity particularly in 
beginning work on a drug, but emphasis should be 
placed on the drug, not the placebo. 

The lack of side effects is an admirable quality ii 
the low dosages given will effect a maximum re- 
turn to mental normality which usually requires 
large dosage with resultant side effects. 

Can we judge the mechanism of Frenquel by its 
action on model psychoses produced by lysergic 
acid, mescaline, LSD-25, or any other hallucinogenic 
drug? Certainly a newly developed psychosis does 
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not produce the regression of habit patterns that 
a IO- to 15-year psychosis nor that a newly evident 
psychosis months or years in the making does, and 
rehabilitation of the social graces such as eating 
with a fork must be accomplished even after the 
delusions, hallucinations, violent and combative con- 
duct, denuding habits, coprophagia, disorientation, 
etc. have succumbed to the medication. 

The LSD-25 psychoses I have observed resemble 
natural psychoses and their symptoms vary with 
the personality of the patient even though they all 
resemble schizophrenia, and there is a similarity as 
shown by the hyperactivity of the mesodiencephalic 
activating system demonstrated by changes of elec- 
trical activity of the brain, which natural psychoses 
also show. But until the two psychoses are proven 
identical and natural psychoses become difficult to 
find the latter should be used since they are the ones 
we hope to improve. 

The very limited number of patients used in this 
work, the small dosage given, and the short period 
of medication make this a valuable work prepara- 
tory to more prolonged, more intensive future in- 
vestigation, as Dr. Himwich has said. 
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LOW NORMAL INTELLIGENCE AND SCHIZOPHRENIA 


C. H. FELLNER, M. D., ann P. L. WEIL, M. D. 4, 2 
NOTTINGHAM, ENGLAND 


In 1911, when Eugen Bleuler (3) pub- 
lished his monograph Dementia Praecox or 
the Group of Schizophrenias, he had to 
write: .. . we do not know what the 
schizophrenic process actually is." Today, 
in spite of the great amount of research and 
the many theories that have been put for- 
ward, we have to admit that the cause-of this 
condition is still obscure. 

In the same monograph, Bleuler also indi- 
cates that the subdivision of the group of 
schizophrenias would be a task for the future. 
Perhaps this is a task that has not received 
sufficient attention. As there is no known 
cause, or causes, the subdivision cannot be 
on etiological grounds but must remain em- 
pirical; however, we still use the same old 
subdivisions of hebephrenia, catatonia, pata- 
noid schizophrenia, schizophrenia simplex in 
spite of their well established insufficiencies. 
It is accepted that these are not really so 
many subgroups but rather clinical entities 
based on the grouping of symptoms as shown 
at the time of the diagnosis, t.e., a Cross sec- 
tion of the case. Already 40 years ago 
Eugen Bleuler had stressed that the psycho- 
pathological aspect of the individual case 
changes quite frequently and must then be 
allocated sometimes to this subgroup, some- 
times to that. 

The task yet to be done is to separate 
other groups, according to new criteria, This 
should help, if not in breaking down the 
schizophrenias into several different diseases, 
at least in guiding us in our therapeutic 
efforts and in prognosis. HET 

After several years of experience with in- 
Sulin coma therapy on schizophrenic patients 
in this hospital, we have come to the conclu- 
sion that one such group could perhaps be 
formed, having one common feature that has 
been neglected in previous surveys, a feature 
that appears to have an unfavorable effect 
_ ͤ¶— — 


1 Respectively, junior hospital medical officer and 
2 psychiatrist, Mapperley Hospital, Nottingham, 
England. The authors express their thanks to 
Dr. D. Macmillan, Physician Superintendent, who 
Supported and advised this investigation. 


on the course of the disease. The vast 
amount of literature on the treatment and 
prognosis of schizophrenia seldom contains 
reference to the patient's intelligence level, 
when it remains within normal limits. The 
present survey is of patients belonging to 
the lower stratum of what is considered “the 
normal variations of human intelligence" (4, 
‘G, 24). These were dull persons in whom 
we could find, by investigation and careful 
history taking, neither any obvious familial 
inheritance of mental defect nor any prenatal 
injury, birth trauma, or postnatal injury or 
disease of significance. Their I.Q. was be- 
tween 75 and 85, and the level of their social 
and scholastic achievements was corre- 


spondingly low. 


METHOD 


The psychometric tests employed by the 
hospital's psychologist, Dr. J. Kamieniecki, 
consisted of: Mill Hill Vocabulary—Syno- 
nyms; Raven's Progressive Matrices; Koh's 
Block Designs. These tests were selected 
mainly for the following reasons: (1) They 
do not call upon the necessity of verbal com- 
munication which in cases of schizophrenia 
is often difficult and impaired owing to emo- 
tional blocking, At the same time the Mill 
Hill Test provides reliable data in respect of 
the patients original verbal capabilities; the 
wealth or paucity of vocabulary is also an in- 
dication of the cultural level of his back- 
ground. (2) The nonverbal tests have a 
high saturation with “G” factor and belong to 
the group of “culture-free” tests, thus being 
applicable independently of the patient’s 
academic or social standing. (3) When a 
patient’s tolerance of the abstract task of 
Progressive Matrices Test was low, we at- 
tempted to supplement or even replace it by 
the concrete and tangible constructional 
Koh's Block Design Test. The latter was, 
however, inapplicable when the patient was 

sly retarded and withdrawn. In such an 
event the untimed “Matrices” were of 
greater service. j 
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All the tests were administered individu- 
ally to each patient. The manner of attack 
was then observed and thus supplementary 
qualitative data were provided. 

The final consideration was the increased 
fatigability of patients undergoing insulin 
coma therapy. The tests employed consumed 
less time than the Wechsler Bellevue Scales, 
usually employed in this hospital, and al- 
lowed the patient some relaxation during the 
administration of the tests. 

The results of the tests were compared 
with data indicating the patient’s intellectual 
level from his life history prior to admission 
to hospital (i e., scholastic attainments, posi- 
tion in trade or profession, rank in the serv- 
ices, range of interests, hobbies, etc.). 

The clinical diagnosis of schizophrenia, as 
defined by Henderson and Gillespie(14), 
was made after adequate investigation and 
observation. Diagnostically difficult cases 
were discussed at a clinical conference where 
the diagnosis was agreed upon. The mani- 
festations of schizophrenia in the “dullard” 
were found to be not essentially different from 
those observed in persons of a previously 
normal intelligence. This was only to be 
expected since in the definition given above 
the “dullard” still falls within the range of 
normal intelligence. 


TREATMENT 


The patients were treated throughout the 
study in a separate insulin coma therapy unit 
under the same physician and the same 
trained nursing staff. Six male and 6 female 
patients were treated simultaneously, Insu- 
lin coma therapy was given 6 days a week, 
a full treatment course consisting of about 50 
to 60 comas (average 56.7). The depth of 
the hypoglycaemia was judged to have 
reached coma level only when there was 
absence of corneal reflexes after previous dis- 
appearance of purposeful response to strong, 
painful stimuli. Duration of coma was in- 
creased gradually to 70 minutes (average, 
45% minutes) and was terminated by a glu- 
cose feed through a nasal tube. The total 
duration of the hypoglycaemia from the time 
of insulin injection usually was not allowed 
to exceed 4j hours. In 10 patients insulin 
therapy was augmented by electroplexy and 
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from 3 to 10 electrically induced convulsions 
produced in each case. 

The patients lived together in a small sepa- 
rate ward. Insulin treatment was supple- 
mented by group activities, intensive occupa- 
tional therapy, and supportive psychotherapy. 
Patients reported here were not treated as a 
separate group but were selected because of 
their low level of intelligence, and results of 
their treatment were abstracted from 235 
patients treated between 1947 and 1952. 


CLASSIFICATION OF RESULTS 


The results of treatment were assessed in 
2 stages. The first refers to assessment on 
discharge from the therapy unit, which was 
made according to the official classification 
(Mental Health Service) of “recovered,” 
“relieved,” and “not improved.” The second 
stage refers to assessment after a lapse of 
18-36 months, For this purpose we used the 
5 groups outlined by Guttmann, Mayer- 
Gross, and Slater(11): Group 1— Total re- 
covery (freedom from symptoms and signs, 
return to previous social environment and 
to previous or to an equivalent occupation) ; 
Group 2—Social recovery (return to previ- 
ous social environment and to previous or 
equivalent occupation, in spite of presence of 
minor signs and symptoms, such as irrita- 
bility, shyness, shallowness of affective re- 
sponse, etc.) ; Group 3—Social defect (pres- 
ence of minor symptoms, as above, incapacity 
to carry out work at previous level, and fail- 
ure to maintain self in the same degree of 
social adaptation) ; Group 4—Family inva- 
lids (presence of well-marked symptoms, in- 
capacity to carry out any useful occupation, 
but manageable at home); Group 5—Hosp!- 
tal invalids (the inmates of mental hospitals, 
some continuously since end of treatment, 
some relapsing after temporary recoin 
The two classifications were related to a 
other by accepting “recovered” to correspond 
to groups 1 and 2 of the Guttmann, Mayer- 
Gross, and Slater classification, and ^ 15 
lieved” to correspond to group 3, whilst no 
improved” equal groups 4 and 5. 

The — 5 de further subdivided E 
cording to the duration of the psychosis is 
the time treatment was started. If a we 
had had one or several psychotic atta 1 
prior to admission, then duration was base 
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on the occurrence of the first overt symp- 
toms, and not on the beginning of the last 
relapse. Separate figures for male and female 
patients are given. Age distribution, counted 
from the onset of the psychosis, is given in 
Table 1. 


RESULTS 


Table 2 is compiled from an assessment of 
results achieved with 30 “dullards” who re- 
ceived a full course of insulin coma therapy. 

Of 17 patients with duration of less«than 
1 year, only 5 made a total or social recovery. 
This is a very poor result compared with the 
response that can usually be expected in 
"fresh" cases. Although statistics and ar- 
tides about the results of insulin coma 
therapy published during the last 15 or 20 
years differ greatly among themselves and 
are not always comparable, a number of criti- 
cal reviews of the published material have 
been made (7, 17, 21, 27) and bring out 
agreement on at least 2 points: (1) Spon- 
taneous and lasting remission sets in without 
treatment in about 20-25% of all “fresh” 
cases, i. e., with a duration of under I year; 
(2) the immediate results for insulin-treated 
patients with a psychosis of less than I year’s 
duration are between 70% and 85% total 
and social remissions. 

Not only the immediate response to treat- 
ment of these dull patients was unsatisfac- 
tory, but an even more serious picture pre- 
sents itself on assessment of our results after 


TABLE 1 
AcE or Onser For MALE AND FEMALE PATIENTS 
Age at onset Female Total 
17-20 years 6 12 
21-25 years 3 ej 
-30 years 3 5 
31-35 years A 2 


TABLE 2 
RESULTS on COMPLETION OF TREATMENT 


Duration of Num. Recov- Re- Not Im- 


Psychosis Sex bers ered lieved proved 
Under 6 m 9 6 2 3 H 
s onths. . d 10 3 4 3 
-12 months ..... 2 1 — TUE 
Ly years Coen Q5 ap ECan 
d 3 I I I 
Over g pee Spe z 
3 years 3 8 — A 3 
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a lapse of time. The follow-up, which was 
comparatively short, ranging from 18 to 36 
months, was conducted in the following man- 
ner; On discharge from hospital, patients 
were given after-care appointments and some 
concerned in this survey have been attending 
our after-care clinic regularly, at various in- 
tervals, up to the present date. Supple- 
mentary information was received from visits 
by our social workers and from interviews 
with relatives. For the assessment of the 
present condition of patients outside Not- 
tingham, and who could not be seen person- 
alby by the psychiatrist, a questionnaire was 
sent to the mental health department of the 
local authority with a request to interview 
the patient and his relatives and to report on 
the points raised in the questionnaire. 

In view of the rather short follow-up (18- 
36 months) we must consider the results in 
"Table 3 as still too optimistic and further 
relapses will have to be expected. Yet al- 
ready a severe deterioration of the quality of 
our results is clearly discernible. There is 
a marked shift to the right, to the unfavor- 
able groups. Of 7 patients classed “recoy- 
ered” on completion of treatment, only 2 
could be retained as “social remissions” after 
a lapse of 18-36 months. The number of 
family invalids and hospital invalids has risen 
from 1o to 20. In the middle group (social 
defect—relieved) only 8 of 13 remain. It is 
of further importance to note that the “shift 
to the right” is equally serious in the “fresh” 
cases (duration of the psychosis below 1 
year) who ought to have the more favorable 
prognosis. Of the 13 patients who were 
classed as “recovered” or “relieve 1 
Table 2, only 7 remain in groups I to 3. 

For further comparison see Table 4, 
which shows the results that have been 


TABLE 3 
Resutts AFTER FOLLOW-UP 
5 
i 5 Results—Groups 
quee CC 
3 
Under 6 months. 1 5 
6-12 months eir ——-—-— t 
„ ua. c-u2 
1-3 years puma 2 
ol rp c -— i 
Over 3 years du ELO 
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achieved at the same insulin coma therapy 
unit with patients of originally average nor- 
mal intelligence. In 1950, we had the maxi- 
mum number of dullards among the schizo- 
phrenic patients who received the full course 
of treatment (12 out of a total of 42 pa- 
tients). The results obtained in the other 
30 patients, and after a follow-up of 24-36 
months, are recorded in Table 4. 

The difference in the response of the dul- 
lard and the patient of previously normal in- 
telligence is brought out quite clearly in a 
comparison with the last 2 tables. In Table 
4 about one-half of the cases (14 in 30) ate 
in groups 1 and 2, as against less than one- 
tenth (2 in 30) in Table 3. Even more im- 
portant is the difference in the “fresh” cases : 
2 of only 18 in groups 1 and 2 in Table 3 as 
against 11 out of 14 in Table 4. 


Discussion 


Only a small series of 30 patients is pre- 
sented which does not allow one to draw 
definite conclusions. Comparison of our 
findings with those of other psychiatric hos- 
pitals will be necessary to assess their sig- 
nificance. However, the great discrepancy 
between the results achieved in schizophrenic 
patients of originally average normal intelli- 
gence and “dullards” appears to be real, and 
we consider the prognosis very unfavorable 
in the latter case. 

The unfavorable results were rather sur- 
prising, for we can think of no hypothesis to 
account for them. The “dullard” as described 
above is a social classification, and does not 
constitute a pathological condition. Also, the 
dullard can have, and frequently does have, 
a very good prepsychotic personality in spite 
of his dullness. It is true that intelligence 
constitutes one of the aspects of personality, 
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but from the point of view of prognosis one 
is usually more concerned with the patients’ 
previous habits of reaction, his adequate or 
inadequate adaption to the spheres of his 
work, his social and sexual adjustment, etc. 

It might be considered possible that the 
"dullard" experiences a greater amount of 
stress in facing life than a person of average 
intelligence. Yet it was shown for instance 
during the second World War that, if men 
of lower intelligence showed a psychopatho- 
logical reaction to stress, it generally took the 
form of hysterical manifestations, of psycho- 
neurotic reactions, or delinquent behavior. 
Only very few developed a psychosis(5, 33). 
It is most unlikely, in our opinion, that the 
dull intelligence in itself predisposes to 
schizophrenia, but we have not been able to 
trace any statistical data on this point. Of 
the 235 schizophrenic patients treated at our 
insulin coma unit since 1947, only 31 could 
be classed as “dullards.” * 

If schizophrenia in a dullard is different, 
as far as prognosis is concerned, from schizo- 
phrenia in a person of originally average in- 
telligence, it is also different from the schizo- 
phrenic reaction in an adult mental defective 
which in itself is usually of an acute transi- 
tory nature: episodes of excitement with de- 
pression, paranoid trends or hallucinatory 
attacks; the rate of recovery is accordingly 
high(1o, 25, 30). Another type of “schizo- 
phrenia" in an adult mental defective mani- 
fests itself in a previously stable person at 
the relatively advanced age of the late thirties 
or forties, and has a more unfavorable prog- 
nosis; this type can be considered as a form 
of “senile” dementia which sets in earlier in 
the mental defective than in the normal 
person (25). 

But there is one group of persons suffering 
from schizophrenia, who can be classed to- 
gether as having one common prepsychotic 
feature which carries a bad prognosis: the 
young adolescents. There, the shattering €^ 
fect of the schizophrenic process is expl 
by the disturbance of the personality at t 
vulnerable stage when it is still under forma 
tion. A comparison, in this respect, of the 
dullard with the adolescent is very tempting) 
for it might permit us to explain the pem 


2 One patient could not be traced and is not i 
cluded in this survey. 
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cious influence of mental dullness on the 
course of a schizophrenic psychosis in a simi- 
lar way—not as a contributory active factor 
which enhances the penetrating and disturb- 
ing force of the disease, but rather as an im- 
pairment of a defence mechanism. The dull- 
ard may be unable, on account of his mental 
dullness, to cope with the impact of the 
psychosis as efficiently as the individual of 
average intelligence. 


SUMMARY 


Thirty schizophrenic dullards“ were 
given a full course of insulin coma therapy, 
combined, in ro patients, with electroplexy. 
The results are discussed and compared with 
those of the same treatment in schizophrenic 
patients of originally average normal intelli- 
gence. The influence of mental dullness on 
the course of a schizophrenic psychosis is 
discussed, but no definite hypothesis is put 
forward to explain its mechanism. 

The poor response to treatment of this 
group leads us to doubt that insulin coma 
therapy is indicated with this type of patient. 
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ARCHETYPAL PATTERNS IN SCHIZOPHRENIA : 
EDWARD F. EDINGER, M.D.,2 New York City 


The purpose of this paper is to present 
briefly Jung’s theory of archetypes and to 
illustrate it by application to specific schizo- 
phrenic delusions. Although psychiatrists in 
this country have shown, so far, very little 
interest in Jung, it is felt that his theory of 
personality structure offers a valuable ap- 
proach to the understanding of schizophrenia. 

One of Jung’s major contributions has 
been the concept of the collective uncon- 
scious. His split with Freud began with 
disagreement over this idea. Freud later pre- 
sented a similar concept in his “archaic heri- 
tage” but this was never elaborated nor used 
in his psychotherapeutic system. The col- 
lective unconscious is thought to be the basic 
core of the human personality, which in its 
general pattern of function is common to all 
human beings and is therefore called “col- 
lective.” This personality core underlies and 
is prior to individual life experience and all 
conscious elaboration. It is the inherited part 
of the psyche, corresponding to the anatomi- 
cal structure of the brain which is also in- 
herited and held in common by all human 
beings. The collective unconscious manifests 
itself in certain fundamental patterns of 
thought and behavior which are characteristic 
of the human species. These psychic patterns 
can be thought of as the underlying structure 
of the mind which is potentially present prior 
to any life experience but which becomes 
actualized only when clothed with individual 
life happenings and contact with a specific 
human culture. 

The unconscious psyche is considered to be 
a purposeful organ of the body just as the 
heart and kidney are organs carrying out 
their functional purpose even though we are 
unconscious of them. The lungs of the new- 
born infant know how to breathe, the heart 
knows how to beat, the whole coordinated 


1A modified version of this paper was presented 
at the Downstate Interhospital Conference of the 
N. Y. State Department of Mental Hygiene, New 
York City, April 8, 1954. 

2 Formerly supervising Psychiatrist, Rockland 
State Hospital, Orangeburg, N. Y. 
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organic system knows how to function be- 
cause the infant’s body is the product of in- 
herited functional patterns. Considering the 
psyche as an organ of the body it is reason- 
able to assume that it also has inherited pat- 
terns of function which it shares in common 
with all human minds. These inherited pat- 
terns of function are called archetypes and 
are considered to be psychic manifestations 
of the instincts. They manifest themselves 
in overt behavior or depict themselves in the 
symbolic imagery of dreams and myth. Jung 
(1) has this to say about archetypes: 

The form of these archetypes is perhaps com- 
parable to the axial system of a crystal, which pre- 
determines as it were the crystalline formation in 
the saturated solution, without itself possessing & 
material existence. This existence first manifests 
itself in the way the ions and then the molecules ar- 
range themselves. . . . The axial system determines, 
accordingly, merely the stereometric structure, not, 
however, the concrete form of the individual crystal 

. and just so the archetype possesses . . . an in- 
variable core of meaning that determines its manner 
of appearing always only in principle, never con- 
cretely. 


The concept of the archetype is not new. 
Jung borrowed the term from St. Augustine 
(2) and in many respects it corresponds to 
the Platonic idea. However, its empirical 
demonstration and application to a theory of 
personality is original For the study of 
archetypes a comparative method is neces- 
sary. The unconscious imagery of dreams 
and delusions is compared with religious an 
mythological symbolism. This procedure is 
justified theoretically on the hypothesis that a 
myth is the dream of a people and a religion 
is an elaboration of a myth of unusual power 
Thus dream, delusion, myth, and religion ate 
all considered to come from the same uncon 
scious source. If archetypes exist we shot 
detect them by comparing these various proc 
ucts of the unconscious. It is Jung's conten- 
tion that such comparative study reveals the 
existence of similar archetypal themes in n 
mythological symbolism of all races and cul- 
tures, and also that the same motifs appear 
in the dreams and delusions of modern men. 


1955] 
THE PROPHET AND RELIGIOUS SAVIOR 


Several common patterns of schizophrenic 
delusion will now be considered in the light 
of the theory of archetypes. The theme of 
the prophet and religious savior is a central 
one in all the major world religions. In 
Judaism this figure is represented by Moses, 
in Buddhism by Buddha. In the Moslem re- 
ligion, the prophet of God is Mohammed and 
in Christianity the savior is Jesus. Since our 
civilization is nominally Christian, it is not 
surprising that the delusions of our schizo- 
phrenics involve chiefly an identification with 
Christ. In other cultures, the delusion would 
show a similar pattern but would refer to a 
different religious figure. For a person who 
is not committed to any one version of re- 
ligious belief, it is easy to see that the central 
figures in all of these religions have a re- 
markable similarity to one another. Since 
religion is a psychological phenomenon, it is 
valid to attempt to understand it psychologi- 
cally, The interpretation here suggested is 
that these various religious figures, with their 
accompanying mythologies, represent varying 
manifestations of the same basic archetype 
which exists in the collective unconscious of 
all men. 

Religions, when effective, are collective 
containers of the archetypes and seem to be 
psychically wholesome if not essential. They 
engender humility and tend to reduce the 
dangerous possibility of identification with an 
archetypal figure. We see the results of such 
an identification in many cases of schizo- 
phrenia where the patient is tremendously in- 
flated by identifying himself with the arche- 
type of the religious savior. A brief example 
of this is the following: 
A 23-year-old white male with no previous religious 
interest, has a sudden catatonic episode with excite- 
ment. He believes himself to be the second coming 
of Christ and thinks he has a great mission to per- 
form. It is his duty to go throughout the world 
and establish faith. He states that he is in contact 
with the power of God. This power will suddenly 
come over him causing shaking tremors. Then out 
of the patient's mouth the voice of the Lord will 
Speak. He spends day and night yelling out of the 
window, preaching his revealed mission. Following 
electroshock treatment, the patient returns to reality. 

hen questioned, he says he can’t imagine how he 
ga have been so foolish as to consider himself 

rist. Something strange came over him which he 
cant explain, After his recovery the patient de- 
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scribed his feelings during the psychotic episode. He 
admitted grandiose ideas of importance but more 
impressive to him was the tremendous burden of re- 
sponsibility that was involved in being Christ. After 
all, such a role leads to crucifixion. 


This patient’s prepsychotic personality was 
a very childish and irresponsible one. It is 
perhaps meaningful that his psychosis 
brought with it an overpowering sense of re- 
sponsibility—something the patient seriously 
lacked consciously. The theory of wish-ful- 
fillment with regression to infantile omnip- 
otence fails to explain this great burden 
of responsibility. It can perhaps be better 
understood as due to identification of the ego 
with a suprapersonal archetypal role. 

Cases similar to this are plentiful in every 
mental hospital. The constant recurrence of 
this type of delusion suggests that some 
fundamental psychic pattern or archetype 
is involved. The only other place that such 
a pattern finds expression is in a collec- 
tive religion where it appears normal and 
conducive to health. This suggests that such 
archetypes represent basic forces of life 
which are collective or social in nature and 
transcend the individual ego. When they are 
worshipped as a group activity in some re- 
ligious form they are health-giving. When 
the ego identifies with such a figure the con- 
scious personality is inflated and shattered to 
fragments. This process of inflation has been 
described in detail in a recent publication by 


Perry(3)- 


DEATH AND REBIRTH 


The second archetypal theme to be con- 
sidered is that of Death and Rebirth. This is 
another universal theme which is usually as- 
sociated with religious symbolism. A promi- 
nent example is the Indian doctrine of trans- 
migration of souls in which a man's death is 
thought to be followed immediately by his 
birth again as an infant. The puberty initia- 
tion rites of primitives reveal the same theme 
acted out overtly. By a ritual ordeal the ado- 
lescent dies as a child and is born again as 
a responsible adult member of the com- 
munity. Often this rebirth is represented by 
dropping the boy thtough the legs of a 
woman thus imitating the process of actual 
birth. From our knowledge of the Greek 
mystery cults, their central theme seemed 
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to be a ritual death and rebirth for their 
members(4). Christianity is rich in such 
symbolism. Christ's life portrays the theme 
of death and resurrection. The original sig- 
nificance of baptism was rebirth or renewal 
(5). The visions of the apocalypse prophesy 
a cosmic catastrophe with the birth of a new 
heaven and a new earth. 

This archetypal motif appears commonly 
in schizophrenic delusions. The death and re- 
birth dreams of patients during insulin coma 
are well known, The delusion of an impend- 
ing world catastrophe with or without rebirth 
of a new world is a common variation of tho 
same pattern, 

The following cases illustrate this theme: 


A 43-year-old man described an hallucinatory stupor 
at the beginning of his psychosis during which he 
thought he had died. Then he heard voices telling 
him that he was to be reincarnated and reborn on 
earth as the son of God. Since then the voices have 
told him that he is reborn and living his second life. 
Another patient, a 33-year-old colored male, para- 
noid schizophrenic, who believes himself to be a 
prophet of God, states that the world is coming to 
the end of a 20,000-year era, The present world 
order will collapse and a new progressive organiza- 
tion shall take its place. This is a version of the 
cosmic catastrophe theme and is of course a pro- 
jection of what is happening in the patient himself. 
However, one can think of the emergence of this 
idea in the patient’s mind as a purposeful phe- 
nomenon. If the patient could recognize that this 
idea refers to his own desperate need for rebirth or 
change in attitude, it might even have a therapeutic 
effect. 


The archetype of rebirth seems to repre- 
sent a fundamental mechanism of psychic 
growth. Each step in the growth of person- 
ality requires the death of the old attitude 
before the new one can emerge, The primi- 
tives made valuable, although unconscious, 
use of this pattern in their initiation rites. 
With an experience of death and rebirth in- 
tervening between the child and the man, 
there was little possibility for the adult to re- 
gress to childish attitudes and behavior, Per- 
haps the contemporary incidence of neurosis 
would be less if we had effective initiation 
rites for adolescents. Such a line of thought 
suggests that the archetypes contain a valu- 
able source of instinctual wisdom and that 
the unconscious may be able to offer creative 
solutions to problems. Nevertheless, in psy- 
choses we are more impressed by their de- 


structive power which can shatter a feeble 
ego. 


COSMIC DUALISM 


A third archetypal pattern not uncom- 
monly found in delusional thought is the 
cosmic dualism of light and dark, good and 
evil, The classic religious example of this 
theme is the dualism of the Zoroastrian 
Parsis. According to their belief the uni- 
verse is divided into two great rival camps— 
that of Ahura Mazda, the God of Goodness, 
Light, and Health, and that of Ahriman, a 
devil representing darkness, evil, and disease. 
The same idea appears of course in Christian 
theology with God and Satan, heaven and 
hell. The Chinese concept of Yin and Yang 
is similar and yet significantly different. Yin 
is the principle of darkness, passivity, and 
feminine creativeness. Yang is the principle 
of light and masculine activity. There is no 
connotation here of good and evil but rather 
both principles are considered necessary 
complements to each other—two polar op- 
posites between which the constant interplay 
of life occurs. This is a highly developed 
conception which leads to a view of life as an 
integrated harmonious function—far differ- 
ent from our Western version of eternal 
cosmic conflict. Nevertheless, the funda- 
mental dualistic pattern is the same. In our 
modern mythology this archetypal dualism 
appears in the terms conscious and uncon- 
scious. And the unconscious still carries many 
of the aspects of evil. $ : 

This theme appears occasionally in schizo- 
phrenic delusions. For example: 


A 41-year-old single woman with paranoid schiza 
phrenia states that in a previous incarnation S 
had experimented extensively with light rays. "^ 
learned that there were two kinds of light coe, 
sunshine which were health-giving and g 1 life. 
black rays which were evil and destructive ©! 15 
She thought she was subjected to these evil rays 19 
times and developed special ritual Ee 
ward them off. Another patient, the 1 5 similar 


colored male previously mentioned, descri hat he 
thoughts. He would discourse at length on W the 
called “the two world principles,” namely, t 
principle of Life represented by doing good Wi 
leads to immortality and the principle of Death * jd 
leads to doing wrong and causes one to die. The 12 
tient claimed that these two cosmic principles bu 
at war with each other within himself and thal 
outcome was uncertain. 
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This pattern of two opposing principles 
seems to represent a basic characteristic of 
psychic function. Ifa psychic energy system 
may be compared with a system of electrical 
energy, it appears that a tension between two 
opposite poles is necessary for vital function. 
If the potential between the opposites is lost, 
psychic paralysis or entropy will result(6). 

There are, of course, many other arche- 
typal themes and figures which have not been 
mentioned. One such would be Freud's 
Oedipus complex which by its uniyersality 
immediately qualifies as an archetypal pat- 
tern. Related to this theme of love for the 
mother is the Attis-Cybele myth in which 
the young man Attis castrates himself as a 
sacrifice to the Great Mother Cybele(7). 
How many patients are seen who are living 
out unconsciously this archetypal role and 
have castrated themselves psychically rather 
than gave up their dependent bond to the 
mother ? 

A distinguishing feature of Jung’s psycho- 
logical viewpoint is that he takes religions 
seriously, This is not to say that he is a par- 
tisan of any one religious system. Jung gives 
as evidence of his objectivity that he once 
helped a Parsi by psychotherapy to find his 
way back to the Zoroastrian fire temple(8). 
Religions have always dealt with the ulti- 
mate problems of human life. As collective 
expressions of the archetypes they provide 
orientation concerning the collective problems 
of man—the questions of meaning, purpose, 
and goal. The schizophrenic patients de- 
scribed in this paper were immersed in these 
same problems. They gave the impression of 
being destroyed by ideas bigger than they. 
Each had a personal religion with some con- 
cept of the ultimate nature and purpose of 
human life, but each found himself to be the 
central religious figure. The immensity of 
such a burden broke their bonds with reality. 
A study of psychotic delusions reveals that 
religious contents often predominate. This 
Suggests that one approach to the study of 
schizophrenia would be & search for a deeper 
understanding of religious phenomena of all 
kinds. It is this approach which was used 
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by Jung and has led him to the theory of 
archetypes. 
SuMMARY 


The purpose of this paper is to present 
briefly Jung’s theory of archetypes and to 
illustrate it with specific case material. An 
archetype is described as an inherent pattern 
of psychic function common to all human 
beings and thought to be inherited with the 
brain structure. Archetypes present them- 
selves in unconscious symbolism as certain 
characteristic recurring themes and figures 
gf a mythological nature. Since religions 
and mythologies come from the same uncon- 
scious source as dreams and delusions, we 
find the same basic archetypal themes appear- 
ing in all such unconscious productions. Thus 
schizophrenic delusions are found to show 
many parallels with religious and mytho- 
logical symbolism. 

The conscious ego of the schizophrenic has 
been overwhelmed by these archetypal con- 
tents and the patient often identifies himself 
with such suprapersonal figures as the myth- 
ological hero or the religious savior. Such 
figures represent basic forces of life which 
are collective or social in nature and trans- 
cend the individual ego. Any attempt to ap- 
propriate them for personal aggrandizement 
leads to alienation from reality. 
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ADRENOCORTICAL FUNCTION IN SCHIZOPHRENIA: 


EUGENE L. BLISS, M. D., CLAUDE J. MIGEON, M. D., C. H. HARDIN BRANCH, M. D, 
AND LEO T. SAMUELS, Px. D. 
Sart Lare City, Utan 2, 9 


During the last decade a number of in- 
vestigators interested in the biological aspects 
of mental illness have studied the nature of 
adrenocortical function in schizophrenic pa- 
tients. Pincus, Hoagland, and their associates 
at the Worcester Foundation published a 
series of studies from which they concluded 
that a significant adrenocortical hypofunctioti 
or dysfunction exists in the schizophrenic(1- 
15). Others, including Hemphill and Reiss 
(16-19), Faurbye(20), Friedlander(21), 
and Gottfried and Willner(22), reached the 
same conclusion although in no case was the 
evidence unequivocal. However, these re- 
ports have been countered by others, notably 
those of Altschule(23-25), Gildea (26), Hiatt 
(27), Parsons(28), Stein(29), and Bliss 
(30), who have found no evidence of adreno- 
cortical disturbance in their patients. The 
presence of a glandular abnormality in these 
patients, if it could be established with cer- 
tainty, would be most important, regardless 
of whether this metabolic fault contributed 
to the development of the schizophrenic 
process, resulted from it or was merely co- 
incidental. 

Heretofore, all investigators have used as 
indicators of glandular activity such measure- 
ments as changes in the number of circulat- 
ing lymphocytes and eosinophils; alterations 
in the concentrations of sugar, amino acids, 
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and inorganic phosphate in the blood; vari- 
ations in the urinary levels of potassium, so- 
dium, uric acid, the creatinine-uric acid ratio, 
inorganic phosphates, 17-ketosteroids, and 
corticosteroids; or alterations in the sodium 
content of sweat. 

Each of these elements, it is true, may be 

influenced by adrenocortical steroids, but 
with the exception of the urinary 17-keto- 
steroids and corticosteroids all are nonspecific 
and often unreliable indicators of adreno- 
cortical activity, since their concentrations are 
influenced by so many other physiological 
processes. Even in the case of the 17-keto- 
steroids, although they are metabolic prod- 
ucts of steroids originating in the testes and 
adrenal cortex, Sayers(31) states: 
Urinary 17-ketosteroid output should be rejected as 
an index of adrenocortical activity, not because of 
the uncertainty of its physiological significance but 
because of the lack of correlation between the rate 
of 17-ketosteroid excretion and adrenocortical ac- 
tivity as determined by other measures. 


Consequently, any conclusions about adrenal 
cortical activity based upon this evidence 
must be cautiously assessed with an aware- 
ness of the limitations of the techniques. 
The problem has been further complicated 
by the variety of experimental methods used 
in attempts to elicit adrenocortical hyper- 
activity. These have included such agents 15 
ACTH, epinephrine, glucose, pyrexia, col , 
heat, insulin shock, anoxia, electroconvulsion, 
the operation of a pursuit meter, and target 
ball frustration tests. í 
There is recent evidence that adrenalin 
does not affect adrenocortical function in man 
(32-34) ; there is good reason to question, ^ 
a psychological basis, whether the stresses ie 
the pursuit meter and targetball frustration 
tests are similar for the normal and hae 
hrenic groups; and there is experimen 
N cold, and the oper 
of a pursuit meter(34) as well as ge 
ingestion(46) are relatively ineffectual ac! 
vators of the adrenal cortex. d 
Consequently, it seemed pertinent to f' 
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examine the problem, particularly since 
Nelson and Samuels(36) introduced a prac- 
tical and precise method for measuring the 
level of 17-hydroxycorticosteroids in the 
blood which allows a more direct approach 
tothe issue. This technique is specific for 17- 
hydroxycorticosteroids (17, 21-dihydroxy- 
20-ketosteroids) in the blood and, at least in 
man, seems to give an approximation of the 
concentration of compound F (17-hydroxy- 
corticosterone) which is the principle hor- 
mone secreted by the human adrenal cortex 
(36-38). 0 5 


SUBJECTS AND METHODS 


The 26 patients selected for study were all 
chronic schizophrenics, principally of the 
hebephrenic type. All had been psychotic pa- 
tients in the state hospital for at least 5 years. 
The original diagnosis was made by the psy- 
chiatrists of the hospital and was re-evaluated 
by psychiatrists of the department of psy- 
chiatry, University of Utah. There was 
unanimity of diagnosis in all 26 subjects. 
Except for 3, all had received insulin and 
electroshock therapy during this period with- 
out significant benefit. No individual was 
included who was malnourished, and the sub- 
jects ranged in age from 20 to 45 years. It 
seemed likely that any disturbance in adreno- 
cortical function, if it be characteristic of 
schizophrenia, would be evident in such a 
group. 

Preparatory to this study a variety of tests 
to assess glandular function were standard- 
ized in a group of normal subjects who were 
comparable to the schizophrenics in sex and 
age distribution (35, 39, 40). 

It was determined that 1.0 LU. of ACTH 
injected intravenously in man will cause 
moderate but consistent increases in the level 
of the 17-hydroxycorticosteroids in the peri- 
pheral blood; 15 LU. of ACTH injected 
intravenously will effect near maximal eleva- 
tions in the adrenal steroids in the blood; and 
25 LU. of ACTH dissolved in either 500 ml. 
or 1,000 ml. of glucose and water, and ad- 
ministered as a 6-hour intravenous infusion 
will cause consistent increases in the concen= 
tration of adrenocortical steroids which ap- 
Parently represent the maximal response of 
the adrenal cortex to ACTH. The combina- 
tion of the 3 procedures will test the capacity 
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of the adrenal cortex to react to moderate 
and maximal short-term excitation, as well as 
to more prolonged stimulation providing 
there are no serious abnormalities in steroid 
metabolism(39, 40). 

It was also established in normal subjects 
that 30 units of regular insulin administered 
subcutaneously, and a pyrogenic substance 
(Piromen) in concentrations of 0.125-0.25 
pg. per kilogram of body weight given intra- 
venously, caused significant increases in the 
17-hydroxycorticosteroids in the blood (35). 
How insulin and Piromen cause these eleva- 
tions in the concentration of circulating 
adrenal steroids is still unsettled. Presum- 
ably these changes represent an increase in 
adrenocortical activity mediated via the an- 
terior pituitary gland. Consequently, both 
drugs were used to test the capacity of the 
pituitary-adrenocortical system of the schizo- 
phrenic to respond to stimulation. 

The same lots of ACTH were used in the 
studies of both normal and schizophrenic 
subjects, i.e., lot K52905 for the 1.0 I. U. and 
15 LU. ACTH tests, and lot K5649 for the 
25 LU. ACTH infusions. 

In detail the following plan was adopted. A 
control sample of blood was drawn at 8 a.m. 
from the fasting subject. In the case of the 
acute ACTH tests, 1.0 I.U, or 15 LU. of 
ACTH were dissolved in 3 ml. of saline. This 
was injected intravenously over a period of 
one-half minute. The pyrogenic substance 
(Piromen) was administered in dosages of 
0.125 and 0.25 pg/kg. intravenously. Insulin 
was injected subcutaneously in the form of 30 
units of regular insulin and the hypoglycemic 
reaction was terminated after 13 hours with 
carbohydrate supplements. Further blood 
samples were collected 4, 1, 2, and 4 hours 
after the administration of any of the drugs. 
In the case of the 6-hour infusion of ACTH, 
25 1.U. were dissolved in 1,000 ml. of glu- 
cose and water and given by intravenous drip. 
Bloods were collected at 2-, 47; and 6-hour 
intervals. 

At each interval 30 ml. blood were col- 
lected in tubes containing 4 mg. of heparin. 
These were centrifuged immediately, and the 

lasma removed and refrigerated until ana- 
lyzed. The 17-hydroxycorticosteroids were 
determined by the method of Nelson and 
Samuels(36, 41)- Eosinophil counts were 


TABLE 1 
LzvEL or PLASMA I7-HYDROXYCORTICOSTEROIDS AT 8 A.M, / 7100 ML. PLASMA 


No. of 

Group Age range subjects 
Normals ..... US REIS DES PE: + 20-45 120 
Chronic schizophrenics...... ++ 20-45 26 


performed in duplicate following the pro- 
cedure of Randolph(42), white blood cell 
counts were determined by conventional 
techniques and the absolute number of lym- 
phocytes calculated from this and a 200-cel 
differential count. d 


RESULTS 


Levels of 17-Hydroxycorticosteroids at 
8 am—Sixty-four determinations were 
made on 26 chronic schizophrenics at 8 a.m. 
The mean level of the 17-hydroxycortico- 
steroids was 14 ug. with a standard deviation 
of 6 ug. The mean levels, standard deviation, 
and range for a much larger series of normal 
subjects were equivalent (Table 1). 
ACTH Tests.—Following the intravenous 
injection of 1.0 I.U. and 15 LU. of ACTH, 
steroid increases occurred in all subjects, both 
schizophrenic and normal, without exception, 
Schizophrenics, like the normals, demon- 
strated considerable individual variation but 
the scatter for both groups was similar and at 
no point were there significant discrepancies 
between the responses of the schizophrenics 
and normals (Table 2, Fig. 1). The Tesponse 
to a 6 hour intravenous infusion of 25 LU. 
ACTH was similar for both groups (Table 
3, Fig. 2). It was concluded that no evidence 
of adrenocortical hypofunction was present 
in the schizophrenic subjects, as evidenced by 
these procedures. 
Piromen Tests—All 9 of the schizo- 
phrenic patients injected. intravenously with 
0.125 ug. Piromen per kilogram of body 


weight responded with significant increases in 
the levels of 17-hydroxycorticosteroids. 


These data were compared to the responses 
of normal subjects to a test dose of 0.25 ug. 
of Piromen per kilogram body weight. The 
test dosages were nof identical for the 2 
groups since it was determined prior to this 
study that any concentration of Piromen 
over 0.05 ug/kilogram causes approximately 
the same steroid response. It was decided 
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No. of Mean and Mean and 


individual standard standard Significan 
studies deviation error diff 
267 136 130.4 
64 14:46 141.7 None P>.05 


to lower the dosage slightly in the s 
phrenics to reduce the unpleasant side effects 
of malaise, fever, and headache which o cur 
with the higher concentration of drug. 
mean responses of the schizophrenic 
normal group were equivalent. There v 
no statistically significant differences at anj 
point (Table 3, Fig. 3). 

Insulin Test.—In normal subjects 30 
of regular insulin administered subcuta 
eously caused increases in the level of the 


TABLE 2 


RESPONSE oF PLASMA 17-HYDROXYCORTICOS 
IN CuHnoNIC ScmizoenaENIcs TO ACTH LV. 


1.0 I.U. ACTH 


17-Hydroxycorticosteroids 
Lg/100 ml. plasma 


Subject Sex "Control 
L F 22 
B ek 36 
Zi H2 o 22 
RS a 16 
G. M 7 
ID. M mn 
Ms M 8 
2 M 10 
B. A. < M 13 
H. O. M 15 
V.B...... M 18 
AN. . M 14 
5 M 1 
15 LU. ACTH 
L. fg 12 
Boe BE 17 
2 SUE 4 
. 
G. EB 2 
G.R. ..... M 19 
Nue.MUJ = Kig 
peus M 10 — 17 
B. A. M 6 — 1 UV 
ELOS nn „ 39 
c e 
N 18. 28 38 4 
B.B. . M 10 a 37 26 
A.D M 12 — 25 27 
E  —.. 272530 
W.. . M 1 — 2 19 
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EFFECT OF LV. ACTH UPON THE LEVELS OF 17-HYDROXYCORTICOST 
(CHRONIC SCHIZOPHRENICS VS. NORMALS) TU 


VARIATIONS FROM 
CONTROL LEVELS 


1 LU. ACTH 


1 
Nt 


4 
oo 


8AM. 10 
TIME 


TABLE 3 


Response or PLASMA 17-HYDROXYCORTICOSTEROIDS 


— CHRONIC SCHIZOPHRENICS 
6-Hour Infusion 25 LU. ACTH I. V. 


17 1 emm 
Subject Sex Contro 2 hrs. 4hrs. 6 hrs. 
B 15 36 39 45 
AR M 10 33 38 45 
R. OF 18/7 ^48 79a OS 
EDS . M 11 28 30 23 
HU SLE 22 36 5I 54 
M. F 22 36 44 47 
V . 18 4/2815 . 


Piromen 0.125 ug/kilo LV. 

17-Hydroxycorticosteroids 
ug/1oo ml. 

Control ifr. I hr. 
9 2 
15 id 3 
6 12 21 26 28 
10 15 p 33 37 
14 — 22 24 
12 7 2 
11 10 „ 
7 3 — 3 5 
13 14 10 23 34 


GN t 
EEE 
8 


CHRONIC 
SCHIZOPHRENICS (14 SUBJECTS) 


ahrs. 4 hrs. 


151U. ACTH bee 
^ X (20 SUBJECTS) 


N 
/ \ 
CHRONIC vA 
/ SCHIZOPHRENICS 


(17 SUBJECTS) 


TIME 


TABLE 3—Continued 


30 LU. Regular Insulin Subcutaneously 


-Hydroxycorticosteroid: 
ve HAE ml, plasma si 
Control 1 hr. ahrs, 3 hrs. 4 hrs. 
zt 20 ARA M9. 513 
7 8 
8 8 20 14 9 
QNID aon 17 "10 
8 12 12 10 7 
9 19 17 14 10 
28 23 24 17 15 
15 10 22 18 10 
1 ri 12 7 
„ ne 8 


0 N EN 
SSE 8 


> 


hydroxycorticosteroids in 6 of the 8 cases 
studied. In a comparable fashion, 8 of the 
10 schizophrenics showed increases. The 
mean responses of the 2 groups were similar 
(Table 3, Fig. 4)- 

Hematological Resfpnses to ACTH.—As 
indicated in Table 4 the lymphocytic and 
eosinophlic responses to 1.0 LU. and 15 J. U. 
of ACTH were similar for the schizophren- 
ics and normals. The decreases in the number 
of these blood elements 4 hours after ACTH 

LI 
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THE EFFECT OF 6 HOUR INFUSION OF 25 .U.ACTH. 
ON THE LEVEL OF I7 -HYDROXYCORTICOSTEROIDS IN PLASMA 
VARIATION FROM. 
CORT AOL. LEVEL 


CHRONIC 
SCHIZOPHRENICS 
sb ers 


8 
© 


5 


IT-HYOROXYCORTICOSTEROIDS 419/100 ml. PLASMA 


8AM. 9 0 R 1 


n 
TIME 


Fic. 2 


were comparable and the small differences 
were not statistically meaningful. 


Discussion 


We have studied adrenocortical respon- 
sivity in chronic schizophrenic subjects by 
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.phrenia would be the determination of the 


[Noy, 


determining to what degree adrenal steroids 
in the peripheral blood rise following the 
administration of ACTH, insulin and a bac- 
terial pyrogen, Piromen. These values have 
been compared with the responses of a group 
of normal subjects. 

If it were feasible, the ideal experiment to 
evaluate adrenocortical function in schizo- 


rate of secretion of steroids directly from the 
gland. This might be accomplished by cathe- 
terization of the adrenal vein. Unfortunately 
in man, although a modification of this tech- q 
nique is possible, it is neitlier practical nor | 
precise(43). Consequently, it was necessary 
in these experiments to use a less direct pro- 
cedure and to study changes in the concentra- 
tion of the 17-hydroxycorticosteroids in the 
peripheral blood, rather than in the adrenal 
venous blood. These peripheral values repre- | 
sent the equilibrium between the rate of pro- 
duction of steroids by the gland and the rate 
of utilization by the tissues, and are the re- 
sultant of the balance between the 2 proc- 
esses. ak 
There is evidence that the rate of utiliza- 


THE EFFECTS ON THE LEVEL OF I7-HYDROXYCORTIGOSTEROIDS 
OF I.V. PYROMEN 
(CHRONIC SCHIZOPHRENICS vS NORMALS) 


13 VARIATIONS 
12|]FROM CONTROL 


I?-HYDROXYCORTICOSTEROIDS 
449/100 mI. PLASMA 
M O b q O- OVVVO 


E Lao 
— — 'K CHRONIC 
SCHIZOPHRENICS (9 SUBJECTS) 
1/8 u / kilo PYROMEN 


NORMALS (8 SUBJECTS) 
1/4 A.g/ kilo PTROMEN 
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THE EFFECTS ON THE LEVEL OF 17-HYDROXYCORTICOSTEROIDS 
OF REGULAR INSULIN (30 UNITS-SUBCUT.) 
(CHRONIC SCHIZOPHRENICS VS. NORMALS) 


VARIATIONS FROM 
CONTROL LEVEL 


CHRONIC SCHIZOPHRENICS 
(10 SUBJECTS) 


NORMAL (8 SUBJECTS) 


17 -HYDROXYCORTICOSTEROIDS 
Ag / ioo ml. PLASMA 


TABLE 4 
EOSINOPHIL AND LYMPHOCYTE RESPONSE TO 15 LU. ann 1.0 LU. ACTH LV. 
Normals and Chronic Schizophrenics 


J.;; EDDA ae 
Signifi- 


of dif- 
ference 
concen 

Sup. Standard Standard “and 

Dosa: 4 hours after deviation error schizo- 
Subjects No. subjects ACTH ACTH of pa of mean phrenics 

M fo 
Normals ........ i13 1. LU. 0 02:30 o+8) None 
Schizophrenic 14 1. LU. 2 223-29 2+8f P>.05 
ormals .... 21 15. LU. —25 —252:36 —25+8) None 
Schizophreniees a 43 15. LU. 17 —17£26 —17+7f P>.05 
Eosinophils 

% % % f 

Normals 1.1.2. cde ene 12 1. LU. —65 —65+16 * —652:5| None 
Schizophrenics .. Ans 1. LU. 49 —49£27 4947S P205 
ormals ......., .. 20 15. LU. —79 —79+10 —79+2\ None 
Schizophrenics Nieder 15. LU. —81 —8it 6 —812f P».o5 
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tion and metabolism of adrenal steroids in the 
schizophrenic is normal(6, 8, 9). It would 
be expected, therefore, if the schizophrenic 
were deficient in the ability to secrete adrenal 
hormones from the gland, that after stimula- 
tion with ACTH, insulin or Piromen a sub- 
normal increase in the concentration of 
adrenal steroids in the peripheral blood would 
occur. This was not the case. In every re- 
spect the response of the schizophrenics to 
the different tests was indistinguishable from 
the normal. Equally significant was the fact 
that every schizophrenic without exception 
responded to ACTH stimulation with signif- 
cant 17-hydroxycorticosteroid increases, even 
when as little as 1.0 LU. of ACTH was ad- 
ministered intravenously. 

The insulin and pyrogen procedures were 
devised to test pituitary-adrenocortical func- 
tion, Here again the responses of the chronic 
schizophrenics were normal. It was concluded 
that there was no evidence of pituitary- 
adrenocortical or adrenocortical hypofunction 
in these patients, individually or as a group. 

Although these techniques indicate the 
degree to which the adrenal cortex will re- 
spond to stimulation they fail to demonstrate 
whether any aberrant pathogenic adrenal 
steroids are being synthesized by the schizo- 
phrenic, a possibility which has been sug- 
gested by Mittelman(13), Pincus(14), and 
Hoagland(15). We have no conclusive an- 
swer to this problem, but studies made on 
schizophrenics in another connection are per- 
tinent (44). Bloods were drawn from schizo- 
phrenic subjects before and after the stress 
of ACTH and electroshock therapy. The 
plasmas were pooled and chromatographed 
by a modification of Bush’s technique(45). 
The spots on the paper strips representing 
known and unknown compounds proved to 
be identical for schizophrenic and normal 
subjects indicating that, at least with this 
procedure, no abnormal adrenal steroids 
could be demonstrated in the peripheral blood 
of schizophrenic patients. 


SUMMARY 


Adrenocortical function of chronic schizo- 
phrenics was investigated. The concentration 
of adrenal steroids (17-hydroxycorticoster- 
oids) in the peripheral blood was determined 
at 8 a. m.; after the intravenous administra- 


* 
ry Ae 


tion of various amounts of ACTH or o UN 


pryogenic substance (Piromen); and 
the subcutaneous injection of regul 

These drugs were employed to assess adr 
cortical and pituitary-adrenocortical 
sivity. Similar studies were made 
comparable group of normal subjects. 
adrenocortical and _ pituitary-adrenocor! 
reactivity of chronic schizophrenic | 
normal subjects were equivalent. There was 
no evidence of any impairment ¢ 
cortical physiology in the chronic 


phrenic patient. y 
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ADOLF MEYER DISCUSSES THE PATHOLOGY OF 
DEMENTIA PRAECOX: 


JACOB H. CONN, M. D., Batcrivong, Mp. 


INTRODUCTION 


Adolf Meyer died at the age of 84 on 
March 17, 1950. His death marked the end 
of an era, He has been called “the outstand- 
ing influence in the development of psychi- 
atry in this country” and a “catalyst,” who 
brought about an effective synthesis between 
the “organicists” and the “functionalists.” 
He encouraged the growth of psychoanalysis 
and then pointed out the dangers of over- 
simplification and oversystematization. He 
fostered the Mental Hygiene movement, 
postgraduate training, and wrote hopefully 
concerning the treatment of dementia prae- 
cox, 

On his eighty-second birthday (1948) I 
sent him this tribute: 


Dr. Meyer, you represent to me Courage, the 
courage to face a fact and to accept it as it is; the 
courage to admit that there are discontinuities—gaps 
between sets of facts, 

After seventeen years, I am more impressed with 
what these truths have meant to me, personally and 
in helping patients. What others have missed in 
your formulations has been the rigid systematization 
of data. This aspect of your teaching is, in my 
opinion, your greatest contribution to the discipline 
of psychiatry and to the understanding of the limits 
which life itself places upon us. 

Your emphasis upon the lack of dogmatism in 
diagnoses and your fostering of one’s own feeling 
concerning facts that “hang together” have remained 
a foundation stone in my clinical thinking. 

It is my earnest belief that the present-day search 
for techniques and the obsessive quest for universal 
formulae will be tempered by the basic truths which 
you have so effectively advocated. 

On this festive occasion, I wish to express my 
heartfelt gratitude for the Opportunity of being in- 
fluenced by your personality and teaching. 


The following material was transcribed at 
a staff conference at the Phipp’s Psychiatric 
Clinic on January 30, 1933. 

Dr. Meyer: I always delight in the fact that one 
of the standard publications in psychiatry, the article 
on hebephrenia by Hecker appeared in the Archiv 
für pathologische Anatomie und Physiologie und 
für klinische Medicin edited by Virchow. In those 


1From the Henry Phipp's Psychiatric Clinic, 
Johns Hopkins Hospital, Baltimore, Md. 
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olden days Virchow stood for Neurologie and 
Physiologie, but he also stood for klinische Medicin, 
so that in the year 1871 a fundamental article on 
clinical psychiatry, without any pathological, ana- . 
tomical fuss, could be published in the most scientific 
journal of German medicine. I wish we could read 
it together. It is an article of 34 pages with 7 case 
records. I must say I would like to read it over 
again alter many years and we might discuss it 
sometime. At any rate, I am very glad it was 
brought up. Did you read it over? ; 

Dr. Conn: I read it over in conjunction with a 
paper? I mentioned sometime ago. I have notes of 
the first case—is there time? 

Dr. Meyer: Yes. 

Dr. Conn: In his introduction Hecker points out 
that there are 2 types of mental disease. The first 
takes a constant course; the second presents an al- 
ternating series of clinical pictures characterized 
by melancholia, excitement, and bewilderment until 
it reaches the terminal phase of imbecility. E 

Dr. Meyer: That, you see, is the characteristic of 
vesania; it is just the more typical Latín insanity. 

Dr. Conn: Hecker stresses the definite course, 
the stereotyped symptoms, and the fixed, poor prog- 
nosis. He mentions that Westphal had called at- 
tention to those cases that terminated in a state of 
mental defect in which were mingled melancholia 
and excitement, and that Kahlbaum had first de- 
Scribed the same entity in his lectures, and h 
named the condition hebephrenia. 

Dr. Meyer: I just would like to say, of course, 
imbecility is here still used in the popular sense 
of the word, which is absolutely relegated now 115 
congenital or developmental deficiency or feeb! i 
mindedness, and in most of these SENS 0 
vesania we have this formulation, which you H 
find described in my historical sketch—first d 
sion, then excitement, then confusion and fes 
mentia, that is the characteristic of insanity. 111 
was the idea that Stanley Hall brought across ee 1 
Germany and brought to the attention of ies 
Cole of the McLean Hospital, who then adit 
American disease as the fifth entity, but as the 4 175 
namely, exhaustion, neurasthonia, then me d 
cholia, then excitement, then 1 then 
mentia—and there you had it all. 

Dr. Conn: Over a period of 4 years Hecker m 
observed 14 patients in a series of 500 EE ity 
first case history is that of a boy of 20. The AU 
is described as being eccentric, but otherwise | 
family history does not include mental uer ‘tele 
patient was born in Königsberg; his ES his 
ligence was considered to be average. a wine 


confirmation he had been apprenticed to 
:! ͤ ͤ . a io REESE Ee on 

2 Conn, J. H. Am. J. Psychiat., 13: 1039, Mar. 
1934. 
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merchant and apparently imbibed rather heavily. 
His early training is considered to be rather lax. 
The patient is described as being “emotional, stub- 
born, weak in body and neryously excitable.” There 
is history of scarlet fever, typhus, colitis, and small- 
pox. In the summer preceding the present illness he 
had lost his job and had been unsuccessful in finding 
another. He remained in Königsberg; in January, 
1862, when he was 20, the patient developed what 
was called “melancholia.” He was quiet, stared 
ahead, talked to himself, and laughed "without ap- 
parent cause.” In February there were reported 
episodes of anger. He prepared himself against 
imaginary foes with a knife and a sharpened ax 
which he kept under the sofa. He stayed up all 
night, banged on the neighbor’s windows, carried 
on noisily, andecould be restrained only by force. 
In the town jail he became disturbed and had to be 
restrained. After being released from jail his be- 
havior is described as being silly (Albernheit) and 
he is said to have fallen in love with a little girl. 

Dr. Meyer: But so long as it is mentioned as 

* Albernheit" it is just silly. 
8 Dr. Conn: He sat on the doorstep dressed only 
in his night shirt and remained there for hours. 
During the night he frequently stuck his head under 
the beds and lifted them with his shoulders. He 
was uncooperative, resistant, easily irritated, and 
constantly tended to contradict. His speech and 
action had the “stamp of exaltation” which was only 
occasionally “mixed with melancholia.” There were 
no descriptions of hallucinatory experiences. In 
April he was admitted to the hospital, and described 
as “slender, poorly nourished, pale, with expression- 
less face" When questioned the patient recalled 
historical facts correctly, both personal and ante- 
cedent, but he interpolated silly remarks, cried out 
for no apparent reason, banged with his feet, flung 
his arms about in a peculiar, awkward manner, 
characteristic of the years of unmannered or 
clownish periods of boyhood. He talked a lot to him- 
self, did no work and engaged in no social activity, 
looked at the sun for long periods, hopped on one 
leg, ran about in an apparently unmotivated manner, 
whirled rapidly with shut eyes and head back, rubbed 
grass in his eyes, and, for sometime, answered all 
questions by repeating, “But the eyes.” 

In June he was up frequently at 3:00 a.m. was 
noisy, banged his face against the bedstead, or threw 
himself flat on the ground with his head on the floor. 
At times he yelled, “Yi, Yi,” stuffed his nose with 
snuff when he was hungry, carried out purposeless, 
childish, tricks, and once on rounds said; “Herr 
Director, I cried all day yesterday. I’d like to have 
some snuff, there is so little food,” or shouted, “How 
are you, Herr Director?” To the question, “How 
are things going?” answered “One must have his 
freedom.” When told, “You are still confused,” he 
replied, “The doctor told me. That's not from me 
but from M” (another patient). At times he took 
the doctor's hand and held it up high like a school boy 
Who might ask for something. He tickled and teased 
the other patients and frequently got into arguments 
Which not infrequently ended in a fight. Once he 
Said he was married for so years but gave his age 
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correctly. Four years later his condition is reported 
as being essentially unchanged. The case record 
ends with a copy of a letter written by the patient in 
which there is much scattering and re-duplication. 

Dr. Meyer: Of course it gives us a picture in a 
rather descriptive fashion, which, I am glad to say, 
is nowadays replaced by a little more looking into 
the actual experiment of nature and the factors at 
work and the way it actually operates. Nevertheless, 
we can see what I mentioned the other day—that 
a great emphasis is laid on features that crop out 
as being particular to the period of life, to the 
puberty period. It is therefore called the puberty 
psychosis or hebephrenia without, however, any par- 
ticular reference to the fundamental processes that 
are going on in puberty or may play a role in the 
life of a patient, except so far as you can infer it 
from his having a job and dallying with it and losing 
it and then getting into day-dreaming and so on. 

Dr. Conn: Kahlbaum reported in 1874 what to 
him appeared to be a specific disease entity, The 
pathology was that of "insanity" in a very general 
manner. First, there were the features of hyper- 
plasia which were considered to be “fleeting,” then 
atrophy which appeared much later. In recent cases 
Kahlbaum reported brain tissue softening and exu- 
date formation of the arachnoid with larger de- 
posits in the base; and in older cases, retraction of 
the cerebral tissues and organization of soft epen- 
dymal exudates. He reported no characteristic 
microscopic findings and felt that these gross find- 
ings were to be correlated with catatonia. 

Dr. Meyer: May I ask whether any of you real- 
ize what is included there in that “exudate forma- 
tion of the arachnoid?” Have you been able to un- 
derstand what he meant by it? 

Dr. Conn: No, I just presented Kahlbaum's 
statements. 

Dr. Meyer: The point at issue is probably the 
thickening of the pia-arachnoid along the cisterna 
magna around the base of the brain, the opacity 
and thickening of the pia-arachnoid from the in- 
fundibulum and cisterna magna. He spoke of exu- 
date formation. Unfortunately there are not enough 
slides or definite explanation of that sort of thing 
and they are very difficult to obtain. I have in the 
brain of Dr. Thayer rather interesting data with 
regard to the fibers, at first slight plastic thickening 
of the pia-arachnoid, which then after a while be- 
came fibrous; and that is undoubtedly what Kahl- 
baum had in mind. In 1901 I spent a month in 
Vienna with the particular purpose of seeing as 
many autopsies as possible, and I was indeed struck 
by the fact that whenever I did find thickening or 
opacity of the pia-arachnoid there was a very great 
chance of the brain being labeled as coming from 
quarters that had something to do with psychotic 
patients. For a long time I had been doubtful as to 
the sequence of it from my early autopsy experience, 
but I had to admit to myself at the end of that ob- 
servation of many bra®is passing under my eyes 
during that month that there was a certain perform- 
ance of thickening; and I want you to remember 
that, in the main, it is wise to recognize that these 
fhings are not specific, that they occur in many 
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autopsies; however, they are somewhat more fre- 
quent in the psychotic patients. But Kahlbaum 
wanted to make a particular issue about the thicken- 
ing around the base, and that was in harmony with 
his desire to make it a sort of contrast to paresis— 
in paresis the thickening is at the top, and, in this, 
the thickening is at the base. 

Dr. Conn: In 1897 Alzheimer reported findings 
which he felt were to be correlated with catatonia, 
namely, pigmentary and nuclear changes. In 1913 
he again reported a paper which gave the impetus 
to more recent claims of specificity. He spoke of 
sclerosis of the ganglion cells in the second and third 
cortical layers, and lipoid degenerative changes, This 
was to be correlated with the general picture of 
dementia praecox. 

Hassin (1918) denied the specificity of these, 
findings, which he also had observed, and stated 
that they were neither uniform, typical nor specific 
for dementia praecox, because they were found in 
many different varieties of disorders. Claims for 
specificity came into sharp focus between r914 and 
1919 when Southard described “gliosis” in the supra- 
cortical and in the infracortical layers. He claimed 
to have found direct clinical correlations with 
frontal, parietal, and temporal lesions. These con- 
clusions are based on a review of 5 cases. In 1922 
Mott presented one case which he considered to be 
typical, a case which he called “advanced dementia 
praecox" in which there was "very marked con- 
gestion and redness of the brain, with minute 
hemorrhages especially in the medulla" He felt this 
demonstrated a "primary genetic inadequacy," a lack 
of vital durability, which could be correlated with 
dementia praecox. 


8 Dr. Conn: In 1926 Josephy reported what he con- 
sidered to be specific findings in dementia praecox: 


There were no gross changes to be observed, but in 
the third layer particularly and in the fifth he found 
the falling out of ganglion cells independent of 
vascular changes, and no intrinsic glial response 
which was in direct contrast with all that had been 
reported previously. He also stated that there were 
no changes to be found in the choroid plexus, 

Bouman reported three cases in 1928. There were 
no clinical records included, and he stated that there 
was no “selective” process present. Changes in the 
striatum were tied up with hyperkinesis and flexi- 
bilitas cerea. Lesions in the temporal lobe (chiefly 
fields 41 and 42) were associated with clearly de- 
fined auditory hallucinations. Bouman stated, “I 
can’t decide just how far the hebephrenic and cata- 
tonic forms coincide with an extension of the process 
into the frontal and pre-orlandic ‘areas.” This is 
the only statement I have been able to find concern- 
ing the correlation between the so-called classical 
entities and his histopathological findings. 

Dr. Meyer: Bouman was at the International 
Congress in Washington in 1930 and he was good 
enough to give us a lecture and demonstrations of 
the material most carefully worked out. He spent 
about a year on the examination of a well-chosen 
brain and the mapping out of all the regions in as 
careful a way as can possibly be attempted. That 
there are not enough counterparts in the way of 
such material as Dunlap had is to my mind re- 
grettable. 

Dr. Conn: In 1930 Spielmeyer attempted to sum 
up the studies of dementia praecox. He also felt 
that the ganglion cell loss was very definite in the 
third layer of the cortex as well as in the deep layers 
with enormous fat accumulations and regressive 
changes in the glia; but he definitely stated that 
these changes were to be found in entirely different 
psychoses, and for that reason could find no definite 
clinical correlations. 

Dr. Meyer: My request with regard to that sort 
of thing has always been that, as soon as we woul 
be able, by taking a sample of the cortex by opera- 
tion antemortem, to make a diagnosis, then I would 
capitulate to the histopathological diagnosis; i 
certainly anything of that sort is not available, 
whereas with paresis it is quite probable. I do not 
suppose that one would have to have any hesitancy. 
about craving that in a very large percentage 0 
cases. It would be possible to make offhand 105 
logical diagnoses from sections of the frontal lobe 

Dr. Conn: Hecker commented upon the enlarged 
ventricles, and the hyperaemia of the cortex ud 
the cerebellum. Kahlbaum (1824) had M 
hyperaemia of the cortex, ependymal granola 
basilar arachnoid exudate and brain soften 515 
More recently Southard (1919) stated that 5 
cortical gliosis was prosent and Mott reporte 1555 
case with hyperaemia of the cortex and medu! ris 
hemorrhage. From 1922 on no macroscopic TS. 
were published though much material had been i 
amined. Bouman completely rejects all claims, 
regard to specificity ; and Dunlap rejects the 
of subcortical gliosis as being specific.“ 

Dr. Meyer: Would you describe what ! 
by gliosis? 


s meant 
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Dr. Conn: By gliosis Southard had meant that ^ 


you could feel it. 

Dr. Meyer: It is “finger diagnosis.” 

Dr. Conn: Which was never corroborated, as far 
as I know. 

Dr. Meyer: It was one of those things that can 
very easily make a tremendous impression. Southard 
found that by palpating the surface of the brain he 
would get a basis of induration, and he claimed that 
he was able to make his localizing palpations best 
when the brain was not wholly fresh. Now, of 

course, those are rather delicate situations, and there 
was quite a little swapping of questions and com- 
ments during those days; nevertheless, it went to 
"brain spot," numerous brain twisters and so on; 
brain spot being the responsiveness to Soüthard's 
fingers. 

Dr. Conn: In regard to microscopic findings one 
finds marked differences of opinion. Hassin stated 
that the third and fifth layers are predominantly 
affected. Bouman's opinion was that it is a diffuse 
process. Dunlap rejected these findings and Spiel- 
meyer also has refused to accept the findings that 
he observed as being specific. Bouman has counted 
the cellular thickness in various parts of the brain 
and reported that there is no specific falling out, 
that it is not localized to any layer or series of 
layers. Amoeboid glia, as far as I can learn, were 
reported only by Alzheimer and Gurd. There is no 
corroboration of the pathologic changes in the testes 
which Mott had reported in typical cases of dementia 
praecox. 

Dr. Meyer: A study of that was made by Lewin 
after he left here. He worked for a year with 
Dunlap and he had an opportunity to go over all 
the old and more recent material of the endocrines, 
and he found that the senile cases showed changes 
in the testes, but with the others he came to non- 
Specific data. 

Dr. Conn: Neither can the claims be substantiated 
that a correlation exists between the pathological 
findings and the clinical data. For example, it has 
been stated that the lesions in the parietal lobe can 
be correlated with catatonia, and Bouman has called 
attention to the lesions in the temporal lobe which 
he associates with auditory hallucinations and calls 

Phoneme.” Thus we find little agreement until we 
come to Spielmeyer, who completely denies any 
. Specificity to the lesions but mentions that such 
Specific findings have been reported. 
1 We are faced with the question—why is the third 
ayer implicated? There have been many theories. 
quu and Kappers have been very definite in 
1 5 statements in regard to the third layer. They 
us that the subgranular laminae above the fourth 
a have a correlative nature, and they present 
b which may or may nêt bear further inves- 
igation, They are of the opinion that the lower 
j UR are efferent and that the upper are afferent, 
s therefore since the second, third, and fourth 

Yers fall between the two, that they contribute to 

ie Production of the nerve impulse (Bouman). Be 
1 it may, it is of interest to know that most 
ares, € pathologic findings are reported to be in this 
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Dr. Muncie: Did not Bouman show us when he 
was here that, in the primates, the third cortical 
layer amounted to very little as compared to the 
human cortical layer, and does not make evolution- 
ary changes? 

Dr. Meyer: That, of course, deserves to be con- 
nected with the general idea of the neo-cortex that 
was developed. I am not quite sure whether Bou- 
man had much to do with that. He did emphasize it, 
however, and Mott and another man whose name I 
haye been searching for for the last few minutes, an 
Englishman who now, I think, has charge of an 
institution close to Liverpool—not Wallace, but 
something like that. He claimed that in the organiza- 
tion of the cortex the second and third layers were 
accessions, and, in harmony with that, we get these 
statements about relation to the primate. The third 
layer is undoubtedly the most variable of the layers 
in the cortex. 

Dr. Conn: Josephy stated that the third layer was 
involved but that there is no glial reaction, and no 
vascular changes. Josephy finds that this is the 
characteristic picture in his 2 uncomplicated cases. 

Dr. Meyer: With regard to that I would like to 
say that we have to be rather wary, however, of that 
sort of thing. I’ll tell you what has happened to me. 
I was for a time quite devoid of material with polio- 
myelitis, and finally I had a few sections of polio- 
myelitis cases in which there was a deficit of cells 
in a motor plate; and then during the poliomyelitis 
epidemic I had a chance to see some sections in which 
the part of the spinal cord was just packed with 
blood vessels, with lymphoid and other cells, and I 
came to the somewhat rash conclusion that it looked 
very much as if we were dealing with a myelitis of 
a limited character in which the infiltration of blood 
vessels might have occurred as a result of degenera- 
tion of the nerve cells. But it appears that the nerve 
cells’ alteration in poliomyelitis is really primary, 
and that together with that other, comes this tre- 
mendous infiltration of the blood vessels and the 
tissues. I just mentioned that to give you an idea 
of how careful one has to be. There is a disease in 
which in one case the blood vessels are just packed, 
and in the initial phase not as yet, but with slight 
alteration, and in the terminal phase you get that 
sort of simple deficit, and when you realize how 
few cases of schizophrenia or dementia praecox 
come to an uncomplicated termination, unless it 
would be through suicide, at the initial stage of a 
phase, you, have to recognize how poorly we are off 
with regard to judging of a thing of that sort. Those 
may just as well be constitutional peculiarities, as 
Dunlap thought, or they may be early processes jat 
any rate, théy are indicators at a long distance. Is 
there anything in these cases in the clinical process 
that would give one a chance to see what the con- 
stitutional make-up of the individual was before the 
illness? 

Dr. Conn: I was very Ünuch interested in these 
2 so-called uncomplicated cases. The first appeared 
to be of a deteriorating nature, and the other was 
affect-determined, became markedly depressed, and 
terminated in suicide. In spite of a sharp contrast 
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in the clinical findings of these 2 cases, both showed 
the same “falling out" in the third layer. 

Dr. Muncie: How are the spinal fluid findings? 

Dr. Conn: In the first case, there was mention of 
a spinal puncture. The report was not significant; 
I don't remember the exact findings. Bouman stated 
that not only the third, but the fourth and fifth 
layers are involved; it is a very diffuse, spotty 
process. Bouman, therefore, denies that dementia 
praecox is a system disease, involving any system of 
layers or any one particular layer. 

More recently there has appeared an interest in 
what has been called selective laminary involvement. 
In these cases an entire layer or part of an entire 
layer is involved without leaving very much of a 
vascular change. The large vessels are not particu- 
larly involved, and there is very little glial response 
reported. De Vries has shown that localized lami- 
nary involvement of the third layer was present in 
cases of encephalitis, toxemia, and cardiac insuf- 
ficiency, and Neuberger reported similar findings in 
a patient with arteriosclerosis. Spielmeyer also has 
reported similar findings in the third layer in other 
cases of cardiac insufficiency, and in one case of 
cyanide poisoning. Wechsler has reported changes 
in the third layer in cases of amyotrophic lateral 
sclerosis and in Huntington’s chorea the third and 
fifth layers are also involved, so that it seems to be 
a fairly common process. 

Dr. Meyer: Is there anything said in that case 
with regard to the symptomatology of the dropping 
out of the third layer? 

Dr. Conn: No, not in that case, but in others; 
some are said to have behaved “normally,” some are 
confused, others are called “nervous.” Apparently 
one has to think in terms of the vascular supply to 
each cortical layer. As far as I can determine, there 
is very little data to be obtained on that subject. 
The best, I think, comes from Pfeiffer, who states 
that there is no correlation to be found between the 
cellular groupings and the vascular architecture of 
the same area, 

Dr. Meyer: Are there questions? 

Dr. Diethelm: Did you notice the papers of 
Fünfgeld? I ask because his papers are very nice, 
and I was interested because his approach, con- 
sidering the whole illness, is somewhat different 
and somewhat closer to ours. He is in charge of the 
clinical work of the patients at Kleist’s clinic, 
Frankfurt, and has a chance to study the cases him- 
self, and is a good clinician. He tries to give a 
Picture of the reaction settings entirely and not just 
of “dementia praecox.” I do not know about the 
validity of his claims. Spielmeyer is very much 
against it, but I feel because he at least studies the 
motility disturbance very carefully, and on the living 
person, that he deserves attention, because many 
of the others do not have good Observation of the 
living patient, though I am not in a position to 
judge very well. That was one of the points which 
I always had in favor of Fünfgeld—the pathological 
findings are at least open to discussion. 

Dr. Meyer: And how far do they go? 

Dr. Diethelm: Spielmeyer told me that his claims 
are of a systemic nature, that there are findings 
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which you can find in any type of wasting disease, 
I was not quite clear, as I pointed out to him, how 
much the factor of hypermotility was taken into 
consideration, because many of his cases deal with 
catatonic excitement and marked motility disorders. 
I have not looked at the paper since 1930; I don't 
think I would be able to go much further than that. 
Dr. Meyer: Any other questions or remarks? 
Dr. Muncie: Has anyone besides Mott done any- 
thing with his concept of constitutional inadequacy 
allied to the changes in the testes and ovaries? 
Dr. Conn: As far as I know no other studies 
have been reported. Mott's patient was described 
as being an “acute melancholia.” He was a boy of 
19 whose mother was in a mental hospital; a grand- 
father and brother had committed suicide, a sister 
had been in a mental hospital. Hë said that “some- 
one had tried to kill him," appeared to be quite de- 
jected, developed a rash (erysipelas) and a fever 
of 102°. The autopsy revealed hemorrhage in the 
medulla. The testes were considered to be of a 
"genetic inadequacy” type. The testicles of the 
brother who committed suicide had been sent to the 
examiner as “normal” material, but when they were 
re-examined, those testes were like those found in 
cases of “advanced dementia praecox.” So that I 
don’t know what one can make of this very definitely 
affect-dominated picture, which can be contrasted 
with what is found in the dementia praecox cases. 
We have found many contradictory results and 
have demonstrated that as the observations of the 
later investigators became more exacting in tat 
they were subjected to controls, and the taking A 
consideration of the factors of age, terminal condi- 
tions, time of autopsy, and the type of clinical ma- 
terial with which they were dealing, that the claims 
of the specificity of the earlier findings were pro 
gressively decreased. There are, however, car 05 
investigators who still claim that there is a pr i 
gressive parenchymatous degenerative process o' ja 
cerebrum to be observed in cases of schizopli 
(Josephy, Bouman, Gurd, Spielmeyer). NOSE 
less, in the best of these observations, one wi in 
has been carefully controlled by cellular cong 
the various cortical laminae, there is no specie of 
volvement of any particular layer or even pu 
layers; rather it appears that “the cortex is nr : 
in all of its layers, here more, there less" (Boum 
Dr. Meyer: You mentioned Gurd. 


Dr. Conn: Yes, Gurd from Mitis 9650 


: ERR 9 ith 
coming from Alzheimer's laboratory wi 172 02 
nique and knowledge of all the work that Alzheime 


ard, and a number of others w Bona wi 
opportunity to look at series of sections, D’ has 
death or Nectar or some other abe ee 
interfered in almost all of my attempts to 8 
I hoped for, and what I seriously asked 7 Eus 

Dr. Conn: There is a growing consensus no gani 
ion, even among those who insist upon an ite cellt- 
basis” for this disorder, that these “indefinite 
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lar losses" may occur in entirely different organic 
conditions (Spielmeyer). On the other hand, the 
pioneer work of Dunlap has shown how normal con- 
trols may demonstrate many of the so-called clas- 
sical findings, and that "nobody knows what changes 
may occur in the nerve cells of normal persons as 
a result of processes going on in the body just be- 
fore or just after death—processes in no way con- 
nected with any psychosis"—an observation which 
has been corroborated by many other workers 
(Spielmeyer, De Vries, Neuberger). 

Dr. Meyer: And he (Dunlap) was my assistant 
from the days in Worcester about 1898. He came 
from the Boston City Hospital with the training of 
Mallory, and he accompanied me to New York and 
remained at the psychiatric institution until the time 
of his death about 1925, and he undertook the work 
of comparison of normal brains—at any rate non- 
psychotic brains—obtained in electrocutions, acci- 
dents, and so on. Unfortunately, an attempt of ours 
to make sure that we would be able to get brain 
material from the war was frustrated and died of 
inanition, so that terrible slaughter was allowed to 
go on without one of the crucial tests and crucial 
opportunities of determining a question of this sort. 
Whether it is an important question or not, of 
course, that we will be able to see after Dr. Conn's 
paper. 

Dr. Conn: The entire problem is complicated by 
the existence of a group of progressive degenera- 
tions which involve the gray matter of the cerebrum, 
and from within which the pattern of many of the 
deterioration reactions may have been taken (Alpers 
—1931). We will have made a definite step for- 
ward when we surrender the paradigm of general 
paralysis. The attempt to group these heterogeneous 
findings into a specific disease entity comparable 
to that of general paralysis has proven to be pro- 
gressively less productive of constructive formula- 
tions over a period of 50 years of intensive research. 
In the light of all that has gone before, we can only 
State with any degree of assurance that it is “the 
Picture as a whole [which] makes the diagnosis. 
There are no pathognomonic findings. The deterio- 
Tation gives the disorder its name; but it is not al- 
ways realized. [This is quoted from Dr. Meyer's 
Paper, Dynamic Interpretation of Dementia Prae- 
Cox, 19 o.] For the present specific anatomical find- 
ings and hypothetical toxic influences have proven 
to be of little value to the clinician.” 

Dr. Meyer: I should like to say that I hope the 
day will come again when there will be more atten- 
tion paid to the autopsy material. It is a tremen- 
dously important chapter concerning our knowledge 
of man, and one in which we need very systematic 
and painstaking work for which I think we have 
now a better clinical background than we had 40 
Years ago. It has been to some extent a matter of 
economy that has allowed the autopsy work to drop 
More or less out of sight. Not altogether, though; 

think that the child guidance preoccupations and 
defense had a great deal to do with the dwindling 
E data from the autopsy. On the other hand, it was 
188510 fortunate thing that it lets clinical concepts 

*lve attention. After all, I am a psychiatrist who 


JACOB H. CONN 


371 


became a psychiatrist against the desire of those 
who got me into the work. I was engaged as a 
pathologist, and it did not take me very long to 
recognize that pathology had to be studied in the 
living. 


CONCLUDING COMMENTS 


The teaching of a good and great man is 
never forgotten. It is "burned" into the 
minds of his pupils and lives on in their be- 
liefs and publications. From my lecture notes 
(1931) I quote Meyer's statement : 

We don't have to mythologize or use adultomorphic 
concepts, symbolizations, which have nothing in 
common with the vegetative functions of earlier 
periods [and] the initial stages should not be 
thought of in terms of full-fledged performances; 
this is psychologizing, a mythology—to put it across 
anyway you can—to give a primitive tendency a 
drastic interpretation. 

Meyer's pupils have used this material as the 
foundation of their scientific thinking. To 
cite one of many possible examples, Kubie 
(who interned at the Phipp's Clinic ro years 
before me) recently stated : 

Klein’s theory of infantile psychopathology . . . 
implicitly and explicitly adultomorphizes the infant. 
Klein invests the infant's unmyelinated cerebrum 
and his partially myelinated afferent and efferent 
pathways with adult conscious and unconscious sym- 
bolic perceptions, conceptions and fantasy forma- 
tions; in short with the full complement of adult 
psychic equipment. 

Dr. Meyer was a wise man—a term re- 
served for those who "set the pace" of an 
era. It was he who said, "The history of 
dementia praecox is really that of psychiatry 
as a whole," and about Kraepelin's revolu- 
tionary concept he wrote, "A new orientation 
with a provocative challenge—but not a 
better understanding of the disorder." 

“Mind” to Adolf Meyer was always to be 
represented in terms of conduct and behavior. 
His final formulation of dementia praecox 
was that it was “a substitution of inefficient 
and faulty attempts to avoid difficulties rather 
than meet them by decisive action.” 

His philosophy of science had the sincere 
quality of humility. I conclude wtih Meyer’s 
statement: e 
Knowledge does not duplicate reality ; it only repre- 
sents it—we have enough to do to organize it. 

8 Kubie, Lawrence S. J. Am. Psychoanalyt. Assoc., 
1:64, Jan. 1953. 
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THE PSYCHIC ENERGY OF FREUD AND JUNG 
WALTER BONIME, M. D., New York Cirv 


From the inception of Freud’s studies 
right through to the work of his followers in 
the present day, the movement of quanta of 
energy remains a primary concept of human 
psychic functioning. 

As early as 1894, Freud was expounding 

a theoretical concept of the mechanisms of 
psychic illnesses depending upon the vicissi- 
tudes of affectual energy behaving in a mare 
ner directly comparable to a fluid electric 
current. As the conclusion of his 1894 paper 
on “The Defense Psychoneuroses,” there is 
the following paragraph: 
I should like finally to dwell for one moment on the 
hypothesis which I have made use of in the exposi- 
tion of the defense neuroses. I mean, the conception 
that among the psychic functions there is something 
which should be differentiated (an amount of affect, 
a sum of excitation), something having all the at- 
tributes of a quantity—although we possess no 
means of measuring it—a something which is capa- 
ble of increase, decrease, displacement and dis- 
charge, and which extends itself over the memory- 
traces of an idea like an electric charge over the 
surface of the body. We can apply this hypothesis, 
which, by the way, already underlies our theory of 
abreaction, in the same [italics mine] sense as the 
physicist employs the conception of a fluid electric 
current. For the present it is justified by its utility 
in correlating and explaining divers psychical con- 
ditions. 

While we no longer speak so freely of 
“charges” that are similar to electricity, this 
early contribution of Freud’s remains a basic 
element in a great deal of psychoanalytic 
theory and practice. We see it particularly in 
the concepts of emotional tension and dis- 
charge, cathexis, and abreaction. His con- 
ception of the effect of past experience on 
present behavior was in terms of the fixation 
of energy charges to mechanically buried 
memories. Correspondingly, the cure of dis- 
torted behavioral responses was conceived 
of as effected by the release (abreaction) of 
such bound quanta of psychic energy. As late 
as 1914, Freud wrote, in his paper “Further 
Recommendations insthe Technique of Psy- 
choanalysis :” 


This working through of the resistances may in 
Practice amount to an arduous task for the patient 
and a trial-of patience for the analyst. Nevertheless, 
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it is the part of the work that effects the greatest 
changes in the patient and that distinguishes analytic 
therapy from every kind of suggestive therapy, 
Theoretically, one may correlate it with the abre- 
action of quantities of affect pent-up by repression, 
without which the hypnotic therapy remained in- 
effective. 


Somatic disturbances, such as the paralysis 
of motor activity, were conceived of in terms 
of inefficient energy charges of certain areas 
of the body. Confused patterns and inef- 
ficient patterns of behavior are consistently 
explained by Freud as vicissitudes in the dis- 
tribution and economy of psychic energy. 

Carl Jung assumed the existence of a 
“psychic energy.” In 1911 Jung challenged 
Freud’s concept of the libido as a specifically 
sexual force, and redefined it as a general 
“life force,” a general “psychic energy.” A 
great deal of time and discussion has been 
devoted to defining the differences between 
Freud's and Jung's concepts of “psychic 
energy,” whereas, until recently, little effort 
has been applied to the examination of the 
common denominator in the thinking of these 
two men: their view that human behavior 18 
determined by the movement of a special type 
of energy. 

The Mois of the existence of e ji 
thing as psychic energy, whether it be c: 
sexual or general, was arbitrary e 
very beginning. In the above quotation f. A 
Freud we see him borrowing from physics, 
“for convenience,” the concept of the fen 
electrical energy. To make an pw T 
the field of physics for convenience a 
the development of new ideas is an aa 
device. But the convenient analogy be ki 
inextricably interwoven in Freud's basic pu 
cepts. He never retraced his steps to. Am 
figurative origin of the psychic 1 fig- 
cept, nor did he ever give it other 4 
urative substantiation. And Jung d 1 
even bother to state the analogy. Freud TH 
Jung both postulated a “psychic ene 
both men based all of their further m us 
on the assumption of the validity o 
mystical force. 


e , we deal 
It is true that whenever in nature we 
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with movement, we are dealing with energy. 
It is true that energy is manifested in animal 
movement in certain ways characteristic of, 
and exclusively pertaining to, highly organ- 
ized matter. In other words, we have an 
energy -pertaining to animal life which we 
designate broadly as physiological. Physio- 
logical energy is involved in all animal func- 
tions—respiratory, motor, sensory, reproduc- 
tive, digestive, excretory—and, of course, is 
involved in the activity of the most highly or- 
ganized matter, the brain, with its relation- 
ships with all the specialized functions. The 
beginnings of the measurement of various 
manifestations of physiological energy had 
been made at the time Freud and Jung were 
developing their theories. These beginnings 
have, of course, since that era developed 
enormously, so that today we have accurate 
Measurement in such forms as metabolic 
tates, electroencephalography, and electro- 
cardiography. To speak of a new kind of 
energy, whether it be described as sexual or 
general, has no scientific basis. We cannot 
establish scientifically the concept of the ex- 
istence or flow of a psychic energy by em- 
ploying the authority of neurophysiology or 
neuroanatomy, by speaking of hysterical con- 
version as the flow of psychic energy along 
bodily innervations. We know full well that 
nervous impulses do flow in a measurable 
and electrical fashion along nerve pathways. 
The use of those pathways for the flow of 
any other kind of energy is as arbitrary an 
assumption as the existence of this new kind 
of energy itself, 

Tn the field of psychiatry we are occupied 
with the dynamics of human beings in their 
relationships with other human beings. These 
dynamics include the whole range of human 
emotional reactions, Emotional experience 
and its interrelated perceptual and conceptual 
experience involves the flow of energy within 
the organism, just as does every other ac- 
tivity. If Mr. A. is in love with Miss B., the 
Sight of her will result jn an increase in 
metabolism, blood pressure, and heart rate, an 
Increased excretion of adrenalin, in perhaps 
a hyper-reflexia and an increased responsive- 
ness of sensory organs, as well as an awaken- 
ing of genital interest. Freudians would re- 
Ject as ridiculous and mechanistic a concept 
that an individual’s emotional response is 
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merely the integrated aggregate of the physi- 
ological mechanisms involved. To describe 
Mr. A.’s infatuation as a “libidinous object 
cathexis” is no less mechanistic. The psychic 
economy concepts involved in cathexis, the 
unifying tendencies subsumed under Eros 
and the disintegrating tendencies subsumed 
under Thanatos, all involve a mythical kind 
of behavior of a mythical kind of energy. 
Certainly there is no basis for regarding the 
coming together of chemical radicals in solu- 
tion to form a salt, of protozoa to form a 
colony, and of men to form social groups, as 
manifestations of the same unifying tendency 
in nature. Such a universalization was a use- 
ful device lending scientific-sounding author- 
ity to an unscientific though imaginative 
hypothesis. 

The concept of psychic energy did not 
evolve from scientific clinical observation, It 
had to be devised because some such idea was 
necessary to lend dynamism to human be- 
havior otherwise conceived in essentially 
static patterns. Concepts of behavior such as 
Oedipal reactions and castration fears are 
static because they represent predetermined, 
inherited constellations, The behavioral re- 
sponses of the individual are not recognized 
as evolving out of his social experiences, On 
the contrary, social experience itself is pre- 
defined in genetically fixed modes of be- 
havioral response, The very essence of the 
instinctual explanation of human activity is 
its reliance upon universal, inherited patterns 
of behavior that do not change from genera- 
tion to generation. With change in human 
activity based upon shifts from one type of 
pre-established behavior pattern to another, 
it was necessary to postulate some mechanical 
force shifting from one mechanism to an- 
other, Freud, as quoted above, indicated the 
derivation of such a concept from the field 
of physics, where one motor mechanism or 
another is activated by electrical energy. He 
conceived of human beings, in their relations 
with one another, as behaving in the same 
way. i 
Human beings were not conceived of by 
Freud as integrated, lieing organisms evolv- 
ing social behavior through social experience. 
He conceived of them, in contrast, as having 
an Oedipal type of reaction, as having the 
penis-envy type of reaction, and of evolving 
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personality in accordance with sexual de- 
velopment that corresponded with shifts of 
psychic energy from one erotic zone to an- 
other. The social behavior of the pubescent 
and adolescent was conceived of as deter- 
mined by revolutionary shifts and changes in 
intensity of psychic energy, or, as it came 
to be more popularly designated, libido. Thus 
it becomes clear that if patterns of behavior 
are genetically predetermined, then dyna- 
mism, which involves change and movement, 
rests not in evolutionary development 
through new expereince but, on the contrary, 
rests primarily on the shifting, among pre* 
established mechanisms, of the activating 
force, psychic energy or libido. 

A dynamic concept of behavior and of the 
evolution of personality involves increasing 
perception, experience, conceptualization, and 
communication, all of which are character- 
istic of the relationships among men. Be- 
cause of the high degree of development of 
the cerebral cortex, its potential for interre- 
lating and correlating data and co-ordinating 
functions, there is recognizable an infinite 
potential for the development of new kinds 
of activities and responses. There is an in- 
finite variety of experience, a constant in- 
crease of experience from moment to moment 
throughout life. Each new experience is in- 
fluenced through the cerebral cortex by all 
of the past experience of the individual. In 
turn, each new experience will influence, 
through the cerebral cortex, the future activi- 
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ties and responses of the individual—so that 
the development of personality is in a real 
sense a continuous process of change and 
development. 

Where constant development and change 
are the essence of the dynamism, such a con- 
cept as psychic energy is totally unnecessary. 

Human beings are qualitatively different 
from all other animals because of the enorm- 
ously superior development of their cerebral 
cortex. This development results in a quali- 
tatively different, much more complicated 
integration of all of the specialized vegeta- 
tive-motor-sensory functions—in conceptual- 
ization and in thought communication 
through language. Man's highly developed 
cerebral cortex results, furthermore, in a 
social existence which is qualitatively differ- 
ent from the group existence of all other ani- 
mal orders. The province of psychiatry is 
the study, and the practical application of the 
knowledge thereby gained, of the nature of 
these new and highly developed social phe- 
nomena. We cannot penetrate to the nature 
of these phenomena by regarding them as 
manifestations of a hypothetical type of 
energy that behaves like the energy of the 
nonhuman, nonsocial science of physics. We 
can build a psychiatric science only if we 
make a correlated study embracing activity, 
thought, feeling, communication, and physi- 
ology of the ways in which human beings re- 
late to other human beings. 


FOUR YEARS’ EXPERIENCE WITH PREFRONTAL LOBOTOMY? 


V. A. KRAL, M. D. anp A. R. ELVIDGE, M.D. 
MoNTREAL, CANADA 


The first bilateral prefrontal lobotomy at 
the Verdun Protestant Hospital was per- 
formed on February 21, 1950. By February 
8, 1954, 100 patients have been operated 
upon. This paper reports some of our ex- 
periences with these patients. Regarding the 
operation itself, the postoperative course, and 
complications, «this report is based on the 
whole material of 100 cases. Evaluation of 
the psychiatric results, however, is based on 
82 cases operated upon between February 
1950 and June 1953. Thus, the shortest ob- 
servation period is 10 months, the longest 
more than 4 years, the average being 2} 
years, 

All patients were suffering from chronic 
mental diseases and nearly all had been 
treated previous to the lobotomy by insulin 
coma or/and electroconvulsive therapy. In 
addition, they had received individual and 
group psychotherapy and occupational ther- 
apy. These forms of treatment, however, had 
not produced any or only short- lasting im- 
provement. 

Recommendation for lobotomy by the 
medical staff was based on 2 main indications. 
Some of the patients were recommended for 
lobotomy when they still possessed good emo- 
tional responsivity, when deterioration was 
absent or minimal, and when the family re- 
Sources were favorable. These patients were 
recommended in the hope of enabling them 
to return to a normal life in the community. 
In Progressed and deteriorated cases, lobot- 
omy was recommended in the hope of freeing 
the patients from their outbursts of violence, 
destructiveness, homi- and suicidal tenden- 
“les, to make them more cooperative and 
Sociable inside the hospital. During the last 
2 years the indication has shifted increasingly 
fo the first group. ° 
. Among the IOO cases here reported were 
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47 men and 53 women. At the time of opera- 
tion the youngest patient was 17, the oldest 
70 years old, the mean age 39.4 years. Dura- 
tion of hospitalization before operation varied 
from 3 months to 37 years with a mean of 
5.9 years. Duration of disease ranged from 
6 months to 39 years with a mean of 10.2 
ears. 

The diagnostic categories are listed in 
Table 2. The schizophrenic group of 76 cases 
comprises 22 catatonics, 19 hebephrenics, 15 
cases of paranoid schizophrenia, 11 simple 
schizophrenics, 5 cases where deterioration 
was so advanced that they could not be classi- 
fied in one of the usual subgroups, and 2 
cases with acute schizophrenic reactions. 

The group of involutional psychoses, 10 
cases, is composed of 4 paranoid psychoses 
and 6 cases of involutional melancholia, The 
manic-depressive group comprises 4 chronic 
depressions, 1 chronic manic psychosis, and 
2 mixed states. All these cases had a history 
of one or more depressive and/or manic 
phases previous to the one for which they 
were operated upon. 

The miscellaneous group comprises 2 or- 
ganic psychoses (1 G. P. I. and 1 senile psy- 
chosis), 2 cases of drug addiction and 3 
severe neuroses, one of them an obsessive 
compulsive neurosis, It should be mentioned 
that one of the cases admitted as drug ad- 
diction did not receive any other psychiatric 
treatment previous to the lobotomy. He be- 
came a morphine addict after a laparotomy 
for an inoperable carcinoma of the pancreas. 


OPERATIVE TECHNIQUE 


Burr holes are placed 14 inches off the midline in 
the coronal plane. The cortical surface is examined 
and cerebral biopsies to a depth of 4 cm are taken 
jn line with the proposed leucotomy section. The 
consistency of the brain is noted. 

"The section is made after palpating the roof of the 
orbit near the lesser wing of the sphenoid bone 
which lies at an average dagth of 7 em. Occasionally 
the tip of the ventricle is punctured with the needle. 

The direction of the section is from the burr hole 
through the center of the hemisphere skirting the 
tip of the lateral ventricle, the wall of which can 
often be felt and is occasionally punctured, to a 
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position in line with a point one-half inch behind 
the fronto-zygomatic suture according to the shape 
of the head, so that the instrument points to the 
lesser wing of the sphenoid or immediately anterior 
to it. 

A maximal coronal section is then made entering 
to a depth of 6 cm and 5 cm and 4 cm in other 
directions. The falx is contacted medially and the 
bone is approached laterally. Gross changes in brain 
consistency can be felt. The instrument used for 
the leucotomy is the No. 1 brain dissector. 


Gross changes on inspection of the me- 
ninges and cortical surface have been noted 
when they are marked. They consist of 
thickening of the pia-arachnoid, opalescenge 
of the meninges, yellowish and dusky dis- 
coloration of the cortex, deepening of the 
sulci. 

Palpation of the brain substance reveals 
changes in consistency, which may consist of 
areas of increased resistance which is some- 
times felt in the lower half of the frontal 
lobe. The tissue about the wall of the ventricle 
can be palpated and sometimes is firmer than 
usual bespeaking a gliosis. 

With one exception all operations were 
performed with general anaesthesia.* Usually 
500 mg of pentothal and 100 units of curare 
were given for induction followed by oro- 
tracheal intubation. Maintenance of anaes- 
thesia was by nonrebreathing technique em- 
ploying 20% oxygen, 80% nitrous oxide 
together with minimal amounts of trichlor- 
ethylene. During anaesthesia an intravenous 
infusion of 5% glucose in water was ad- 
ministered. During the recovery period the 
patient was given nasal oxygen. Recovery 
from the anaesthesia was usually prompt. 

Postoperatively the patient is kept in a 
separate room with a special nurse. The vital 
signs are recorded hourly. Penicillin is given 
routinely for 3 days. Rehabilitation sets in 
practically immediately after the patient 
awakes from the narcosis by habit training 
and stimulating his interests in conversation, 
reading, and encouraging small occupational 
activities like drawing, writing, playing with 
plasticine, and so on. 

Regarding the immediate postoperative 
period the following observations could be 
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made: All patients had an amnestic syn- 
drome with disorientation particularly in time, 
impairment of recent memory, and a circum- 
scribed amnestic gap composed of an antero- 
grade part for a period lasting for several 
hours to 1 day and a retrograde part stretch- 
ing back in some cases over a period of 1 to 
2 days. There was always a strong denial of 
any operation and the dressing was explained 
in a confabulatory fashion. This immediate 
postoperative amnestic syndrome disappeared 
in I or 2 weeks. What remained in nearly all 
patients was the amnesia for the operation 
itself and a short retrograde gap. Some pa- 
tients later on were informed by others about 
the operation and accepted this, others per- 
sisted in their denial, thus indicating a psy- 
chogenic factor in this respect(1). 

All patients showed postoperatively incon- 
tinence for urine, rarely also for feces. This 
incontinence for urine persisted with some 
patients for several days, with others for 
several weeks, in women usually longer than 
in men. Nearly all had increased appetite. 
Most patients had a grasp reflex and all of 
them iterative automatism(2). Whereas the 
former usually disappeared during the first 
week, the latter persisted for many months 
and in some cases can be elicited even after 
2 and more years. 

Apart from these common features com- 
parable to Klein's “invariably present symp- 
toms” (3), the immediate postoperative be- 
havior was different. Forty-three patients 
were pleasant, cheerful, cooperative. They 
answered questions freely although, hi 
of their amnestic syndrome, incorrectly. Ha - 
lucinations and delusions could not be eim 
for several days, although they had bee! 

resent before the operation. ; 

5 Forty-one patients were akinetic. They did 
not move or speak spontaneously. hemos 
and swallowing were extremely slow, 11 
continence very marked, postoperative m 
difficult because of lack of cooperation. 10 
patients answered questions slowly n 
monosyllables. Their emotional condi 
characterized by extreme indifference. en 
condition lasted from 2-8 or 10 days, in 9? 
cases even a few weeks. 

A third group e patients : 
opposite picture. They were re 
fused; iaie and negativistic, some 
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violent. They would not keep the dressing 
on, would leave the bed, and had to be 
sedated. This condition usually lasted for 
several days. 

Two patients remained in coma for 2 and 
3 days respectively. One of these patients 
died ; the other, after coming out of the coma, 
was akinetic for several days. 

Subarachnoid hemorrhage with the clinical 
signs of meningeal irritation—stiffness of 
neck, Kernig’s signs, elevation of temperature 
to 100° and ror? was found in 7 patients. 
Lumbar puncture revealed bloody fluid with 
xanthochromia. This condition cleared up in 
a few days. In contrast to this benign condi- 
tion there occurred one case of staphylococcal 
meningitis in a restless patient who removed 
the dressing and scratched the wounds on the 
scalp. This condition was successfully treated. 
with chloromycetin. 

Generalized epileptic seizures early after 
the operation were noted in 4 patients. The 
Shortest interval was r day, the longest 4 
weeks after the operation. In 2 cases the 
seizures remained limited to the postoperative 
period. In the remaining 2 cases, however, 
other grand mal seizures occurred 10 and 12 
months after the operation. These 2 patients 
therefore had both early and late grand mal 
seizures, 

: Sixteen patients, including the 2 just men- 

tioned, had late epileptic seizures, that is, 
from 6 to 24 months after the operation, Al- 
though a few of our patients had 2 or more 
Seizures in a series when the seizures first 
occurred, the attacks remained isolated and 
Were easily controlled. by anticonvulsive 
drugs. 

The EEG in these cases varied. In one 
case the EEG consultant’s report one day 
after the seizure reads: Considerable slow 
and sharp wave activity in temporal, central, 
and frontal areds bilaterally, more on the 
tight. In another case, also the day following 
a seizure: Record slightly more irregular 
than preoperatively, but still within normal 
limits. 

In all, 18% of our patients developed epi- 
leptic seizures after lobotomy. This percent- 
age is in fair agreement with the observations 
of other workers(4) and closely approxi- 
mates the incidence of epileptic seizures in 
cases of head injury with brain damage(5). 


Neither the immediate postoperative be- 
havior of the patient nor the occurrence of 
postoperative complications, such as sub- 
arachnoid hemorrhage or epileptic seizures, 
had in our observation, any bearing on the 
further course and the eventual result of the 
operation. 

In only a few patients, as in the drug 
addicts and some involutional psychoses, was 
the course after the first postoperative days 
unidirectional. In most of the others, con- 
siderable change of behavior occurred. A pa- 
tient would change his behavior several times 
from placid cooperativeness to restlessness 
and even violence and vice versa. Or he 
might for a time be euphoric and then again 
change to a depressed or anxious condition. 
Hallucinations and delusions would not be 
elicitable for some time only to recur for a 
certain period. It took usually 8 to 9 months, 
in some cases even longer, before a definite 
trend in the patient's course was established 
indicative of the eventual result of the 
operation. 

During this period intensive attempts at 
rehabilitation were carried out. This was 
easier with patients whose relatives could af- 
ford a special attendant who would guide the 
patient in his daily activities, supervise him 
in occupational therapy, accompany him on 
his home visits, etc. For the other patients 
special lobotomy occupational classes were 
formed with remarkable success in some 
cases. This project, however, needs further 
development. A considerable factor even at 
this stage is an understanding and helpful 
family. 

In patients where the lobotomy led to im- 
provement and the psychotic manifestations 
became less manifest, conspicuous changes 
could be observed, primarily in the emotional 
sphere. There is a definite tendency to emo- 
tional indifference and flatness, although the 
degree varies with the individual patients: in 
some, just noticeable; in others, most marked. 
This does not mean, however, that emotional 
reactions are absent in these patients. As far 
as we can judge, in our improved patients 
a stronger stimulus jg needed to produce 
emotional reactions and they are usually 
short-lasting. On the whole an attitude of 

issez faire prevails. 
por is most beneficial in formerly 
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depressed, anxious, and tense patients and 
helps them to adjust and lessens their hallu- 
cinations and delusions. It is on the other 
hand unfavorable in cases where emotional 
flatness is an outstanding feature as in simple 
schizophrenics. 

Connected with the indifference just men- 
tioned is often a lessened control over the pa- 
tient’s drives. The increased appetite has 
been mentioned and some patients, otherwise 
well improved, do not hesitate to satisfy it 
wherever they can. Control over the sexual 
drive is usually but not always better pre- 
served. A man, for instance, made homo? 
sexual approaches to fellow patients and 
masturbated openly explaining simply “he 
felt like it.” It is, however, characteristic that 
the lobotomy patient when reproached for 
his behavior does not argue but tries to obey, 
at least for a while. 

Another change concerns the patient's 
ability to maintain an attitude or set as de- 
scribed by Malmo(6). In some of our pa- 
tients a marked instability is observed. They 
become easily distracted, their interests 
change easily, and it is for a long time difficult 
for the attending staff to keep them on a job 
necessary for their rehabilitation. 

It is understandable that the changes just 
mentioned, the instability, the indifference, 
and a certain loss of control may lead to be- 
havior similar to that observed in unstable 
psychopaths. We actually observed such be- 
havior in 2 of our patients who otherwise 
showed a remarkable improvement and who 
were actually free from psychotic manifesta- 
tions. The interesting problem, why such 
changes are not observed more frequently, 
has been discussed extensively by Hoch(7). 

With regard to intellectual functioning, we 
can confirm the results of a previous study (1) 
that lobotomy per se does not produce a 
permanent memory defect. After the im- 
mediate postoperative amnestic syndrome dis- 
appeared the patients showed memory func- 
tions in the normal range or at least no worse 
than could be expected considering their psy- 
chotic condition. 

The process of thinking was influenced by 
the lobotomy indirectly and was parallel to 
the changes produced in the patient's emo- 
tionality. Where retardation was present and 

the associative process slowed down before 
the operation as part of a depressive psy- 


chosis, this sign improved considerably. The 
opposite occurred in a manic state with 
flights of ideas where the stream of associa- 
tions became decreased. Blocking, too, was 
favorably influenced and disappeared in some 
patients completely. Schizophrenic incoher- 
ence of thought on the other hand, when 
present before the operation, does not im- 
prove; although the patient may show less 
pressure of speech and the symptom may be- 
come less conspicuous. The statement of 
some workers(7) that lobotomy fer se leads 
to impairment of integration of thought can 
not be confirmed on the basis of our observa- 
tions. 

The content of thought was influenced also 
by the effect of the operation on the emo- 
tional state. There was a certain lack of mo- 
tivation, an inability to plan and to maintain 
a goal. On the other hand, where tension, 
anxiety, and depression decreased or disap- 
peared following the operation, delusions and 
hallucinations became less conspicuous or 
disappeared. When, on the other hand, the 
emotional changes were not improved or 
when anxiety and tension returned, delusions 
and hallucinations again emerged. 

It would seem, therefore, that lobotomy 
affects primarily the emotional sphere. The 
general behavior and thinking, as far as form 
and content are concerned, are influenced 
only indirectly. 

As mentioned above, the report on the 
practical results of the operation is based on 
the 82 cases operated upon from February 
1950 to June 1953. From these 82 patients, 
21 (2596) were discharged from hospital. Dis- 
charge, however, does not seem an adequate 
criterion for rating the therapeutic results. 
A number of practically recovered opas 
patients are still in hospital but cannot ple 
discharged because of their unfavor er 
family and social situation? There até 7 
the other hand, among our discharged pa 
tients, some who are not able to 1 8 
themselves by their own work and Ser i 
pendent on their family resources which 10 75 
pen to be favorable. We have, her 
chosen to rate the degree of improvement ^. 
the basis of the clinical picture and social F 
justment, including the working c. 
regardless of whether the patient 19 $ 
hospital or not. 


We have divided our results into 4 grades: 
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“Social recovery” is considered to be pres- 
ent when the preoperative psychopathology 
is not in evidence, when the patient is sociable 
and able to work and to support himself. 
This grade of improvement is indicated by 
+++ in the accompanying tables. Im- 
provement is considered “satisfactory” when 
the patient is sociable, cooperative, and capa- 
ble of working in, and still dependent on, a 
sheltered environment. This improvement 
is indicated by +/+. “Clinical improve- 


ment,” indicated by +, is considered present 


when the main behavior disorder for which 
the lobotomy* was performed, for instance, 
homicidal or suicidal attempts and/or de- 
structiveness, have disappeared but the pa- 
tient does not show any considerable change 
in his psychopathology. Finally, “no im- 
provement,” indicated by —, is considered 
present when no change in the patient’s 
psychopathology and behavior is observed 
after a long observation period. Our long- 
term results are presented in Table 1. 

On the whole, 74.4% of our patients de- 
rived some benefit from the lobotomy rang- 
ing from clinical improvement to social re- 
covery. These results compare well with 
those of the British Control Board(8) and 
with the figures published by American 
workers (9, 10). The results were better 
with female patients than with male. From 
the former 85.7% (36 out of 42 patients) 
were benefited by the operation, from the lat- 
ter only 62.5% (25 out of 40 patients). This 
difference prevailed also when the different 
rates of improvement were compared. This 
is in line with the observation of other 
authors (4). 

The age of the patients at the time of 
operation did not seem to influence the long- 
term results significantly. Statistical evalu- 
ation showed no significant differences in the 
results achieved, neither when improvement 
as a whole nor when the different degrees of 
improvement were compared for the differ- 
ent quinquennial groups from 20 to 70 years. 


TABLE 1 
Result ch Percentage 

Social recover) 2 15 18.3 
atisfactory improvement 17 208 
inical improvement... 29 35.3 
No improvement 7 20.8 
Died shortly after the operation. 2 24 
Died 4 weeks after the operation. 2 24 
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Before discussing the results achieved 
with the different disease types, a few words 
are needed regarding the postoperative mor- 
tality. Two patients died 3-4 days after oper- 
ation. The immediate postoperative mor- 
tality is 2.4%. Ziegler(9) mentions 1.9%, 
the British Control Board 3%. 

One of these cases has been mentioned 
before. It was a schizophrenic patient, 37 
years old, who died 13 days after the opera- 
tion. Autopsy showed, in addition to the 
lesions in the frontal lobes caused by the 
lobotomy, serosanguinous fluid covering both 
ehemispheres, and in the lungs, hepatization 
of the right middle and upper lobes, and a 
bronchopneumonia in the left lower lobe. 

The second postoperative death occurred 
in a man of 55 with involutional psychosis, 
paranoid type, and hypertension, who died 3 
days after the operation. Autopsy showed, 
apart from the bilateral encephalomalacial 
areas, a moderate diffuse subarachnoid 
hemorrhage, and acute bronchopneumonia in 
all lobes, hyperemia and edema of the lungs. 

Two deaths occurred several weeks after 
the operation. The first, a woman of 49 
years, died a month after the lobotomy with 
the clinical signs of an acute gastric dilata- 
tion. Autopsy showed that the stomach filled 
the entire peritoneal cavity. It contained 
4,000-5,000 c.c. of altered food. Numerous 
superficial erosions were found in the gas- 
tric mucosa, particularly in the fundus. The 
duodenum was also dilated. This seems to 
be of interest in connection with the neuro- 
genic production of gastro-intestinal ulcera- 
tion. 

The second case, a man of 46 years suffer- 
ing from schizophrenia, catatonic type, died 
4 weeks after the operation. Autopsy showed 
a bullous dermatitis and a bilateral broncho- 
pneumonia. It is questionable whether this 
death has any connection with the operation 
unless one assumes that the patient was al- 
lergic to the penicillin given routinely after 
the operation, which may have caused the 
dermatitis. 

There were 5 other deaths which, how- 
ever, occurred several months to 2h years 
after the operation atid were due to incidental 
causes. These patients are graded with the 
others regarding their postoperative 1m- 
provement. 

Synopsis o 


£ the results achieved with the 
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different disease entities is presented in 
Table 2. Some explanatory remarks may 
seem in place regarding this table. 

The fact that quantitatively, the least im- 
provement was achieved with the manic-de- 
pressives as a group may be due to the small 
number of patients. It should be mentioned, 
however, that among the 18 patients not re- 
ported for long-term evaluation, there were 
2 manic-depressives. One of them has been 
discharged in the meantime classed as a 
“social recovery." 

Among the group of involutional psy- 


choses 5 were melancholic and 3 paranoid, 


types. Three social recoveries” were 
achieved with the melancholic subgroup and 
2 showed "clinical improvement.” In 2 
of the cases with social recoveries there oc- 
curred short-lasting manic phases several 
months after operation. The 3 paranoid pa- 
tients of this group did not do so well. There 
was only one patient with “clinical improve- 
ment,” one remained unchanged, and one 
died. 

In our miscellaneous group, the 2 organic 
psychoses, namely, one case of dementia 
paralytica and one senile psychosis with 
severe depression, did not improve after the 
operation, Two cases of drug addiction, on 
the other hand, were completely freed from 

their addiction, One case of obsessive com- 
pulsive neurosis and one case with severe 
hysterical reactions achieved "social re- 
. covery." 

- Our largest group, comprising 62 cases of 
schizophrenia, gave the following results: 6 
of 8 patients with “social recovery” are dis- 
charged; 3 of 14 with "satisfactory improve- 
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TABLE 2 
No. of cases Results 
^. B shin 
j F : 
ee + El 
Diagnosis É ge X $ H -- Š 
Schizophrenia... 76 62 8 IS 24 12 3 
Involutional 

psychosis .... 10 8 3 — 3 1 1 

Manic depres- NUN 
MVO eee S5 — 2 1 2 — 
Miscellaneous 7 F„FCͤᷣ ́ qᷣ 1 2 
Toten 100 82 18 17 gm 17 $^ 
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ment" are discharged, 11 working i 
tal; 25 schizophrenic patients are 
as "clinically improved." The main b 
disorder indicating operation disa 
and the patients became manageable 
their violent and destructive tendenc 
all, 75.8% of our schizophrenic pati 
rived some benefit from the operation; 
not improve, 3 died. 

Contrary to the observations of 
workers(11), detailed analysis of 
terial did not furnish statistically 
differences between the results achie 
the usual clinical sub- groups. 

With regard to the duration of the 
in the schizophrenic group, the folloy 
servations could be made. The great 
ber of negative results and of cases “ 
improved” occurred among the patients 
had been sick for more than 10 years, 
2 cases with a duration of less than 
gave results classified as “social reco: 
One of them is living and working in the 
munity. It would seem that the di 
of the schizophrenic process is of so 
portance for the eventual result of the 0 
tion and that the latter, if contempla! 
all, should not be postponed too long. 

This is, perhaps, borne out by the 
findings which could be made in a nt 
of cases during operation and whid 
recorded in the operation records. 
findings compared with the psychiatri 
sults form the basis of Table 3. In 
cases, the meninges, the cortex, and 
structures of the brain were found 
In 14 others there was some abnorm: : 
the meninges such as opalescence 0} 
arachnoid, toughness of the pia usually 
nected with a deep subarachnoidal sp 
no direct indication of cortical anome 

Direct indication of cortical atrop! 
yellowish to dusky brownish discolorat 
the cortex, narrowing of the convo 
and widening of the sulci was fo 
cases. These findings were usually cot 
with some of the meningeal anoma 
tioned above. 

In 15 cases, areas of increased 
in the depth of the frontal lobes and e 
ment of the ventricles were found att 
preted as indications of deep 


1955] 


atrophy. Meningeal and cortical changes 
were present in most of these cases, 

It would appear from Table 3 that in- 
creasing pathology, particularly indication of 
deep cerebral atrophy, is somehow related 
to increasing age and duration of disease. 
Furthermore, with increasing pathology the 
percentage of postoperative seizures increases 
whereas the percentage of “social recovery” 
drops. Cortical atrophy would appear less 
detrimental in both respects than indication 
of deep cerebral pathology. We are present- 
ing these interesting results without,further 
comment. Further observations by experi- 
enced neurosurgeons are needed to confirm 
or refute them. 


CONCLUSIONS 


On the basis of our observations, it may 
be said that bilateral prefrontal lobotomy has 


5 We do not report in this paper on the biopsy 
specimens which were taken in every case, How- 
ever, removal of biopsy specimens reveals changes 
in cerebral consistency. They may show a "brittle" 
or an "elastic" tendency. They may remain of the 
same diameter, or may enlarge slightly, though this 
is not necessarily related to cellular swelling. An 
effort is made to use the same amount of traction 
in removing the specimens for all cases, and with 
identical techniques. The specimens are dropped 
from the brain immediately into fixative. The pri- 
mary purpose of the cerebral biopsy is to check for 
any abnormality which may be present but especially 
for oligodendroglial swelling which was discovered 
at this institution and reported in 1938 (12). Al- 
though the technical difficulties of interpretation are 
great in more than 30 cases so far reviewed, it does 
Seem possible to suspect swelling in 22 cases and it 
is practically certain in 12 cases. Sometimes associ- 
ated with this change the nuclei of the oligodendro- 
glial cells are pyknotic. The question of artefact has 
to be constantly kept in mind. 


TABLE 3 


MATERIAL GROUPED ACCORDING TO GROSS 
PATHOLOGY FOUND AT OPERATION 


kj 
* 
i gi 
s 
«a HH OM 
Type of pathology 82 LE £38 bs +E 
No pathology or 4 
only meningeal 
changes 41 362 88 146 235 
Indication of corti- 
cal atrophy .... 44 39 13 15 OE 
Indication of deep 
cerebral atro- 
bhy Seva 15 416 135 333 77 
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proved a useful tool in the treatment of many 
cases of chronic mental disease where con- 
servative treatment has failed. There is no 
indication, however, that the operation really 
cures the patient’s disease. Rather it seems 
to produce a new emotional equilibrium on 
the basis of which he can function more sat- 
isfactorily. This advantage is balanced by 
certain disadvantageous personality changes. 
Operation should, therefore, be recom- 
mended only when the patient is still capable 
of emotional reactions, when his thinking is 
not incoherent, and when the prepsychotic 


history does not indicate a psychopathic per- 


sonality. Another important factor is the 
presence of adequate family resources which 
would enable the patient to complete his post- 
lobotomy rehabilitation outside the hospital 
and provide the necessary guidance in the 
beginning of a new life in the community. 
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DEATH FROM LOWER NEPHRON NEPHROSIS COMPLICATING 
ACUTE CATATONIC EXCITEMENT 


A Case REPORT! 
ALFRED J. GIANASCOL, M. D. San Francisco, Caur. 


The term “exhaustion syndrome” has been 
applied by Shulack(1) to the sequence some- 
times encountered in hyperactive psychotics, 
usually schizophrenic or manic-depressive, in 
which sustained motor and mental excitement 
for 2 to 24 days is succeeded by weight loss, 
hyperpyrexia, signs of shock, and usually, 
death. Postmortem findings usually are in- 
adequate to account for death. 

In 1944, Shulack(2) reviewed the liter- 
ature and found 403 deaths reported due to 

‘this syndrome, but no recoveries. At that 
time, he reported 2 recoveries and in 1946, 
7 more(1). 

Consideration was given to possible factors 
implicated in the pathogenesis of this syn- 
drome in Shulack's review(1) including: 
vagal hypertonia ; psychic and emotional ten- 
sion ; toxemia from lactic acid, histamine, and 
a histamine-like substance; sodium loss; 
acidosis; and sudden atony of the nervous 
System. 

Vagal hypertonia has not been established 
as an unequivocal feature of any psychotic 
state, and until adequately demonstrated any 
evaluation of its role in this syndrome must 
be held in abeyance. 

The presence of an excess of lactic acid 
and the other factors included under toxemia 
has not been demonstrated in this syndrome ; 
but even if established, its role would be 
difficult to assess. 

The consideration of psychic and emotional 
tension contributing to the syndrome is apro- 
pos; but the sequellae are still ill-defined. 

Sodium loss was suggested by Shulack(1) 
as occurring in these patients via the profuse 
perspiration accompanying the hyperactivity ; 
but as yet there are no clinical data to sub- 


1 Presented at the annual meeting of the Medical 
Society of Saint Elizabeths Hospital, Washington, 
D. C., April 27, 1954. 5 

2The Langley Porter Clinic, Department of 
Mental Hygiene, State of California, and the Uni- 
versity of California School of Medicine: Psy- 
chiatry, San Francisco, Calif. 
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stantiate or deny the existence of a sodium 
deficit in such patients. According to Grune- 
baum and Altschule(3), the sodium concen- 
tration of sweat is above normal for most 
psychotic patients ill more than 3 years; but 
in those ill less than 3 years, it may be either 
normal or high. The likelihoód of sudorific 
sodium loss in the face of a negative sodium 
balance, however, warrants further investiga- 
tion because of the possibility that the tubules 
of sweat glands resorb sodium(4) as do the 
renal tubules under the regulation of the 
adrenal corticosteroids. 

Another possible mechanism for the de- 
velopment of a sodium deficit in hyperactive 
psychotics might stem from an initial in- 
adequate intake during the period of food re- 
fusal with subsequent tube feedings using 
fluids hypotonic in sodium. To date, how- 
ever, no adequate assessment has been made 
of the electrolyte patterns encountered in pa- 
tients manifesting the exhaustion syndrome; 
any discussion is therefore conjectural. 

Sudden circulatory atony has been de- 
scribed in these patients; but not dire 
ated from the peripheral vascular collapse o 
shock which may occur after severe dehy- 
dration and electrolyte disturbances. Lewis 
(5) has described a hypoplasia of the circula- 
tory system in hebephrenic and catatonic 
schizophrenics and observed that their a 
latory system lacked the ability to react bY 
compensatory hypertrophy when the situation 
demanded; no studies, however, have o 
made to my knowledge indicating any à 
normalities of the acute vasomotor response? 
of psychotic patients. 

Shalack's c of 7 patients who Ud 
covered from the exhaustion syndrome di 
cluded no significant abnormalities of na 
following blood or plasma chemist 
nonprotein nitrogen, urea nitrogen, Fo 
atinine, sugar, chlorides, and carbon ai 
oxide combining power. No mention s 
made of urinary output, and the amour a 
treatment administered before the bloo! 
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chemistries were done is not too clear; but in 
most cases, treatment apparently preceeded 
the determinations, 

Aronson and Thompson(6) reported 2 
cases of acute catatonic excitement; one pa- 
tient died during a period of voluntary apnea 
(a feat difficult to conceive because of the 
reflex control of respiration when conscious- 
ness is lost) and the other recovered after 
manifesting the syndrome of lower nephron 
nephrosis(7). In the latter case, chemistries 
revealed azotemia, decreased serum carbon 
dioxide combining power, normal serum cal- 
cium, and normal plasma proteins during the 
oliguric phase of the syndrome. 

The inadequacy of postmortem studies in 
revealing the cause of death in the exhaustion 
syndrome suggests the problem is essentially 
an antemortem pathophysiology and the case 
of lower nephron nephrosis described by 
Aronson and Thompson indicates one mode 
in which this may occur. Although the ex- 
haustion syndrome may include a heterogene- 
ous group of disorders, the following case 
of acute renal insufficiency is described to 
emphasize the profound electrolyte and acid- 
base disruption which may follow acute cata- 
tonic excitement complicated by lower neph- 
ron nephrosis. 


CASE REPORT 


A 43-year-old white male was readmitted to 
Saint Elizabeths Hospital in acute catatonic excite- 
ment. During a previous admission 14 years be- 
fore, he was diagnosed as having dementia precox, 
catatonic type, with some manic features and dis- 
charged as improved after 3 years. 

dmission examination revealed no physical ab- 
normalities and a blood pressure of 120/84 with a 
pulse rate of 88 was recorded. Blood serologic test 
Íor syphilis was negative. He was incoherent, 
yperactive, combative, confused; and refused 
nourishment and fluids, requiring seclusion and 
tube feedings. 

Eight days after admission to the psychiatric 
Service, he became stuporous and depressed, Was 
examined and transferred to the medical unit "in 
Shock" Here physical examination revealed a 
hoarse, moderately obese male lying quietly in bed. 
Positive physical findings included a rectal tempera- 
ture of 100°, a blood pressure of 80/60, pulse of 122, 
and respiratory rate of 16. A papular dermatitis 
Over his lower back was described, signs of de- 
hydration were noted, and coarse rales were heard 
3t both lung bases posteriorly. Admission labora- 
py data included a negative chest x-ray, a re 

ood count (RBC) of 64 million, and a white 
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blood count (WBC) of 34,000. A catheterized 
urine specimen revealed no sugar or albumin 
present. 

Initial treatment consisted of 500 c.c.’s of plasma 
intravenously followed by 5% glucose in physio- 
logic saline. Within 3 hours, his blood pressure 
stabilized at 120/70. Penicillin was started intra- 
muscularly and a culture was taken of a skin 
lesion—reported the next day as containing proteus 
vulgaris and diptheroids. An indwelling catheter 
was maintained and the total daily urine output 
measured with a mixed sample taken for urine 
chloride determination. 

The second day of hospitalization, his tempera- 
ture was 102° rectally and other vital signs were 
unchanged. He remained semicomatose. Urine out- 
«put for the preceeding 18 hours totaled 935 c.c.'s 
and a large amount of blackish liquid stool had 
been passed (positive for occult blood). Stool cul- 
ture was done and reported later as pseudomas 
aeruginosa. Blood typhoid-paratyphoid agglutina- 
tions were normal and blood bromide determination 
was negative. RBC was 4.4 million and urinalysis 
showed one plus albumin, negative sugar, negative 
acetone, and bacteria on microscopic examination— 
cultured and reported later as colon bacilli, Urine 
chloride excretion was 2.4 grams of chloride per 
liter (expressed as sodium chloride). 

Blood chemistries included: blood nonprotein 
nitrogen (NPN) 187 mg %, venous plasma carbon 
dioxide combining power 20.5 milliequivalents per 
liter (meq/t), and plasma chlorides 120 meq/r. 
Tt was thought he was in metabolic acidosis with 
compensatory hyperpnea and azotemic from im- 
pending lower nephron nephrosis following shock. 

Treatment the second day consisted of tube feed- 
ings of milk and parenteral fluids including 1 liter 
of Hartman’s solution, 2 liters of 5% glucose in 
water, and 1 liter of 5% glucose in physiologic 
saline. 

On the third day, vital signs remained the same 
and clinically the patient was unchanged but the 
urine output for the preceeding 24 hours fell to 
265 cc's. | 

Laboratory data the third day included: NPN 
150 mg%, plasma proteins 8.6% with 3.7% albumin 
and 4.9% globulin, serum calcium 6 mg% (re- 
peated), serum inorganic phosphates 68 mg%, 
arterial plasma PH 7.355, arterial plasma carbon 
dioxide content 15.4 mEq/1?, and calculated arterial 
partial pressure of carbon dioxide (pCOs) was 
26 mm of mercury. These findings indicated a 
severe renal insufficiency and confirmed the pres- 
ence of metabolic acidosis which had progressed 
but was fairly well compensated for by hyperpnea. 

A KUB x-ray was taken and the kidney shadows 
were visualized fairly well and appeared normal. 
There was no evidence of nephrocalcinosis, radio- 
opaque calculi, or osteomalacia of the spine or pel- 
vic bones. e i 

Urinalysis the third day revealed no change in 
the previous findings except that the specific grav- 
ed to be 1.008 in spite of the obliguria, 


ity was not 
pi chloride excretion had decreased to 1.6 mg/1 
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and a urine calcium estimate (Sulkowitch) revealed 
a qualitative decrease in calcium excretion. 

From this time on, treatment centered about a 
regimen of fluid restriction to the amount lost via 
urine, diarrhea, and estimated insensible loss. Al- 
though a severe hypocalcemia was present, there 
was little evidence of neuromuscular irritability, the 
Chvostek sign was negative, and the patient re- 
mained semicomatose. 

During the fourth hospital day, the patient's 
temperature rose to 105? rectally, tacycardia per- 
sisted, and he became more tachypneic with a res- 
piratory rate of 50. There were no signs of cardiac 
failure and the lungs were clear on auscultation. 
Urine output for the preceeding 24 hours totaled 
400 cc's and had a decided pink color which was 


unexplained, as a benzidine reaction for occulte 


blood was negative as was a test for porphyrins. 
Urinalysis revealed one plus albumin and no red 
cells were seen. Urine chlorides remained 1.6 
gm/r. RBC was 3.7 million and WBC 17,800. 

Laboratory data the fourth day included all tests 
performed the previous day and there was no sig- 
nificant change with azotemia, hyperphosphatemia, 
hypocalcemia (6.4 mg%) and metabolic acidosis all 
continuing. 

Fluid restriction was continued and aureomycin 
started via gastric tube. It was thought he was 
entering terminal renal insufficiency. 

On the fifth hospital day, he continued oliguric 
and died that afternoon. Urine output for the last 
6 hours totaled 28 cc’s. Vital signs remained the 
same except for a drop in temperature that morn- 
ing to 102° rectally. 

Antemortem studies that day included: RBC 
3.3 million, WBC 23,600, blood glucose 124 mg%. 
There was no significant change in the NPN, 
venous plasma carbon dioxide combining power, 
plasma chlorides, serum calcium, and serum inor- 
ganic phosphates. Urinalysis remained as before 
with a chloride concentration of 1.6 gm/1. 

Serum and urine specimens had been saved each 
day for sodium and potassium determination pend- 
ing installation of a flame photometer; but they 
yug inadvertently lost before facilities were avail- 
able. 


AUTOPSY FINDINGS 


On external examination, the only significant 
finding was a fairly copious flow of yellowish ma- 
terial from the nostrils when the body was turned 
on one side. 4 

Gross findings included moderate congestion of 
large pial vessels in the brain, moderate dilatation 
of the heart, a trace of edema in the larynx and 
lungs with the latter appearing moderately cyanotic. 
Kidneys appeared normal except for pale paren- 
chyma. No significant abnormalities were noted in 
the digestive system except for slight pallor of the 
liver. Lymphatic and endocrine systems appeared 
healthy. 

Section of the brain revealed normal structure 
and the only abnormality was congestion of the pia 
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arachnoid and parenchyma, particularly in each 
thalamus. 


Histologic study of the brain was limited to the 
midbrain® where an increase of astrocytes was 
noted in the inferior colliculi, the dorsal tegmen- 
tum, and focally in the substantia nigra. Fibrillary 
gliosis was prominent around the aqueduct and 
peripherally. Edema was noted in each locus niger 
and loss of pigmented nerve cells on one side. In 
the dorsal tegmental area many of the neurons 
showed central chromatolysis. 

Microscopic examination of the kidney at first 
glance under low power showed no gross architec- 
tural changes. Higher magnification however 
showed findings similar to those described in lower 
nephron nephrosis(7). No significant abnormalities 
were present in the glomeruli and pathology was 
most marked in the lower nephron with shrinkage 
of the epithelium and defective epithelial staining. 
Most prominent was the presence of casts and 
amorphous concretions, most having a pale brown 
color. Some however were colorless or hyaline 
and a few granular casts were seen. These find- 
ings were noted in some proximal tubules but to à 
lesser degree. A few hyaline casts were also noted 
in the collecting tubules. 


COMMENT 


This patient's hyperactivity with his re- 
fusal of fluid and food entailed dehydration 
and renal insufficiency coupled with shock. 

The acute renal insufficiency progressed 
and oliguria developed perhaps because of the 
diffusion of a glomerular filtrate across 
tubules damaged by anoxia with resorption 
into the peritubular capillaries. Another pos- 
sible mechanism for the oliguria might be an 
increased pituitrin secretion following anoxia 
of the posterior pituitary-hypothalamic path- 
ways, a factor however unlikely to produce 
an oliguria with a low specific gravity. The 
blockage of renal tubules by casts or precipi- 
tated pigments is generally considered a rela- 
tively unimportant factor in producing oli- 
guria(7, 10) for it has been repeatedly 
observed that spontaneous diuresis in this 
syndrome is not accompanied by any out- 
pouring of casts or cellular debris. i 

The role of acidosis and electrolyte dis" 
turbances in abetting this renal malfunction 


is not established. The marked hypocalcemi? 
C 

3 Autopsy was performed by Karl Langenstrassy 
M.D. Brain More and neuropathologic studie, 
were done by Meta Neuman, M.S. A e red 
the renal histopathology was done by Dr. ity 0 
Toreson, Department of Pathology, Univers! 
California, School of Medicine. 
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in this patient was not associated with signs 
of neuromuscular irritability. Tt is possible 
that this was due to retention of potassium, 
phenols, and magnesium with their depres- 
sant effect. The pH shift was so slight that 
the increase in ionization of calcium was 
probably negligible. 

Of interest was the “fixed urine chloride” 
excretion which paralleled the fixed specific 
gravity the last 3 days of illness. 

Unfortunately sodium, potassium and 
magnesium determinations were not done 
and their role in this syndrome remains to be 
defined as doés the importance of possible 
neurogenic factors. 

The causes of death in the acute exhaus- 
tion syndrome may be varied; but as pre- 
viously noted, the paucity of postmortem 
findings suggests an antemortem explanation 
although this case report includes postmortem 
changes in the kidneys which corroborated 
the clinical diagnosis. 

Although no organized study has been 
made, it is worth mentioning that other cases 
of catatonic excitement have been admitted 
to the medical service in less severe renal in- 
sufficiency with dehydration and have re- 
sponded to appropriate fluid and electrolyte 
replacement. The sequence of inadequate 
fluid and electrolyte intake with hyperactivity 
and dehydration leading to a renal insuffi- 
ciency with azotemia and metabolic acidosis 
has been recognized by the medical depart- 
ment at Saint Elizabeths Hospital but this 
is the first case studied in some detail which 
progressed into an irreversible lower nephron 
nephrosis. 

The importance of precluding such a pro- 
gression of pathophysiology before shock 
and renal anoxia produce an irreversible syn- 
drome is obvious; and this case emphasizes 
the necessity of anticipating such a disturb- 
ance with a close surveillance of the hydra- 
tion, nutrition, and electrolyte balance in any 
hyperactive agitated psychotic patient partic- 
ularly if food and fluids are refused. 

The sooner such hyperdctivity is controlled, 
the less probable such complications become; 
and, at present, electroconvulsive therapy, 
sedation, and physical restraint are utilized 
to accomplish this. 

Sedation in such patients is sometimes dif- 
ficult and they seem “resistant” to dosages 
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of barbiturates or paraldehyde successful in 
normal individuals. The use of 5 or 10 cc’s 
of ethanol via an intravenous drip of 5% 
glucose in water or physiologic saline has 
often been quite satisfactory on the medical 
service of Saint Elizabeths Hospital. I have 
also used a 1% (by volume) solution of par- 
aldehyde in 5% glucose in water or physio- 
logic saline by intravenous drip with success 
in such patients. The use of physical re- 
straint may be necessary initially and cold 
sheets packs may be quite effective. 

Apropos of electroconvulsive therapy, it is 
interesting to note that it was unsuccessful 
in producing a grand mal convulsion in one 
of Aronsen's(6) patients and in a patient of 
Goodman(11) to be described below, both of 
whom were developing lower nephron neph- 
rosis. Such therapy however is now com- 
monly used to reduce the hyperactivity of 
agitated psychotics, supplanting the acute 
excitement with a “shock syndrome.” 

Goodman (11) reported 2 fatalities from 
lower nephron nephrosis following ECT. In 
his first case, the patient was refractory to 
electroconvulsive treatment although 5 at- 
tempts were made to produce a grand mal 
convulsion, Although clinical and laboratory 
study of the patient was scantily described 
before frank renal insufficiency supervened, 
the patient was agitated, hyperactive, and de- 
hydrated. The clinical course of the case, 
a 31-year-old male resembles that of the case 
reported in this paper in many details in- 
cluding the pustular body rash, loose stools, 
hypotension on admission to the medical 
service, and leucocytosis without obvious ex- 
planation, The patient also progressed to a 
fatal renal insufficiency with anuria and au- 
topsy revealed the characteristic renal histo- 
pathology of lower nephron nephrosis. 

Goodman's(rr) second patient received 
only one electroconvulsive treatment and it 
produced a grand mal convulsion. This pa- 
tient was hyperactive and 7 days after admis- 
sion (2 days after the ECT) was transferred 
to the medical service with dehydration, diar- 
rhea, tachycardia, but, in contrast with the 
first, was normotensive. Three days later a 
progressive renal ifüsuffiiency developed, 
ierminating in a uremic death with renal 
pathology consistent with a diagnosis of 
lower nephron nephrosis. 
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The indictment of electroconvulsive ther- 
apy by Goodman(11) as being the factor 
responsible for the development of lower 
nephron nephrosis in these cases was incon- 
clusive; and the sequence of pathophysiology 
may have been similar to that in the case 
described in this paper with no relation to 
the electroconvulsive therapy. 

The 2 patients refractory to electroconvul- 
sive therapy both developed lower nephron 
nephrosis and possibly already had renal in- 
sufficiency secondary to dehydration with de- 
creased blood volume, decreased glomerular 
filtration rate, and renal anoxia, at the time, 
such treatment was attempted. One might 
further conjecture that retention of magne- 
sium, potassium, and phenols—all of which 
act as neuromuscular depressants—may have 
been a factor in the failure of electroshock. 
The literature on this syndrome, however, 
already includes adequate speculation with a 

. disparate amount of biochemical and clinical 
documentation, 


SUMMARY 


I. A case of acute catatonic excitement 
terminated by fatal lower nephron nephrosis 
is described. 

2. The importance of anticipating and pre- 
cluding such a progression of pathophysi- 
ology is emphasized. 

3. Available studies on the fluid, metabolic, 
and electrolyte balance of such hyperactive 
psychotic patients are minimal and await 
further elucidation. 


ADDENDA 


After this paper was prepared, reserpine and 
chlorpromazine appeared and seem a promising 
adjunct in the treatment of psychotic excitement 
states, 
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NEUROSURGICAL CONDITIONS MASQUERADING AS 
PSYCHIATRIC DISEASES 


WILLIAM R. CHAMBERS, M. D., ATLANTA, Ga. 


The neuropsychiatrist is the neurosur- 
geon’s best friend. He not only has the train- 
ing and experience to recognize intracranial 
space-taking lesions when he sees them, but 
he saves the neurosurgeon from many need- 
less mistakes by a friendly restraining hand 
at the proper moment. The present popularity 
of the psychospmatic approach, however, has 
tempted many not fully trained and qualified 
to attempt psychiatric diagnoses, diagnoses 
that are maintained sufficiently long to en- 
danger the outcome of the patient. Redlich, 
Dunsmore, and Brody(1) have shown that 
in roo brain tumors, “in no case were they 
referred directly by general practitioners in 
the community.” Indeed, 12 of the 100 were 
considered an “emotional disorder,” and of 
20, it was said there was “nothing wrong.” 

When 128 consecutive patients with 
proved intracranial neoplasms seen at the 
Ochsner Clinic were reviewed by Soniat(2) 
more than one-half were found to have had 
psychiatric symptoms on admission. Tumors 
of the frontal lobe were especially apt to 
cause subtle peculiarities in the patient’s per- 
sonality, while those in and about the tem- 
poral lobe elicited hallucinations. Ball-valve 
tumors of the third ventricle causing head- 
ache quickly relieved by changing the posi- 
tion of the head were sometimes mistaken for 
hysteria, while tumors involving the floor of 
the third ventricle resulted in hypersomno- 
lence, sometimes called narcolepsy or even 
simple depression. Gates, Kernohan, and 
Craig(3) found in 104 cases of brain abscess 
that psychiatric-like symptoms occurred in 
24% and were only exceeded in incidence by 
headache. Shapiro and Peyton(4) ina study 
of spontaneous thrombosis of the carotid 
artery, write: “The patient may be a psychi- 
atric problem. In some instances the picture 
of a psychoneurosis characterized by neu- 
rasthenia and anxiety may be present. In 
others the picture is one of a depression." 

Brock and Wiesel (5) found psychotic 
symptoms masking brain tumors such as 
“agitated depression,” “schizophrenia,” and 


*involutional psychosis.” Temporary im- 
provement was noted even under electric 
shock therapy. In a study of brain tumors of 
the temporal lobe, Strobos(6) found 7 who 
had personality changes of marked degree 
and one had personality changes without 
papilledema. Mock(7) noted mental changes 
such as depressive melancholic states, with 
@elusions of persecution, followed in some 
instances by untidiness and soiling, in sub- 
dural hematoma. 

An increasing number of cases reported in 
the literature, as well as many from the 
author’s experience attest to the acuity which 
must be used by the examiner in distinguish- 
ing the neurosurgical disease. There is the 
report of Oppler(8) of “manic psychosis in 
a case of parasaggital meningioma” which 
disappeared after operation. Lichtenstein (9) 
has reported a case suspected of being a ten- 
sion headache which was discovered to be 
a meningioma of the posterior parietal area. 
Friedman, Brenner, and Merritt (ro) report 
the case of a nurse who was dissatisfied with 
her job and who was living under consider- 
able emotional tension both because she dis- 
liked her stepfather and because the family 
disapproved of her fiancé. Her only symp- 
tom was headache, and her only neurological 
finding was enlarged blindspot on field ex- 
amination, She had a medulloblastoma. Gage 
(11) wrote of a 47-year-old female who had 
severe headache, apprehension, fright and 
fear, ascribed to an involutional melancholia. 
Actual arrangements had been made to send 
her to a mental institution. A slight cut in 
the right temporal field and an increase in the 
spinal fluid protein and pressure led to the 
discovery of a right temporal tumor. 


CASE HISTORIES 


Case IA white male in his forties entered the 
hospital on two separate occasions for the treatment 
of severe intractable headache. Because of certain 
elements of tension in his environment, he was con- 
sidered at first a case of tension headache. The 
spinal fluid pressure and laboratory findings were 
not remarkable. The only neurological sign of 
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significance was a “drift” of the left arm. When the 
family were carefully questioned, they admitted that 
he had done some “queer” things, such as parading 
through the house naked in the presence of children. 
A pneumoencephalogram was done but failed to 
fill the ventricles. It was noted that there was no 
subarachnoid air on the right. On authority of these 
few findings, burr holes were done, and a subdural 
hematoma fully two inches thick was removed from 
the right frontal area with complete recovery of the 
patient, 


Other authors have reported lesions of 
the far frontal area with personality devia- 
tions and little else. Gordy (12) stressed the 
point that localizing signs may be absent in 
extradural hematomas near the frontal pole? 
for example. 


Case 2.—A 62-year-old male complained only of 
a severe intractable headache recurring each morn- 
ing on being awakened by his wife to go to work. 
He had two grown sons who were completely dis- 
interested. in supporting themselves, a source of 
much irritation. His headache was said to stem 
from resentment that, at his age, he must continue 
to support them, while they contributed nothing. His 
neurological examination was completely negative, 
except for a slight veering to the right in walking 
and a little dysmetria of the right hand. In fact, the 
only really postive finding was a spinal fluid pro- 
tein of 90 milligrams %. Angiography revealed a 
left sphenoid wing menigioma, the removal of which 
abolished the headaches, / 

CASE 3.—A 28-year-old popular city girl married 
a farmer and went to live on an isolated farm in the 
hills of Pennsylvania. Intrigued by the farm ani- 
mals, she soon made friends of the baby Pigs, which, 
out of sympathy, she took into the house on cold 
nights. Here they progressed, as pets, from kitchen 
to parlor, but when they also were taken into the 
bedroom, the husband threw them out of the house. 
This and other infractions of the local mores got 
around the neighborhood, and when, in her first 
Pregnancy, this girl began to see bright lights and 
hear voices, it was naturally supposed that she was 
“just a little queer“ She was therefore taken to a 
psychiatrist for one interview, whereafter she pro- 
fessed to be “much better." 

After the baby was born she visited her parents 
who noticed a small twitching at the left corner of 
the mouth, and in spite of other medical opinion that 
it was "just a nervous tic" sought neurosurgical 
consultation. In private, the young mother con- 
fided that she still had her hallucinations, but was 
afraid of “going toa psychiatrist” because of neigh- 
borhood gossip. Carotid angiogram revealed a 
sphenoid wing meningioma on the tight pressing on 
the temporal lobe, remoyal of whic abolished her 
hallucinations (see Fig. I), As Paillas and Tama- 
let(13) have stated, temporal tumors manifest their 
presence by a paroxysmal hallucinatory crisis with 
notable frequency (37%). 

Case 4.—A "kept woman,” a former follies 


beauty, was finding it more and more difficult to 
maintain her influence oyer the married executive 
who supported her, as she grew older. On several 
occasions she had shown evidence of conversion 
hysteria, once “going blind” when her man had de- 
clined to take her on a customary spring trip to 
Florida. When he consented to yield to her wishes, 
the blindness promptly vanished. 

Again he declined to make the customary yearly 
trip, and now when she became too weak on the left 
side to care for herself, she was hospitalized for 
two weeks as “hysteria, major.” At last a neuro- 
Psychiatrist was called, who found a positive Babin- 
ski and absent abdominal reflex on the left. Cra- 
niotomy revealed a glioblastoma of the right 
temporal lobe, 

Case 5.—A 70-year-old mother, upon hearing 
that, for the first time, her family were not to 
gather around her at Christmas became excited and 
fell backward from her rocker, striking her head. 
She was not unconscious. As December passed and 
the New Year came on, she became more and more 
depressed, sullen, lacking in appetite, and somnolent. 
For 3 months she was treated as a simple depression 
superimposed on senility, until finally she had a 
convulsion. An enormous subdural hematoma was 
disclosed. x 

CasE 6.—A 47-year-old school teacher had lost 
a favorite brother because of brain tumor. About 
IO years after his death she witnessed a convulsion 
in one of her pupils which reminded her of her 
brother’s illness. Thereafter she began to have 
headaches and nausea whenever she was under emo- 
tional stress. The only element of history of impor- 
tance was that 6 years previous to the onset of her 
headaches she had suddenly lost vision in her left 
eye, and had remained blind on that side since. Ex- 
amination by an ophthalmologist failed to reveal the 
cause. She continued to vomit more frequently, 
even up to 4 or 5 times a day, but was permitted to 
persist in her teaching until she became too drowsy 
to stay awake in classroom, and could hardly read. 
She died suddenly of a meningioma of the tuber- 
culum sella (See Fig. 2). 

Case 7—A 17-year-old girl married to an 18- 
year-old boy soon began to have quarrels and dis- 
satisfaction. When she began to remain in bed 
longer and longer each day and neglect her house, 
it was supposed that she had hidden resentments 
over an unpleasant situation from which she saw 
no escape. She then missed several periods and 


began to vomit. A rabbit test for pregnancy was 


positive. She slipped into coma and died before 
anything could be done for her. She had a supra- 
sellar tumor pressing on the hypothalamus. 

Case 8—A boarding-house keeper, age 50, had 
difficulty maintaining her clientele. She began to 
stagger slightly, became depressed and uncommuni- 
cative and disorderly. She was sent to a local psy- 
chiatrist from a distant city for shock therapy, but 
on arrival the fundi showed far advanced papill- 
edema. She died before ventriculogram could be 
done. Autopsy showed a cerebellar cyst with mural 
nodule, a condition very favorable for operation. 
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Fic. r.—Temporal Meningioma showing 
comparative size. 


Fic. 2—Meningioma of Tuberculum Sella. 
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COMMENT 


Case after case of this sort could be cited 
by the worker from personal experience. It 
is the benign lesions, and those most suitable 
for surgery, unfortunately, which have the 
most obscure and insidious onsets. Intensive 
education of the medical profession by neuro- 
psychiatrist and neurosurgeon alike may save 
many lives. Larson (14) reports a survey of 
2,000 autopsies at one mental hospital with 
a 3.45% incidence of brain tumors. This 
figure is approximated by other reports. Lar- 
son speaks further of a smaller series at the 
Western Washington State Hospital with a 
13.596 incidence of intracranial tumor. Of 
these meningioma ranges from 20 to 307. 

Levin(15) remarked, “the most prominent 
early manifestations were seizure, depres- 
sion, and visual impairment.” On the other 
hand, the frontal subdural hematoma, the 
sphenoid ridge meningioma, and the ol- 
factory groove meningioma are among those 
which give the most trouble. Levin(15) men- 
tions a case of olfactory groove meningioma 
in which the only positive finding was a bi- 
lateral anosmia, and reports others as saying 
that this is “the most important tumor in psy- 
chiatry, important because the tumor causes 
only mental symptoms.” 

In many localities, physicians without neu- 

rological, psychiatric, or neurosurgical train- 
ing pass on commitment of patients to mental 
institutions. It is not without significance 
that Levin(15) says: 
It became clear that the great majority of our 
patients with brain tumors reached the hospital at 
a late stage in their illness. In only one case was 
there considerable delay in making the diagnosis of 
brain tumor following admission. 


It would seem desirable that at least one neu- 
ropsychiatrist examine such patients before 


e 


commitment, and perhaps even a neurosur- 
geon. 
SuMMARY 


Any intracranial space-taking lesion may 
have as its presenting complaint psychiatric 
symptoms. In some the psychiatric picture 
is the only or almost the only evidence of the 
disease. In mental institutions it has been 
shown that the incidence of brain tumor at 
autopsy averages in the neighborhood of 
3.459%. Of these, approximately a third or 
more are benign tumors. Noninstitutional 
cases are cited wherein the symptoms preju- 
diced the first examing physician toward a 
psychiatric diagnosis. 
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CLINICAL NOTE 


CHLORPROMAZINE FOR HEADACHE 
HERBERT C. ARCHIBALD, M. D., OAXLAND (Caur.) MENTAL HYGIENE CLINIC 1 


Twenty-three male veterans, suffering 
from headache, observed at the V.A. Mental 
Hygiene Clinic in Oakland received chlor- 
promazine from 3 weeks to 6 months. None 
showed any objective evidence of neurologi- 
cal disease on careful examination and the 
headaches were considered as psychosoma- 
tic. Seven experienced recurrent pulsating 
pain, localized mainly in the frontal and 
temporal areas. Sixteen experienced recur- 
rent steady dull pain localized in the frontal, 
temporal, or occipital areas associated with 
neck stiffness. Two in the first group had 
classical migraine headaches. In most of 
the patients the symptom was severe and 
frequently incapacitating, and proved to be 
refractory to other medications. (We do not 
advocate "shooting a cannon at a jack 
rabbit.") 

In 14 cases therapy was begun with an 
oral dose of 25 mg. at retirement for 3 
nights, then b.i.d. for 2 days, then t.i.d. Two 
patients with morning headache responded 
well to 50 mg. at hour of sleep. Two patients 
were given 30 mg., 4 patients 100 mg., one 
150 mg. daily. This article is not meant to 
be definitive regarding dosage but rather a 
pilot study. 

As side effects, drowsiness was reported 
by many of the patients on first taking the 
drug. One patient developed a slight skin rash 
during the second week. Since he obtained 
no relief the medication was discontinued. 
Jaundice was reported in one case by an 
outside physician. His diagnosis was infec- 
tious hepatitis, 

The patients' clinical response to chlor- 
promazine was rated as 3, marked improve- 


1From the Veterans Administration Re onal 
N » gional 
Office, San Francisco. 
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TABLE 1 


IMPROVEMENT RATINGS * or RESPONSE TO CHLOR- 
PROMAZINE FOR 23 PATIENTS WITH HEADACHE 


Pulsating Stead, 
Dosage headache headache 
No. of No. of 

mg. Rating Patients Rating Patients 
160 ee — — 2 I 
109 «sate 3 2 3 2 
78 0 2 0 5 
2 I I 2 
3 I 2 I 
3 2 
SOs saat = —. 2 2 
3 3 1 0 1 
7 16 


*o: no improvement, 1: slight, 2: moderate, 3: marked 


ment; 2, moderate improvement; r, slight 
improvement; and o, no improvement. Re- 
Sults of treatment are summarized in the 
accompanying table. We consider 3 weeks 
to be an adequate therapeutic test. Others 
have reported that patients who did not im- 
prove after 3 weeks usually did not improve 
with further treatment. í 

All patients receiving 100-150 mg. daily 
reported moderate or marked improvement. 
Patients with pulsating pain responded bet- 
ter than those with steady pain. Seventy- 
five percent of the former showed moder- 
ate or greater improvement compared with 
5096 of the latter. Two patients with no 
response (steady group) reported decreased 
gastrointestinal discomfort which was asso- 
ciated with headache. Both of the patients 
with classical migraine (pulsating group) 
obtained marked relief; one taking 30 mg., 
who experienced attacks 2 to 3 times a week 
teported one headache easily relieved with 
cafergot in 3 weeks, 


CORRESPONDENCE 


PSYCHOTIC AND NEUROTIC ILLNESSES 
IN TwiNS 


Editor, THE AMERICAN JOURNAL or Psy- 
CHIATRY : 


Sm: In their review of my book of this 
title in your issue of February 1955, Dr. 
Norma Ford Walker and Dr. D. B. W. 
Reid have made it a matter of public record 
that in their opinion (and they are experts) 
the twin pairs 4 and 107/108, classified in 
the book as uniovular, should have been 
taken to be binovular. The evidence on 
which they base this view is that of the 
fingerprints. 

I believe this is mistaken. In a certain 

proportion of cases, about 16% of twin pairs, 
a rigid adherence to fingerprint evidence 
alone would lead to misclassification. In 
neither of the cases quoted was the finger- 
print evidence entirely unequivocal, In 
case 4 the difference between total ridge 
counts in the two twins was 0.27, above the 
average for binovular twins (0.245), and 
very much higher than the average for uni- 
ovular twins (0.068). Nevertheless the dis- 
tribution of this criterion in uniovular twin 
pairs is markedly skewed, and 0.27, the high- 
est value we obtained, is still part of the 
extended “tail.” We have sent a copy of the 
distribution to Dr. Walker. 
In case 107/108 the two twins were exam- 
ined side by side. This gives the opportunity 
of examining important details of fingernails, 
ears, etc., which are as objective as finger- 
prints, though not as easily reported. The 
twins were so alike as to leave no doubt of 
their uniovularity in the mind of the ob- 
server—evidence hardly to be overthrown by 
anything less absolutely reliable than a dif- 
ference in bloot groups. The value of the 
fingerprint discriminant, though above the 
average for uniovular pairs, was not excep- 
tionally high. s 0 

I do not wish to imply that in their 
friendly review of the book your reviewers 
have not provided anything but fair as well 
as penetrating criticism. In particular their 
comments on the evidential insufficiency 1n 
ovularity diagnosis in many cases are cer- 
tainly just. But I believe that the probability 


of error of classification in the two cases 
quoted is much less if they are taken as 
uniovular than if they are taken as binovular. 
ELIOT SLATER, 
University of London, 
Institute of Psychiatry. 


Drs. Walker and Reid did not wish to add 
any comment. 


EXPERIMENTAL PSYCHIATRY 


Editor, THE AMERICAN JOURNAL or Psy- 
CHIATRY: 


Sm: On page 881 of the June 1955 num- 
ber of the JounNAL an article appeared by 
Rinkel, Hyde, Solomon, and Hoagland, “Ex- 
perimental Psychiatry,” in which I was 
quoted as the first author to have produced 
experimentally the triad of symptoms which 
I called the “principle of dementia praecox.” 
My original article was published in the pro- 
ceedings of the Royal Academy of Sciences, 
Amsterdam, 33, 1076, 1930. 

The triad of the principle of experimental 
dementia praecox, however, did not exactly 
consist of “autonomic, motoric, and psy- 
chomotor phenomena,” as quoted by the 
above authors. After experimentation with 
mescaline in animals, especially monkeys, I 
came to the conclusion that they show a type 
of experimental catatonia resembling human 
schizophrenic catatonia even better than the 
bulbocapnine catatonia I had described previ- 
ously with H. Baruk. A discussion of these 
mescaline experiments appeared in English in 
my book, Experimental Catatonia: A Gen- 
eral Reaction-Form of the Central Nervous 
System and Its Implications for Human 
Pathology (Williams and Wilkins, Balti- 
more, 1945)- 

The principle of experimental dementia 
praecox consists of (1) psychopathological 
phenomena with hallucinations, etc., in man 
(as described by Beringer in Der M. eskalin- 
rausch, Berlin, 1927) ; (2) autonomic signs ; 
and (3) psychomotor phenomena as found 
in experimental and clinical catatonia. 

I would not have fhentioned this had I not 
received a letter from Dr. Hoffer, Director 
of Psychiatric Research, Saskatchewan, who 
writes me that the “usual lag of scientific 
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interest" which just now has again been re- 
vived rarely recognizes in this country that 
I started to try experimental production of 
symptoms found in psychoses as early as 
1921. Animal experimentation in psychiatry 
was already started by me as early as 1918 
(comparison of formation of ideas in dog 
and man with lowest I. Q.). 

Dr. Hoffer writes: 

I have written this letter not to be pedantic about 
literature references but because I feel that pioneers 
in science deserve adequate recognition of their 
work. De Jong's concept df the “Catatonizing 
nucleus" led us in Saskatchewan to the concept of 


the schizophrenic nucleus which we have postulated 
may be a quinone indole, ^ 


At the June meeting of the Society of 
Biological Psychiatry in Chicago I demon- 
strated that bulbocapnine is also capable of 
inducing catatonic stupor in man. 


H. HOLLAND DE Jonc, M. D., 
Director, Psychiatrie Research 
and Education, 

Kansas University Medical Center. 


DESIGNATION or “TRANQUILIZING AGENTS” 
IN NEUROPHARMACOLOGY 


Editor, THE AMERICAN JOURNAL or Psy- 
CHIATRY : 


Sm: An already overburdened glossary 
provokes misgivings in anyone who proposes 
to coin a new term. There are occasions, 
however, when new experience calls for a 
new word. Recent clinical use of chlorproma- 
zine and the Rauwolfia fractions has demon- 
strated that these new compounds are capable 
of ameliorating many symptoms in psychi- 
atric disorders and thus “normalizing” such 
patients. Another drug having limited thera- 
peutic qualities of this general type has lately 
been reported by me (Science, 121 : 208, Feb, 


11, 1955, and Neurology, 5: 319, May 1955) 
and is undergoing further study. Alpha 
(4-piperidyl) benzhydrol hydrochloride, or 
Frenquel, is effective in the prevention and 
treatment of model psychoses produced by 
hallucinogenic drugs such as lysergic acid 
diethylamide and mescaline, as well as in 
some dissociation syndromes of clinical 
schizophrenic pattern. Although the neuro- 
physiological, neurochemical, and neurophar- 
macological mechanisms behind the clinical 
results obtained with these drugs await ex- 
planation, it would appear that the door has 
been opened, that further compounds of this 
type will be forthcoming, and that an under- 
standing of their mode of action may be 
reached. A word to describe this new order 
of pharmacological effects appears to be justi- 
fied. “Tranquilizing agents,” a term used 
descriptively thus far, does not entirely fill 
the bill, nor are such words as “anti-hallu- 
cinogens” adequate. Alister Cameron, pro- 
fessor of classics, University of Cincinnati, 
has suggested that the Greeks had a word for 
it. The adjective ataraktos meant “without 
confusion, cool, and steady,” and the noun 
ataraxia meant “freedom from confusion, 
peace of mind.” Cameron tells me that the 
Epicureans were especially fond of this term, 
that they almost had a patent on it, and that 
it represented one of the prime goals of their 
philosophical system, The term was taken 
over in its entirety into Latin as ataraxia. In 
English it is ataraxy, and the definition given 
in the Revised Shorter Oxford Dictionary is 
"freedom from disturbance of mind or pas- 
sion." It is my proposal, therefore, that drugs 
of this type be designated “ataraxics” and 
that the adjective form "ataractic" be used to 
describe this therapeutic property in drugs. 


Howanp D. Fasrwc, M. D., 
Cincinnati, Ohio. 
» 
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A MARGINAL NOTE ON INTERPRETATION 
EUGEN KAHN, M.D., Houston, Tex. 


Again and again one finds in our American 
psychiatric literature deprecating remarks on 
Kraepelin’s work which by some young psy- 
chiatrists has been lately said to have 
hampered the development of psychiatry. It 
seems obvious that none of the deprecators 
has read—not, to say studied—any of Krae- 
pelin’s books. At best they may have leafed 
through one of the entirely unsatisfactory 
translations. To ask them to repair their 
lack of knowledge would probably be futile, 
and to try to correct erroneous views by 
a long discussion of Kraepelinian psychiatry 
would presumably serve no better purpose. 

But it may not be without profit to look 
once more into the psychiatric "dilemma" 
although some time ago it has ceased to be 
a dilemma for some of us. A number of 
observers have recognized that, to begin 
with, Kraepelin and Freud were dealing with 
different patient material. Both were physi- 
cians and the basic leitmotif of their endeavor 
concerned the patients whom they wanted to 
help. Kraepelin started as a institutional psy- 
chiatrist, as a “clinician” in the European 
sense? while Freud, when he commenced 
his psychiatric activities, took care of patients 
in his office, A great number of Kraepelin’s 
clinical patients were seriously sick psy- 
chotics. The vast majority of Freud's pa- 
tients were neurotics. Many of the clinical 
patients did not come on their own will to 
the clinic, but were brought by relatives or 
sent by a social agency, often by the security 
agency, ie. the police. This implies that 
many of them did not think they were sick 
and scarcely lent themselves voluntarily to 
treatment. I suppose that with few excep- 
tions patients came to Freud in order to be 
helped, in order to be cured. 

When both—Freud and Kraepelin—began 
to study medicine and became physicians 
(they were contemporaries in the strictest 
sense, both born 1856) psychiatry was 


1'The terms clinic and clinician are used here in 
the sense they have abroad. 


mostly done in state institutions whose staffs 
often had no special training (there was with 
the exception of a few university clinics 
scarcely a place to get such training), there 
were only small staffs and a dearth of aides; 
their main activity was a pretty sweeping 
care of the patients; their attitude towards 
Sdiagnosis was quite arbitrary, their prog- 
nostic outlook predominantly pessimistic. I 
do not mean to claim that there were no out- 
standing psychiatrists in the field before 
Freud and Kraepelin, but I do not want to 
write a historical paper either. 

Kraepelin’s leading idea was that mental 
disturbances were diseases like any other 
diseases and had to be attacked accordingly. 
This attack could be strategically organized 
only when it was possible to bring these dis- 
turbances into a system comparable with the 
diagnostic system of internal medicine. He 
set out to do this and to the unbiased on- 
looker his achievement was tremendous: col- 
lecting whatever usable data were available, 
he grouped mental disturbances and would 
never tire to regroup them. Nobody was 
more critical than himself with respect to this 
grouping. This latter circumstance seems to 
be practically unknown to most of our 
colleagues ; they might be surprised if they 
would or could look into the 8 editions of 
Kraepelin’s book to gain some insight into 
the changes due to the regroupings just 
mentioned. With all this Kraepelin’s clinic 
was a place where new methods of treatment 
were investigated. It was not a place to 
which patients with milder disturbances 
would come for psychotherapy. Psycho- 
therapy was not in the foreground of Krae- 
pelin’s interest anyway. j 

Freud's interest when he started in prac- 
tice was to help the individual patient by 
means of psychotherapy. He showed his 

ius not only im the development of a 
never-ceasing stream of brilliant ideas, but 
also in his skepsis as regards the final benefit 
his patients, or certainly not a few of them, 
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were able to gain from his treatment. Clinical 
psychiatry as it developed during his life- 
time interested him rather little although he 
found a friendly word for Kraepelin (in the 
Schreber case) and even made suggestions 
as regards the terminology. I regret to say 
that Kraepelin never made a friendly remark 
about Freud for all that is known to me. 
Fortunately Freud did not need such re- 
marks when time went on. 

The clinician Kraepelin was of the opinion 
that on the ground of his painstaking obser- 
vations of his patients he was dealing with 


facts. He grouped symptoms and syndromes, 


all of which were, so to say, composed of the 
observed facts, hence they were considered 
facts, too, and their being grouped into 
disease entities did not diminish but rather 
increased their factuality. Whether or not 
the symptoms made sense was thought irrele- 
vant ; if they did it was noticed and used, but 
if they did not nobody was astonished or 
tried to find meanings in the utterances and 
actions of patients. I realize that this attitude 
underwent incisive changes in various places 
even while Kraepelin was still in office. I 
do not go into these developments as I want 
to concentrate on Freud’s and Kraepelin's 
approach. 

The more patients Freud saw the more he 
developed his ideas the more did he seem to 
become convinced that he was dealing with 
facts. How else would it have been conceiv- 
able that from what he conjectured to be the 
unconscious of his patients the same trends 
as regards experiencing and especially as 
regards the content of experiences long for- 
gotten or repressed could come to the 
surface? Let us not misunderstand the Situa- 
tion: the world appears to have waited for 
Freud. The number of his pupils and other 
adherents grew fast. His works and the 
Works of his followers did not remain within 
the group of psychoanalysts or the larger 
group of psychiatrists, but soon found 
entrance into fields that had so far been only 
theoretically, if at all, interested in problems 
of psychopathology : sociologists, psycholo- 
gists, anthropologists, writers, and the lay 
public at large were drawn to the new depth 
psychology which by the psychoanalytic in- 
group was more and more developed into a 
kind of religion, into a sect, (It is realized, 
that here the early renegades from the in- 
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group made willingly, unwillingly, a contri- 
bution by turning their backs on the mother 
church and founding sects of their own.) 
Ever wider circles looked at and into psy- 
choanalysis and learned about the facts it 
had to offer. 

Tf one reads Freud one sees that he knew 
he was dealing with the experiences of his 
patients and with the meanings of these expe- 
riences. His works on dreams are—nobody 
knew better than himself—based on inter- 
pretations. And not only the dreams of the 
patients but all other experiences they were 
able to communicate were interpreted. On 
the understanding by the patients of these 
interpretations rested success or failure of 
the treatment. 

What I want to bring into clearest relief 
is nothing new as regards the work of Freud 
and his school or schools, Their endeavor 
goes toward the interpretation of their pa- 
tients’ experiential contents; the interpreta- 
tions lead to the understanding or presum- 
able understanding of the patients’ expe- 
riences and of the dynamics (the “how”) of 
their experiencing. The circumstance that 
the interpretations have been formulated into 
a system and that they can be used in a multi- 
tude and variety of patients does not turn 
the interpretations into facts nor does it give 
evidence of the interpretations starting from 
facts. One may consider it as "facts" that 
a patient comes to the psychoanalyst and 
begins and continues telling him his associa- 
tions, but this is far from the assumption, to 
say nothing about the evidence, of his com- 
munications being “facts in the scientific 
sense." 

On the other side, of course, Kraepelin 
and his pupils were also perfectly certain 
that they were dealing with facts. The nega- 
tive, partly arrogant attitude toward psy- 
choanalysis was due to the conviction that 
there were only arbitrary constructions and 
interpretations, but that facts were lacking 
completely. No doubt the intention was en- 
tirely honest. They*wanted facts and they 
found facts. However, it was overlooked 
that many of the symptoms observed in the 
patients were doubtful facts, so much so 
that again and again they had to be attributed 
to different disease entities, i.e., that their 
meanings for the clinician was changed, i. e, 
that they were interpreted differently, e.g- 
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now as pathognostic for hebephrenia, later 
as characteristic of a manic condition. It is 
only fair to mention here that later Kraepelin 
wrote papers emphasizing the main syn- 
dromes while at least in theory turning a bit 
away from the disease entities. This attitude, 
of course, was also based on the assumption 
of dealing with facts. However, the combina- 
tion of symptoms into certain syndromes was 
no less interpretation than the combining 
them into entities. At any rate, there was 
interpretation “on the clinical level” as there 
was interpretation “on the level of depth 
psychology.” It is this very observation 
which I want to clarify. 

If the clinician took the attitude: I have 
the facts, hence my pursuit is scientific, and 
if the psychoanalyst protested: my facts are 
at least as good facts as yours and perhaps 
better ones, they indulged in mutual Vor- 
beireden. In all likelihood everybody would 
have been pleased if everybody had given in 
a little. Most of it, yet not all, belongs to 
history. 

It occurred that clinicians grew increas- 
ingly skeptical of many of their “facts” and 
took over more and more psychoanalytic 
theory and practice. It is true that this was 
often done in a diluting way. But even so 
psychoanalysis made its inroads into the 
psychiatric clinic. Luckily a few psycho- 
analysts and their followers not only gave 
up fighting the “reactionary” clinicians but 
became less and less antagonistic toward 
the clinical endeavor to come to a diagnosis 
and to a diagnostic system. It is refreshing 
to read that outstanding psychoanalysts are 
still making use of Kraepelinian diagnoses. 
It seems to be inconceivable that the Diag- 
nostic and Statistical Manual: Mental Dis- 
orders could have been written without the 
preceding work of Kraepelin. 

Looking at the “total picture” as far as 
one person can do this in psychiatry nowa- 
days, one may well say that many clinicians 
have become well oriented about depth psy- 
chology and grant it in their institutions the 
place—in teaching, therapy and research—it 
merits, Many clinicians are aware that there 
is more than one depth psychology and try 
to do justice to the pertinent varieties as 
much as possible. That with all this, other 
fields of work are not neglected in the clinics 
is recognizable to everybody who cares to 
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see it. Indeed, where there is the obligation 
and the wish to teach psychiatry the clin- 
icians are eager to extend and to round 
out their teaching as well as their research 
plans, they are interested in psychological, 
sociological and genealogical research, they 
attach a variety of laboratories to their in- 
stitutions, etc. Vice versa, institutions of 
psychiatric research cannot do without clinics 
and the patients who come or are brought to 
the clinics. It is a “fact” now that the one- 
sided clinicians belong to a honored but past 
period. In Paris, 1950, Rumke remarked 
that “the clinic is the center of scientific psy- 
chiatry.” This is exactly what I have been 
talking about. I do not mean to declare any 
discipline as nonscientific or unscientific, but 
do believe that whatever disciplines are 
working together in psychiatry and for psy- 
chiatry—i.e., for the benefit of the patients 
— can be best organized in clinical psychiatric 
centers unless they want to give their effort 
to one or to a selection of the disciplines 
concerned. It is obvious that no individual 
would be able to master all the branches of 
psychiatry nowadays. There is inevitably 
specialization, This very specialization makes 
it the more imperative to have centers in 
which the mutual giving and taking in 
service, teaching, and research belong to 
the character and organization of such central 
institutions. The staff of such an institution 
cannot be less interested in the future of the 
patients than in the future of psychiatry. 

I wonder could I make my point. I have 
strained the "facts" as here I only wanted 
to call attention to one mutual misunder- 
standing, namely, that interpretations most 
of them on different levels—were considered 
facts. There is, of course, “more to it" 
which I do not propose to deal with here. 

Freud and Kraepelin have been dead for 

rs. The fields of their endeavor have 
not been left lying fallow since. Freud's 
influence went far beyond psychiatry. As 
far as psychiatry is concerned depth psy- 
chology has been found indispensable. So 
have quite a few Kraepelinian views. Freud 
and Kraepelin were the most important 
figures in psychiatryin their time and we are 
still working in their mighty shadows. 

At any rate the time for name calling is 
over unless everybody wants to call every- 
body an interpreter. i 
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NEWS AND NOTES 


Dear or Dr. Bertram H. ROBERTS.— 
Dr. Bertram H. Roberts, assistant professor 
of psychiatry at Yale University School of 
Medicine, died by drowning in a tragic ac- 
cident, August 12, 1955. He and his wife 
spent part of their vacation on a schooner 
which capsized in Chesapeake Bay during 
hurricane “Connie.” Dr. Roberts’ wife was 
fortunately rescued after spending 6 hours 
in the stormy waters off Annapolis while 
Dr. Roberts was trapped below deck aiding 
other passengers in preparation for their 
Tescue and could not escape. 

To his friends and colleagues, not to speak 
of members of his family, his death came as 
an unbelievable shock. Dr. Roberts was 
loved and esteemed for his decency and sense 
of social justice. He was an extremely able 
psychiatrist. Dr. F. C. Redlich, Chairman 
of the Yale Department of Psychiatry, called 
him “a man of great promise, one of 
Our outstanding young research men and 
teachers." 

Dr. Roberts was born January 23, 1921, 
in Toronto, Canada. He received his M. D. 
degree from the University of Toronto's 
Faculty of Medicine in 1944, and a Master 
of Arts degree in sociology from Columbia 
University in 1950. He was a medical officer 
in the Royal Canadian Air Force 1945-46 
and joined the staff of the Institute of Living 
in Hartford Connecticut in 1947. The fol- 
lowing year he became a teaching fellow in 
psychiatry at Harvard and a resident at 
the Boston Psychiatric Hospital. He re- 
joined the Institute of Living as a staff psy- 
chiatrist in January 1950, and was appointed 
instructor in psychiatry at the Yale Uni- 
versity School of Medicine in October 1950, 
becoming assistant professor in July 1952. 
He was also assistant chief of Yale's psychi- 
atric outpatient clinic, 

Dr. Roberts had been working in the field 
of social psychiatry and had published a 
number of very interesting papers in this 
particular area, More recently he has been 
working with Drs. Hollingshead, Redlich, 
and Myers on a large project investigating 
the relationship of psychiatry to social class, 
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At the time of his death he was writing a 
book on this subject in collaboration with 
Dr. Jerome K. Myers, assistant professor 
of sociology at Yale. Fortunately it will be 
possible to publish this book which is in a 
fairly advanced stage as a posthumous work. 

To those who knew Dr. Roberts’ specific 
talent, it seems unlikely that it will be possi- 
ble to replace him. It can only be hoped that 
others will continue the work which he 
started. Members of the family, friends, and 
colleagues have started a Bertram H. 
Roberts Memorial Fund to support an an- 
nual lectureship in the field of psychiatry. 
Contributions to this fund may be sent to 
Yale University. 


To INVESTIGATE COMMUNITY MENTAL 
HraLTH Activiries.—Under a fellowship 
from the United Nations World Health 
Organization, Dr. Robert C. Hunt, assistant 
commissioner for community mental health 
services of the New York State Department 
of Mental Hygiene is presently studying 
community mental health activities in Hol- 
land and England. 

The investigation is focussed on national, 
local, hospital, and community mental health 
programs which are known to be effective; 
also on short-term inpatient care, mental 
health clinics, training programs, public edu- 
cation, and home care. 

New York State’s new community mental 
Health program is the first of its kind in the 
United States. It provides state aid to com- 
munities for the development of mental 
health services, 

Dr. Hunt’s visit includes the Department 
of Mental Hygiene, Amsterdam, Holland; 
the Tavistock Clinic, London; Chelsham 
House, and Belmont Hospital, Surrey, Eng- 
land, 


Dr. PasaMANICK Heaps PSYCHIATRY AT 
Onio Sram University COLLEGE OF 
Mepicine.—Formerly associate professor 
of mental hygiene, Johns Hopkins School of 
Hygiene, Dr. Benjamin Pasamanick has 
been appointed professor of psychiatry at 
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The Ohio State University College of Medi- 
cine, and director of research at the Colum- 
bus State Psychiatric Institute. 

Dr. Pasamanick received psychiatric train- 
ing at the New York State Psychiatric 
Institute and the Yale Clinic of Child De- 
velopment. He organized children’s psychi- 
atric services at the Michigan Neuropsychia- 
tric Institute and the Kings County Hospital 
and held teaching appointments at the medi- 
cal schools of Yale, Michigan, Long Island, 
State University of New York, and Johns 
Hopkins. In 1949 he received the first Hof- 
heimer Research Prize awarded by The 
American Psychiatric Association. 


Muttiete Scverosis Socmrv MEDICAL 
AND Screntiric DinEcrOR.—Frederick L. 
Stone, Ph. D., of the School of the Health 
Professions, University of Pittsburgh, and 
a member of the Executive Committee of 
the Medical Advisory Board of the National 
Multiple Sclerosis Society, has been ap- 
pointed Director of the Society's Medical 
and Scientific Department, as of September 
I, 1955. 

Dr. Stone's primary responsibility will be 
to develop expanded research and medical 
programs for the study of multiple sclerosis. 
He will also administer all research grants 
and fellowships. 

Dr. Stone is a member of the American 
Academy of Neurology, the Association for 
Research in Nervous and Mental Diseases, 
the American Association for Research in 
Ophthalmology, and the Association of 
American Medical Colleges. 


American Pustic HEALTH ASSOCIA- 
TION.—The 83rd annual meeting of the As- 
sociation and meetings of 40 related or- 
ganizations will be held in Kansas City, 
Missouri, Municipal Auditorium, November 
14-18, 1955. 

The meetings will bring together more 
than 5,000 specialists in public health from 
all parts of the United States and from many 
other countries. Reports on a wide variety 
of mental health developments related to 
public health will be presented during the 
meetings. a 
. The American Public Health "Association 
is the largest professional organization of 
public health workers in the world, with 
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more than 15,000 members throughout the 
Western Hemisphere, Address: 1790 Broad- 
way, New York 19, N. Y. 


Frenps HosPrrar—Dr. Theodore L. 
Dehne, superintendent of Friends Hospital, 
has announced the appointment of Dr. 
Robert A. Clark as clinical director, chief of 
the outpatient department and director of 
resident training at that institution. 

Dr. Clark was previously director of the 
mental health clinic at Western Psychiatric 
Institute in Pittsburgh and associate pro- 
fessor of psychiatry at the University of 


Pittsburgh School of Medicine. In 1948-49 


he studied under Dr. Carl Jung at the Insti- 
tute for Analytical Psychology in Zurich. 

Friends Hospital was founded in 1813 and 
was the first private institution in America 
devoted exclusively to the care and treat- 
ment of the mentally ill. 


A. P. A. House CoMMiTTEE.—The 
Washington office reports the establishment 
of a new standing committee under the com- 
mittees on internal affairs of the Association 
and reporting directly to Council. 

This committee will have the usual func- 
tions of a house committee, and will also 
oversee alterations in the new central office 
building. 

The members are: Addison M. Duval, 
chairman; Henry Laughlin, Zigmond Leben- 
sohn, Robert T. Morse, Douglas Noble, and 
Marshall Ruffin. 


Wenge MS AL DR 

Moreno  IwsrrurE Courses.—The 
Moreno Institute opened its fall semester 
October 17, 1955. The Institute is chartered 
by the Board of Regents of the State of New 
York, and its courses in sociometry, psycho- 
drama, sociodrama, group psychotherapy, 
and role playing on the graduate level are ap- 
proved by the Board. For further informa- 
tion, write to: Moreno Institute, 101 Park 
Avenue, Room 327, New York 17, N. Y. 


„ = 

IsraeL S. WECHSLER Lecrure.—The 
first Israel S. Wechsler lecture is to be given 
on the evening of December 2, 1955, at The 
Mount Sinai Hospital of New York City, 
by Dr. John F. Fulton, Sterling Professor 
of the History of Medicine, Yale University, 
School of Medicine. 
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BOOK REVIEWS 


Soca Disorcanization. Second Edition. By 
Robert E. L. Faris. (New York: Ronald Press, 
1955. Price: $5.50.) 


Tn this second edition of a textbook first published 
in 1948, Professor Faris accepts a dictionary defi- 
nition of disorganization (a breaking up of order or 
system; the disunion or disruption of constituent 
parts) as a “clear and satisfactory” meaning of 
social disorganization provided “. . the constituent 
parts are persons or groups of persons, and that 
the union which is coming apart is that kind of 
functioning interdependence which is social organi- 
zation" (p. 34). 

Contending that social disorganization, so defined, 
is an entirely objective process which can be de- 
scribed in terms of actual processes without the 
intrusion of value-judgments, the author concludes 
that the condition of "partial, though not threaten- 
ing disorganization" which now exists is related to 
the transformation from an agricultural society to 
an urban civilization, to the rapid growth by im- 
migration, to the building of great cities, to the 
Spread of revolutionary inventions, and to the in- 
stability of world affairs. Consequent upon such 
changes are a loss of continuity between generations, 
internal conflicts, and an increase in individualism 
and secularization. 

Numerous case studies of individuals (criminals, 
beggars, schizophrenics) and of social situations 
(the fall of France, bombing of London, the con- 
tinuity principle among the Chagga) make interest- 
ing illustrations to support the author's thesis. 
Whether such case studies constitute sufficient ob- 
jective evidence to establish the validity of the 
somewhat circular definition in a clear and satis- 
factory manner is of less interest to readers of this 
Journal than the rather extensive (pp. 323-382) 
analysis of mental abnormality. 

In considerable detail Professor Faris analyses 
results from his own ecological studies and from 
other investigations of differential incidence of 
Schizophrenia on the basis of urban residence and 
class membership. Following a convincing demon- 
stration that low socio-economic status combined 
with residence in deteriorated neighborhoods is as- 
sociated with a high incidence, he attempts to dis- 
Dose of the possibility that heredity and selective 
migration are determinate factors and concludes 

(for example) that the most significant element in 
the etiology of paranoid schizophrenia is Overpro- 
tection of the child by the mother, Rates are higher 
in slum areas because: “It is in the slum areas 
of the city, where delinquency rates are high and 
where juveniles have a. tradition of toughness, that 
children are least tolerant sf the pampered and 
egocentric weakling who cries for his mother when 
frustrated. Possibly it is this fact that accounts for 
the greater tendency for Peoples in these areas to 
develop schizophrenia , . . [p. 345].” 
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That some psychoses have a physiological basis 
which is related only indirectly to sociological con- 
ditions is granted by the author, but he contends 
that the great majority (p. 382) "are clearly related 
to the extreme disorganization of cities" and can 
probably be substantially reduced by a stabilization 
of society. 

Such interpretations are likely to be convincing 
to college students, while for those sympathetic to 
the social reform approach but familiar with recent 
findings it is likely to give rise toa feeling of nos- 
talgia for the “good old days” (Remember how 
housing projects were going to reduce delinquency, 
too?) when the knowledge of biochemical com- 
Ponents and genetic relationships could be more 
easily ignored than they can today. 

A. H. Hosss, Px. D., 
University of Pennsylvania, 


Tue Nuism or Jonn Dewey. By Paul K. Cros- 
ser. (New York: Philosophical Library, 
1955. Price: $3.75.) 


This is the most barbarously written book this 
reviewer can remember reading. Its style, construc- 
tion, grammar, and even punctuation seem designed 
to obscure the meaning of many sentences and para- 
graphs almost beyond the possibility of discovery. 
Surely it is the duty of the publisher and the pub- 
lisher’s reader not to Permit a work to appear in 
print until it satisfies the simpler requirements of 
communication. 

Dr. Crosser appears to contend that Dewey’s 
thought is nihilistic because it is a form of extreme 
relativism. Dewey seeks to eliminate from philos- 
ophy, aesthetics, and educational theory everything 
definite, specific, and determinate. For example, 
Dewey so utterly conflates and confuses organism 
and environment, it is argued, that this distinction 
is rendered meaningless and useless. Again, the 
clarity and value for thought of the relation between 
cause and effect is destroyed when, as in Dewey’s 
writings, this relation is made amorphous and am- 
biguous. In Dewey’s educational theory too, Dr. 
Crosser holds, we find the same sort of vagueness 
and confusion. Experience and education melt into 
one another, and there is no clear and valid cri- 
terion by means of which to distinguish what is 
educative from what is not, 

These accusations which Dr. Crosser levels at 
Dewey’s thought are, in this reviewer’s opinion, 
correct in part. Dewey’s thought does tend toward 
an excessive blurring of important distinctions. He 
often appears to regard the notion of transaction as 
a philosopher’s stone, capable of transmuting all 
Problems. But however sound Dr. Crosser’s point 
may be, his book suffers from several major de- 
fects, quite apart from its failure as communica- 
tion. First, Dr. Crosser does not argue his case at 
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all well. His method is an almost sentence by sen- 
tence commentary on approximately the first hun- 
dred pages of each of three of Dewey’s late major 
works. The plethora of quotations is interpreted 
by Dr. Crosser often in a wilful, arbitrary, and 
unsubstantiated manner. Frequently he argues ad 
hominem and by innuendo. Judged by the standard 
of precision, analysis, and logic which is charac- 
teristic of the good journeyman in philosophy (both 
today and in the past) this book cannot be said 
to argue its case at all. Sledge-hammer repetition 
may sell merchandise; it ought not to sway minds. 

Second, Dr. Crosser is not fair to Dewey. Im- 
portant and relevant aspects of Dewey’s later writ- 
ings are overlooked and neglected. Dr. Crosser’s 
readers would never guess, unless they haye read 
Dewey themselves, that the philosopher under dis- 
cussion is the least malicious of thinkers, honestly 
striving to say clearly what he means, ready with 
sound argument, and full of subtle, important dis- 
tinctions. 

Lastly, Dr. Crosser is not fair to the many others 
who have made similar but sounder criticisms of 
Dewey. What is novel about this book is its 
turgid exaggeration of a sound point. Dewey's 
relativism has often been critically analyzed, by 
Thomists, by Marxists, by fellow pragmatists, and 
by many others. Dr. Crosser does not so much as 
mention the existence of this large and important 
body of work. 

Davip SAVAN, 
Dept. of Philosophy, 
University of Toronto. 


Tue Tar AND Car N CuiwicaL Use. By Leopold 
Bellak, M. D., (New York: Grune & Stratton, 


1954. Price: $6.75.) 


The catchy title on this book is bound to fascinate 
any visitor who spots it on your shelf and it should 
prove a good conversation piece, if nothing else. 

To the more sophisticated, the discussions con- 
cerning the thematic apperception tests and chil- 
dren's apperception test will prove most useful. 
The author, who is well known for his writings 
in projective technique areas, has taken ma 
from his many publications, added much new data 
and come up with a well-organized discussion of 
these useful diagnostic devices. He begins by laying 
the theoretical foundations for projective testing 
in general, discussing other major methods com- 
pared with these 2 special techniques. He then 
rapidly moves into*the practical clinical side of the 
T. A. T. describing areas of application, indication 
for use, and variations of administration. 
of each section, as it should be, is devoted to in- 
terpretation and these chagters include excellent 
literature surveys, coupled with the authors own 
approach. Special problems are considered and the 
use of the technique in therapy is suggested. The 
total discussion is rounded out with some sug- 
Sestions for future development. UAR 

The same approach is applied to the Children’s 
Apperception Test, although here the mate! 1s 
not as voluminous, since this technique is of much 
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more recent development. Interpretive approaches 
are given in considerable detail and this section of 
the book represents the only really well done avail- 
able manual on this test. Interpretive material and 
typical responses make this section most practical. 
The Thematic Apperception Test has long been 
established as a worthwhile projective device and 
this book can be considered an excellent introduction 
to the method. The material on the Children’s 
Apperception Test is especially useful to beginning 
workers and the whole volume is well worthwhile 
to novices. Experts will of course find it especially 
profitable as a splendid example of comparative 
experience, 
Doveras M. Krey, M. D., 
University of California. 


Psycuutry AND Common Sense. By C. S. Bluemel. 
(New York: MacMillan, 1954. Price: $3.00.) 


In recent years an increasing number of books 
have appeared from various sources with the ob- 
jective of informing the general reader about him- 
self and about his problems of psychological adjust- 
ment. Dr. Bluemel's little book is another attempt 
of this sort. He offers the lay reader a simple, lucid 
concept of psychopathology, and concludes with a 
discussion of self-therapy. The former, oriented to 
the author's common-sense theories of organization, 
nonorganization, and disorganization, makes the 
usual broad sweep of clinical psychiatry found in a 
psychiatric text book. It is informative and illus- 
trated with numerous abbreviated case histories 
from Dr. Bluemel's obviously broad and extensive 
clinical experience. : 

The self-therapy section suffers as such efforts 
frequently do. It is called “Reorganization-Befriend 
Yourself” No doubt in the hands of Dr. Bluemel 
in his consulting chamber the material discussed is 
utilized quite effectively. However, in the book it 
somehow does not seem to congeal. It tells the 
reader what to do, which he may already know to 
some extent, but suggestions as to how are lacking 
or inadequate. The final chapter in the book is a 
philosophical discussion of the author's concepts of 
organization and disorganization as applied to the 
various human institutions in our modern world. 
For the intelligent layman, who is curious about 
psychiatry and emotional problems this book fur- 
nishes an easy, pleasant Way of increasing his 
knowledge. It can also be safely recommended to 
selected patients who vene obtain a broader 

e of emotional problems. 
miner WALTER L. GRAHAM, In., M. D., 
Henry Ford Hospital, 
Detroit, Mich. 


GENETICS AND THE INHERITANCE OF INTEGRATES 
NEUROLOGICAL AND PSYCHIATRIC PATTERNS. 
(Research Publications, Association for Ner- 
vous and Mental Disease, Vol. 33.) Edited by 
D. Hooker and C. (& Hare. (Baltimore: Wil- 
liams and Wilkins, 1954-) 

This efficiently edited and richly illustrated vol- 
ume consists of 24 selected papers on the interac- 
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tion of genetic and environmental factors in the de- 
velopment of normal and abnormal behavior pat- 
terns in man. The papers formed the program of 
the 1953 meeting of the Association and were sup- 
posed to remedy the fact that the subjects of neuro- 
logical, psychiatric and psychological genetics had 
not been considered by this noted organization for 
30 years (Vol. 3, 1923). Hence, the contributors 
were chosen with a view to demonstrating that the 
new scientific discipline of human genetics had come 
of age in the interim. 

The first part of the book (6 chapters) is devoted 
to a careful reevaluation of the ageless nature-nur- 
ture controversy. The sequence adopted leads from 
a discussion of general genetic principles (David 
and Snyder) to reviews of the present state of 
knowledge in biochemical (Davis), physiological 
(Ginsburg), bacteriological (Sabin), and psycho- 
logical (Anastasi) genetics. The prenatal effects of 
nutrition are described by Warkany and Wilson in 
order to indicate “that all congenital conditions are 
not necessarily of genetic origin" (Hooker). On 
the whole, this section serves effectively the purpose 
of introducing the reader to the well-defined terms, 
methods, and basic concepts of modern human 
genetics. 

The second part of the book (18 chapters) is 
less homogeneous, if only because an attempt has 
been made to cover a wide area of specific topics 
bearing on the developmental, clinical, and psycho- 
logical applications of genetics. Excellent treatises 
on the phylogenetic integration of behavior (Barron, 
Carmichael, Crosby, and Yoss) are followed by cap- 
tivating reports on early human fetal activity (Gesell, 
Hooker, Humphrey) and by scholarly presentations 
on the inheritance of intellectual capacities (Thomp- 
son), the methodological aspects of childhood be- 
havior studies (Senn), and the symptomatology of 
early infantile autism (Kanner). In a chapter deal- 
ing with the genetic problems of adaptability, the 
merits of simple, controlled experiments in studying 
hereditary differences in behavioral (pharmacologi- 
cal) responses and the need for distinguishing be- 
tween the phenomena of adaptedness and adapta- 
tion are stressed by Glass. 

The array of specific neurological and psychiatric 
conditions, in the etiology of which the effect of 
genetic factors is shown to play an essential 
includes the lipidoses (Herndon) ;_phenylpyruvic 
oligophrenia (Jervis); the myopathic and neuro- 
pathic syndromes (Tyler); the hereditary ataxias 
(Schut) ; convulsive disease (Lennox and Jolly); 
and certain forms of migraine (Goodell, Lewontin 
and Wolff). In a review of Psychotic behavior pat- 
terns (Kallmann), comparative twin data on the 
distribution of schizophrenic, manic-depressive and 
*—volutional psychoses are discussed, with the empha- 
sis on the conditional compatibility of psychody- 
namic and genetic theories of psychopathology. 

The closing chapter (Neel) presents a well- 
balanced appraisal of eug?hic potentialities in the 
management of population problems and is strictly 
on the conservative side. Genetic counseling is 


favored only on a highly personalized level, in order 
to make it possible to evaluate "the entire genetic 
and even social background of the individuals in- 
volved.” 

Despite some unavoidable unevenness and incom- 
pleteness in the presentation of a very complex 
subject, the scrupulous perusal of this book is cer- 
tain to be profitable for every student of human be- 
havior problems. 

Franz J. Kattmany, M. D., 
Ect Jensen, M. D., 
New York State Psychiatric Institute. 


Tue AcED AND AGING IN ILIIxoIs. Part I: The 
Mentally Ill. By Otto L. Bettag, David Slight, 
Philip W. Wenig, and William H. Sorensen. 
(Springfield: Department oi Public Welfare, 
1955.) 

This excellent report was published as a means 
of informing citizens of the magnitude of the prob- 
lem of the aged who are considered mentally ill. 
It is predicted by the year 2000 A. D., 13.2% of the 
national population will be over the age of 65 years. 
The trend in Illinois indicates that a higher per- 
centage can be expected in that state. Of even more 
import is the statistical evidence that in Illinois the 
proportion of elderly persons being admitted to state 
mental hospitals is increasing twice as rapidly of 
their proportion in the general population. 

The higher ratio of aged requiring hospitalization 
poses the question, "Why is an increasing propor- 
tion of our aged population (which is itself increas- 
ing) unable to remain adjusted as shown by the in- 
creased admissions to the mental hospitals?" Study 
is required to determine if life adjustment is now 
more difücult or if the criteria of acceptable com- 
munity adjustment have altered. The evidence pre- 
sented, based upon first admissions over the age 
of 65 years, does not support the view that the per- 
centage of psychosis of the senium, that is senile and 
arteriosclerotic psychosis, is increasing. In hospi- 
talized elderly patients, despite the fact that the 
average admission age has risen sharply, equaliza- 
tion of the sex composition in the senile and ar- 
teriosclerotic groups is noted, as formerly senile 
Psychosis was predominantly a disease of women 
while arteriosclerotic brain disease was primarily 
diagnosed in males, The proportion of men and 
women in both these groups is rapidly moving to 
an even balance. Utilizing these statistical trends 
and projecting to the year 2000 A.D. permits the 
prediction that 67% of the patierts in state hospitals 
will be over the age of 65 years. The expected cost 
for care and treatment based upon the present 
operating expenses per capita will be by the year 
2000 A.D. approximately $50,000,000 per year. 
These important figurés make us question how our 
society can tolerate such a heavy financial burden, 
and it is obvious that expenditures are now required 
to develop methods to prevent this catastrophe. 

E. W. Busse, M. D., 
Duke University, 
Durham, N. C. 


Dec. 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1955 


MAN—AND HUMAN NATURE! 
M. F. ASHLEY MONTAGU, Princeton, N. J. 


"Ideas taught do not have greater power 
3 than they receive from those who are taught." 


Francesco Sanchez (1552-1632), 
Quod Nihil Scitur, Lyons, 1581. 


What is man? What is human nature? 
"These are questions which have exercised the 
speculative faculty of human beings ever since 
they became capable of self-reflection. As we 
examine the caltures of humanity, that is to 
say, the man-made parts of the human envi- 
ronment, or as Sir John Myres(1) has put it, 
what remains of men's past working on their 
present, to shape their future, we find that 
the answers to these questions are usually 
interrelated in a special way. We find that 
the answer to the question What is man?” 
—is usually returned in terms of what man's 
nature is conceived to be. 

In other words, we at once perceive that 
most cultares begin with a conception of 
human nature and then proceed to fashion 
their man according to it. Man is custom 
made, tailored according to the pattern pre- 
vailing in his particular culture. And, as stu- 
dents of human society have shown, man's 
societies are remarkably various. Within the 
great range of human cultures the views held 
concerning the nature of man are probably 
as numerous as the leaves in Vallombrosa. 
In point of fact we know astonishingly little 
of the views concerning the nature of man 
held by nonliterate peoples. In most cases we 
know more about what they think of their 
supernaturals than about what they think of 
the nature of man(2). But we do know a 
little, and together with what we have learned 
of the views of man held by the literate cul- 
tures of the world, we can say that these well- 
nigh exhaust the envisageable possibilities. 
A comparative study of the man- views, 
as they may be called, has never been made. 
It would be most revéaling. The nearest 
thing that we have to it at the present time is 
khe studies in culture and personality that 
anthropologists have initiated in recent years. 
= 


1 Address delivered at the annual dinner at the 
Irtth annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 11, 1955. 


Such studies, in which the attention is largely 
focussed on child-rearing practices and their 
relation to the development of personality, 
throw considerable light upon the “man- 
views” of different cultures, and represent, 
perhaps, the best means available to us of 
discovering the nature of those views(3). 

For the cultures of the western world the 
work of psychoanalytically oriented investi- 
gators has proven equally illuminating (4). 
There has been not merely a convergence of 
interest but an increasingly active and fruit- 
ful partnership between anthropologists and 
psychiatrists. There is every promise that 
this collaboration will increase, and also that 
it will have the most beneficial effects upon 
the social and medical sciences to the great 
advantage of humanity. I am convinced that 
the healthy course upon which we are now 
embarked will lead to the discovery that 
medicine is possibly more of a social science 
than it is by many at present allowed to 
be(5). 

I should like here to consider with you the 
conceptions of man and of human nature 
which prevail in the western world, There 
are several reasons why at this time we should 
pause to examine critically the beliefs held 
in the western world respecting man and his 
nature. 

In the first place, it is a good practice, from 
time to time, to hang a question mark on the 
beliefs we take most for granted, for those 
beliefs may in fact be wholly or partly er- 
roneous. Many of our most entrenched be- 
liefs when subjected to such questioning are 
found to be so encrusted with age and forti- 
fied by rationalization that they have become 
impervious to any but the most critical ex- 
amination. In the second place, 
may be very damagifig without our knowing 
that they are. In the third place, while it is 
seldom possible to trace the origins of many 
cultural traditions, it is possible to trace 
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something of the complex history of the 
“man-view” so widely held throughout the 
western world, and hence, if we are in error, 
we may yet learn something of the route by 
which we arrived at what may be described 
as our compulsive enslavement to destructive 
. certainties—the very edge of doom. In the 
fourth place, as a consequence of the labors 
of many workers in the medical, psychiatric, 
social and biological fields a great deal of 
largely unintegrated knowledge has been ac- 
cumulated which renders a revaluation of our 
traditional “man-view” urgently necessary. 

By "traditional" is to be understood not, 
only the beliefs that we have inherited from 
antiquity, but also those of more recent vin- 
tage which have in any way contributed to the 
traditional complex of beliefs. 

Can we give a brief statement which fairly 
represents the essence of this traditional com- 
plex of beliefs? A very short statement 
would be that in the western world it is gen- 
erally believed man is a “cussed” and 
"ornery" creature. There is good and evil in 
him, but the good is so shot through with the 
evil, that one must constantly be policing the 
evil in order to give the good an opportunity 
to express itself. Child-rearing practices, 
education, religion, indeed most, if not all, of 
man’s major social institutions testify to the 
pervasiveness of this view of human nature, 

Most of the trouble in which man finds 
himself is held to be due to his inherent brat- 
tishness. Hence the necessity of designing 
social controls calculated to keep the brute 
in him in check so that the amount of trouble 
into which he gets is kept to more or less 
manageable proportions(6). 

How old are these views in the western tra- 
dition? They seem to be as old as the oldest 
traceable traditions of the west. These tradi- 
tions were largely reinforced and supple- 
mented in the west by the introduction of 
Christianity, and the teachings of the Old and 

New Testaments plus the addition of Greek 
Pessimism— the Hebraeo-Christian-Greek 
addition. By the Hebraeo-Christian-Greek 
tradition I mean principally the interpreta- 
tion given to the teachings of Jesus by a 
member of the same calture-world as the 
latter. "This member was the divinely ob- 
sessed, Jesus-intoxicated, uncompromising 
zealot, Saul called Paul. Tt is to St, Paul 
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rather than to Jesus that Christianity owes its 
basic form and much of its content. It is to 
St. Paul that the western world is indebted 
for the peculiar development of the doctrine 
of Original Sin and the inherent wickedness 
of man—a dogma, so far as we know, not 
even remotely suggested by anything Jesus 
ever said or did.? 

St. Peter's teachings were systematically 
elaborated by the Church Fathers, so that 
they became accepted doctrine throughout the 
length and breadth of Christendom. Jansen- 
ism and, Puritanism are two, by no means ex- 
treme, forms of this doctrine, the one holding 
that man becomes progressively more evil as 
he lives, and the other that the proof of man's 
inherent evil nature lies in his apparently 
unlimited capacity for enjoyment. For Jona- 
than Edwards (1703-1758), for example, 


In Adam's fall 
We sinned all, 


and from the consequences of this sin there 
was no escape except by virtue of divine 
grace(7). 

Hannah More (1745-1833), the English 
bluestocking, praises the dictum that children 
should be taught they are “naturally de- 
praved creatures,” and goes on to add that a 
stroll in the public gardens on Sunday eve- 
ning or attendance at a sacred concert are to 
be condemned as sinful (8). 

As Muller (9) has remarked : 


Throughout Christian history the conviction that 
man’s birthright is sin has encouraged an unrealistic 
acceptance of remediable social evils, or even a cal- 
lousness about human suffering. It helps to explain 
the easy acceptance of slavery and serfdom, and a 
record of religious atrocity unmatched by any other 
high religion. 


Western man may well ask himself the 
questions 


Have 2000 years of saying mass 
Gone as far as poison gag? 

Or taken us further, with aplomb, 
To genuflect before the atom bomb? 


To explain the existence of evil the com- 
mon appeal of many early peoples has been 
to a “fall” from a prior state of perfection. 


? The doctrine of Original Sin, in its various 
forms, enshrines the belief that the sin of Adam “was 
the sin of human nature [Rom. 5: 12-21] and inheres 
as habitual sin in all who share in that nature by 
bodily generation." Donald Attwater, ed. 4 Catholic 
Dictionary, p. 490. New York: Macmillan, 1941. 
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Nothing could be more natural than such an 
explanation. It is found in early Chaldean 
legends. Hesiod (Works and Days, 109-201) 
tells how “the golden race . . . as gods were 
wont to live.“ Then, Pandora, ensnared her 
husband, Epimetheus, in disobedience of the 
divine command, to open the box with which 
she had been presented by the gods, where- 
upon trouble and sorrow escaped into the 
world, leaving only hope behind, 

The early and widespread beliefs in "the 
fall" in doctrines of inherent natural de- 
pravity, or the original sinfulness of human 
nature, have enjoyed so wide an appeal, we 
may suspect, because they have served to 
shift the responsibility for man’s evil be- 
havior from himself to his inherent nature. 
As a self he can strive to be good, but always 
in the presence of the dangerous undertow 
of his evil and destructive impulses, which 
are constantly threatening to pull him under. 

The secular experience of humanity during 
the last 2,000 years, the internecine wars, the 
bloodshed, plunder and treachery, the general 
inhumanity of man to man, has in almost 
every way served to confirm the Church 
Fathers’ view of the natural depravity of 
man. 

The “nasty brute” view of man which is 
developed in Thomas Hobbes’ (1588-1679) 
Leviathan (1651) stated the rationalist 
viewpoint very clearly. Man, argued Hobbes, 
is simply the motions of the organism, and 
man is by nature a selfishly individualistic 
animal at constant war with all other men 
(10). Except for the eighteenth century 
Enlightenment interlude, this view of man’s 
nature has enjoyed uninterrupted sovereignty 
up to the present day. What is more, it has 
received the validation of two separate sci- 
entific disciplines, namely Darwinian evolu- 
tionary theory, and Freudian psychology. 

Life in the state of nature, the Darwinians 
convincingly showed, is a struggle for exist- 
ence, characterized by ruthless competition. 
Conflict and combat is the rule, indeed, the 
law of nature. In the sócial-economic context 
of the day the survival of the fittest was 
taken to mean the survival of the fightingest 
(or anyone with an income over $2,500 Per 
annum); the weakest went to the wall and 
the strongest took all the prizes. Nature was 
red in tooth and claw, and though it shrieked 


against the creed of man, man was still a 
part and a product of nature(11). 

In a famous article, published in February 

1888, which became known as The Struggle 
for Life Manifesto,” Thomas Henry Huxley 
(12) put the viewpoint he so ably represented 
in these forceful words: 
From the point of view of the moralist, the animal 
world is on about the same level as a gladiator's 
show. The creatures are fairly well treated, and set 
to fight—whereby the strongest, the swiftest and 
the cunningest live to fight another day. The spec- 
tator has no need to turn his thumbs down, as no 
quarter is given. 


Numberless such statements could be cited 
from the authorities of the day, In our own 
time a world-famous anthropologist, and one 
of the kindliest of men, Sir Arthur Keith 
(1866-1955) could remark(13) that 

Nature keeps her orchard healthy by pruning; war 
is her pruning-hook. We cannot dispense with her 
services. This harsh and repugnant forecast of 
man's future is wrung from me, The future of my 
dreams is a warless world. 


Students of the human mind have been no 
less influenced by Darwinian theory than 
students of the evolution of the human body. 
Any competent comparative anatomist could 
demonstrate the evidences of structures long 
useless in man but quite functional in his 
ancestors and, of course, most of man's ana- 
tomical characters he held in common with 
his nearest living relatives, the great apes. It 
was to be expected, then, that his psycho- 
logical endowment would also exhibit some 
persisting evidences of his lowly origins. 

Tt was true that man was something more 
than a beast, yet it was equally true that he 
was not less than a beast, that he was still in 
part beast, and in spite of such humanity as 
he was capable of achieving, it was only too 
evident that the beast in him would keep on 
creeping out. This viewpoint is still widely 
held at the present time—whether the beast- 
liness is of the Passionate Pauline or of the 
Dismal Darwinist variety. i 

This general viewpoint has received what 
is perhaps its most striking reinforcement 
from a source which undoubtedly represents 
the most insightful contribution to our pe 
derstanding of hurfar nature in the history 
of humanity. I refer to the psychoanalytic 
theories of Sigmund Freud (1856-1939). 

Freud was born three years before the 
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publication of Darwin's Origin of Species. 
Freud grew up in the Darwinian age, and 
was himself a thoroughgoing Darwinist. He 
was a product of the Hebraeo-Christian tra- 
dition, of the period of Franz-Josef and the 


Victorian age, the chief concern of which 


was the preoccupation with morality, in 
which the two elemental forces of Love and 
Death fought with each other for supremacy. 
It is not surprising that Freud was unable to 
avoid structuring what he perceived of the 
dynamics of the human mind in terms of the 
dynamics of the human society with which 


he was familiar, precisely as the Darwinians , 


were unable to avoid seeing nature in 
terms of the competitive struggle for ex- 
istence which prevailed in nineteenth-century 
England. There is nothing new in the dis- 
covery that we tend to see the world accord- 
ing to the kingdom that is within us, and the 
kingdom that is within us is likely to be the 
one in which we have been socialized. 
Freud, as you know, conceived of the men- 
tal life of man as the expression principally 
of the reciprocal interplay of two basic in- 
stincts, the one Eros or Love, and the other 
Thanatos or Death. What began, as Freud 
himself put it(4), as a speculative “often 
far-fetched idea” terminated as an article of 
faith in Freud’s final work(15). Exploring 
the “idea out of curiosity to see whither it 
will lead” Freud became so enamored of the 
Death Instinct that thereafter he was unable 
to resist the tendency to see death and de- 
struction wherever he could. This proceeded 
to such an extent in Freud that he was unable 
to see the answer to the question which he 
said (16): 
We do not know how to answer, and therefore we 
should feel relieved if the whole structure of our 
arguments were to prove erroneous. The opposi- 
tion of ego (or death) instincts and sexual (life) 
instincts would then disappear, and the repetition- 


compulsion would also lose the significance we have 
attributed to it. 


The question is again stated in Freud’s last 
published work, An Outline of Psychoanaly- 
sis. He writes(15) : 


If we suppose that living things appeared later than 


- ixenimate ones and arose out of them, then the death 


instinct agrees with the form&la that we 

to the effect that instincts tend el oes 
an earlier state. We are unable to apply the formula 
to Eros (the love instinct). That would be to imply 
that living substance had once been a unity but had 


» 


subsequently been torn apart and was now tending 
toward re-union. 


In a matrix of divisiveness, death, and de- 
struction, it is understandable why Freud 
should have failed to see the answer—which 
almost any elementary student of biology 
could have given him—to the question he 
asked. Freud here presents a striking il- 
lustration of the dangers which arise from 
becoming too enamored with theory, namely, 
the resulting insensibility to facts. 

Of course living substance had once been 
a unity, and we see this unity at a complex 
level in the single cell; the “teating apart” is 
seen in the process of fission, in the one cell 
coming into being from the other, and the 
“tending toward re-union,” we see not merely 
in the conjugal behavior of organisms but in 
the tendency of organisms to relate to each 
other, as exhibited in the innate tendency of 
one organism or cell to react in a definite 
manner with another organism or cell—a 
process which has been called prototaxis(17). 

Organisms are environmental necessities 
of each other. The fact that all living organ- 
isms tend to form social aggregates, that is, 
to interact with each other in a mutually 
beneficial manner, is proof of the deep-seated 
nature of this universal drive. I have else- 
where suggested that the fundamentally so- 
cial nature of all living things has its origin 
in the reproductive relationship between 
genitor and offspring; in the fact that the 
life of either one or the other is at some time 
dependent upon the potential or actual being 
of the other ; and that the social relationships 
existing between organisms up to and includ- 
ing man represent the largely unconscious 
development of the interdependent relation- 
ship between mother and child as experienced 
in the reproductive state(18). 

Reproduction, in sexual forms, is a result 
of sexual union. The tendency of life is not 
to destroy itself but to reproduce and main- 
tain itself. Sexual conjugation and reproduc- 
tion are related not simply as cause and effect, 
in that order, but conjugation occurs as an 
effect of reproduction. The “repetition com- 
pulsion" of which Freud speaks, the desire to 
return to the unitary state, the drive toward 
union, arises out of the fact that all living 
things originate out of other living things. 
The drive to be together is an expression of 
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the desire to be united with one’s kind, to 
be unified without being reduced to uni- 
formity. 

I wish to suggest here that from the earli- 
est times, in our tradition, up to the present 
times the basic assumption concerning the 
nature of human nature, namely, that it is 
either wholly or partially evil, in reality 
represents the error of mistaking the effect 
for the cause. The evidence indicates that 
the evil in man is not the cause of his be- 
havior but the effect of the behavior of others 
upon him. 

I know of no evidence, which will with- 
stand critical examination, that any human 
being is born with the slightest element of 
evil within him, whether that evil be called 
“original sin” or a drive or tendency to 
destruction. If there is anyone anywhere 
who can produce such evidence I challenge 
them to do so. I don’t think that it can be 
produced. 

The tradition of inherent human depravity 
is an unsound one, and it is one that has been 
extremely damaging in its human and social 
effects. The day is, perhaps, not far removed 
when humanity will look back upon its “un- 
regenerate” view of itself as an unfortunate 
phase of its development during what may be 
called its trial-and-error period. The first 
million years, it would seem, are the hardest. 
We shall do well to recall that in the con- 
tinuum of life man as a species is but a flash 
in the pan, the most recent of nature's ex- 
periments, a creature that, with somewhat 
oafish arrogance, has so prematurely named 
itself Homo sapiens, when the more appro- 
priate appellation at the present time would 
be Homo sap, with the -iems to be added 
when it has been earned. Humanity is in the 
childhood of its development—it has yet to 
achieve maturity. Man, a mutational acci- 
dent, has inherited great riches which he has 
not yet learned to use. Nature’s most favored 
child, he behaves like a spoiled brat. He has 
to learn to grow up. Will he succeed ? xs 

That human beings possess the potentiali- 
ties for great wisdom is admitted, even by 
those who in the searing light of the hydro- 
gen bomb have concluded that the goose 15 
cooked—or is it vaporized? As a matter of 
pure practical common sense T should have 
thought that the only philosophically tenable 
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position for a pessimist, these days, is opti- 
mism. 

Freud, as you know, certainly entertained 
grave doubts as to man's future. Toward the 
end of his life he grew more pessimistic than 
ever. In Civilization and Its Discontents(19) 
Freud speaks almost literally in the words 
of Thomas Hobbes: 


Men are not gentle, friendly creatures wishing for 
love... but... a powerful measure of desire for 
aggression has to be reckoned as part of their in- 
stinctual endowment . . Homo homini lupus; who 
has the courage to dispute it in the face of all the 
evidence in his own life and in history? This ag- 
gressive cruelty usually lies in wait for some prov- 
ocation, or else it steps into the service of some 
other purpose, the aim of which might as well have 
been achieved by milder measures. In circumstances 
that favour it, when those forces in the mind which 
ordinarily inhibit it cease to operate, it also mani- 
fests itself spontaneously and reveals men as savage 
beasts to whom the thought of sparing their own 
kind is alien, Anyone who calls to mind the atroci- 
ties of the early migrations, of the invasion by the 
Huns or by the so-called Mongols under Jenghiz 
Khan and Tamurlane, of the sack of Jerusalem by 
the pious crusaders, even indeed the horrors of the 
last world-war, will have to bow his head humbly 
before the truth of this view of man. 


It is, perhaps, not unfair to say that the 
view of man here enshrined by Freud has had 
a powerful influence upon both psychiatric 
theory and practice. And this view of man 
has served, of course, to give the final valida- 
tion to the traditional conception of human 
nature. 

What can we do other than humbly bow 
our heads, as Freud suggests, to the truth of 
this so frequently reinforced tradition con- 
cerning the innate aggressiveness of man? 
I would suggest that while the scientific atti- 
tude should embrace a certain amount of 
humility it is by no means a part of that atti- 
tude to bow one’s head even in the face of the 
so-called facts, for a fact is at best little more 
than an interpretation, the consensus of opin- 
jon of those who should know. Only too 
often facts, and even laws of nature, turn 
out to be nothing but theories which have 
been smuggled across the border without 
benefit of the proper customs examination 
as to their right to enter the realm of D 
The proper attitude in the face of faets or 
theories is not belief or disbelief, but dis- 

ionate inquiry. S 
Freud expressed the belief of the greater ii 
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of western tradition when he wrote that 
men are not gentle, friendly creatures wish- 
ing for love,” but that they have a “‘consti- 
tutional tendency to aggression against one 
another.“ The question we have to ask is: 
What is the evidence for these statements? 
The answer we are given is: The behavior 
of human beings. Human beings are hostile 
to one another, they hate, betray, destroy, 
kill, and murder. The human record, it is 
alleged, provides a ghastly record of man’s 
constitutional aggressiveness, 

Let us examine these allegations. It is be- 
yond dispute that the human record provides 
abundant proof of human aggressiveness. 
But what that record does not provide is 
proof of its innateness. And here it may be 
pointed out that when Freud uses the word 
“constitutional” he uses it incorrectly, as 
many others have done before and since, as 
equivalent to “innate.” Whereas the fact is 
that constitution represents the realization of 
the organism as an expression of the inter- 
action between its genetic endowment and 

tlie environment. Similarly, heredity is not 
constituted by genetic endowment, but by 
genetic endowment as developed under the 
modifying influence of the environment. 
What the organism inherits is a genetic en- 
dowment and an environment. 

The genetic endowment of man is unique, 
for it represents the most plastic system of 
potentialities for developing capacities which 
| we recognize as uniquely human. These 

capacities in essence may be summed up in 

one word, namely, educability. Educability 

is, indeed, the species character of man. The 
evidence is quite clear that everything we 

know and do as human beings we have had 
to learn, which means that we have had to be 

consciously or unconscicusly taught by other 
human beings. 

Man is not born with a built-in system of 
Tesponses to the environment, as are most 
Other creatures. On the other hand, man 
is born with a built-in system of plastic po- 
tentialities which under environmental stimu- 
lation are capable of being caused to re- 
“verend in a large variety of different ways. 

What we have traditidhally understood as 
human nature, and what we understand 
human nature to be to this day, is not consti- 

, tuted by our genetic endowment, which may 
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be called primary potential human nature, 
but the expression of the potentialities con- 
stituting that endowment under the influence 
of the human environment, that is, second- 
ary hwman nature. It is secondary human 
nature that we know as human nature, and 
this human nature is not built in but is bred 
into us. Primary human nature we see 
overtly in the early infant's expression of the 
basic needs—and generally we see in them 
only what we are prepared to see. 

Is there a basic need for aggression? Is 
there such a thing as an aggressive drive? 
Has anyone ever observed “aggressive in- 
stincts," as Freud calls them, in human beings 
or the “love of aggression in individuals" as 
an expression of primary nature? I know 
of no one who has done so, for “the tendency 
to aggression" and the "love of aggression" 
of which Freud and others speak is not ob- 
servable at any time in any human being who 
has not secondarily acquired it. 

A distinguished psychiatrist, in a widely 
read book(20), has poured scorn upon “soci- 
ologists, anthropologists, and others whose 
psychological ground work is relatively de- 
ficient” for regarding aggressiveness as: 
The result of "the culture" in which the individual 
lives. They make such nonsensical propositions as 
that all aggression is the result of frustration. Any- 
one who has had his toe stepped on, which is cer- 
tainly not a frustration, knows how inadequate such a 
formula is. Furthermore it [we take the "it" here to 
refer to the sociologist or anthropologist] com- 
pletely ignores the question of where the aggressive 
energy comes from which is provoked by the frustra- 


tion, and this is what the instinct theory attempts to 
answer. 


It is an excellent rule not to step on any- 
one's toes, for what I had thought were obvi- 
ous reasons. I shall do my best not to do so. 
But it seems to me, if I may mix a metaphor, 
that the writer has, as it were, fallen into 
his own trap. He denies thataggressiveness 
"is the result of culture," and he calls non- 
sensical the proposition that all aggression is 
the result of frustration. Yet the fact is that 
the relation of culture to the determinance of 
behavioral response could not be better il- 
lustrated than by this example of toe-step- 
ping. For when a person living in a so-called 
primitive culture steps on the toes of an- 
other, he is likely to do so with bare feet, and 
is thus unlikely to hurt or frustrate the other, 
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and there will be no aggressive behavior. 
Whereas in a culture in which one wears 
shoes one is likely to hurt and frustrate the 
person upon whose toe one has stepped— 
but whether one will elicit aggressiveness or 
not will depend upon the manner in which 
the stepped-upon has learned to respond to 
his frustrations.’ If we accept the generally 
accepted definition of a frustration as the 
thwarting of an expected satisfaction, then 
it may perhaps be acknowledged that having 
one’s toe stepped on may be experienced as 
a frustration of the expectation of the en- 
joyment of pursuing the 

.... noiseless tenor of one's way 

Yet e'en these bones from insult to protect. 


We need not go further than our own 
culture to observe how the response to frus- 
tration is bred into one—and is therefore 
culturally determined. Am ill-bred person 
may react to having his toes stepped on with 
aggressive behavior, a well-bred person may 
react with nonaggressive behavior. But this 
may reflect no more than a difference in the 
learned ability to control the expression of 
aggression. On the other hand, the different 
responses may actually represent a difference 
in feeling content—in the one case aggres- 
sive feeling being present and in the other 
not present. 

Other things being equal we can take this 
difference in feeling to be an expression ofa 
nervous system that has been socialized in 
different ways in connection with the fre- 
quency of frustration and the training in the 
kind of responses permitted to them. I have 
not the least doubt that different cultures pro- 
duce differently organized nervous systems. 
The evidence from different cultures of the 
manner in which response to frustration 1S 
trained is most impressive. Anthropologists 
have made the accounts of these differences 
so widely available that even the man on the 
street knows that the Zuni Indians avoid 
every form of aggressive behavior, that the 
expression of behavior is highly institutional- 
ized among the Kwakiutl of the Northwest 


31 recall here the definitions of a student of mine. 
She wrote: “A mentally healthy person is one wi 
has learned to live with his frustrations in 4 satis- 
factory sort of way. A neurotic is one Nus s 
learned to live with his frustrations in an unsatis- 
factory sort of way.” 


Pacific Coast, that the Dobuans of the West- 
ern Pacific are pathologically aggressive, and 
that the Arapesh of New Guinea control 
some forms of aggression but not others, 

Where does all the aggressive energy come 
from which is provoked by frustration? This 
question is, indeed, a puzzler, for it certainly 
does not emanate from the store of aggres- 
siveness which man has inherited from his 
animal ancestors. If we are to judge from 
man’s closest living relatives, the chimpanzee 
and the gorilla, man is descended from 
among the least aggressive creatures in the 
animal kingdom. Under natural conditions 
these creatures are completely peaceful, vege- 
tarian, and will not hurt so much as a fly. It 
is our own ferocity that we have projected 
upon these gentle creatures, And we have 
conceived of nature in much the same way, 
having made of it, in our mind’s eye, what 
we have made of the world of man. We are 
the only species that makes war on its own 
kind, yet we speak of “the war of nature.” 
But nature does not make war on itself—only 
certain branches of mankind do. Warlike 
activities at the present day are unknown to 
many human groups. All the evidence indi- 
cates that war was a very late development 
in the history of man, not appearing until 
the Neolithic, some 10,000 years ago(21). 

Where, then, does the aggressive energy 
of human beings come from if not from the 
stores of the “far-fetched” notion of a Death 
Instinct? From all the available evidence it 
seems to me that the answer is unequivocally 
clear: The so-called “aggressive energy” of 
human beings comes from the same source 
as that which supplies the energy to love. 
‘And what is that source? It is the total 
energy system of the organism, an energy 
system which is directed toward the achieve- 
ment of living in growth and development— 
the birthright of every living thing. The 
directiveness of the organism’s activities is 
toward life, not toward death. 

The energy subserving the functions of 
love is not different from that which supplies 
the dynamos of aggression ; the one is not a 
transformation of the other, it is the same — 
energy used to achieve the same ends—the 
maintenance and growth of the self. Aggres- 
sion is love—it is love frustrated. This is 
the relationship to which, as a student of hu- 
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man nature, I see all the evidence pointing. 
In The Origins of Love and Hate, a work 
which I regard as the most original and help- 
fully constructive critique of Freud in exist- 
ence, Jan Suttie describes aggression as a 
technique or mode for compelling the atten- 
tion which one has been denied. Hate, Suttie 
(22), points out, is not a primal independent 
instinct, but a development or intensification 
of separation-anxiety which in turn is evoked 
by a threat against love. 


[Hate] is the maximal ultimate appeal in the child’s 
power—the most difficult for the adult to ignore. 
Its purpose is not death-seeking or death-dealing, 
but the preservation of the self from the isolation | 
which is death, and the restoration of a love rela- 
tionship. 


Since those words were published, 20 years 
ago, much confirmation has been brought to 
them by the researches of such workers as 
Lowrey (23), Levy (24), Goldfarb (25), Ben- 
der(26), Spitz(27), Bowlby(28), Banham 
(29), Maslow(30), and many others(3r). 
These and other relevant researches prove 
that the child is dependent for its healthy de- 
velopment upon the love that it is given, and 
what is quite as important, the love that it is 
able to give to others. From the moment of 
birth on the infant seeks to re-establish its 
connection with the mother. Just as the fer- 
tilized ovum seeks to attach itself to the 
womb, so the newborn seeks to attach itself 
to the mother, and in relation to her to realize 
its further development—a development 
which is a continuation of that begun in the 
womb. From the first mother and child are 
in a symbiotic relationship in which they con- 
fer mutually advantageous benefits upon each 
other. The child is as necessary for the par- 
ents further development as is the mother 
for the child's development. And the tend- 
ency of the child's behavior is toward 
loving others. The child's need for love from 
others is important principally because that 
love is the most significant developer of his 
own capacity to love others. 

—Sadeed, it may unequivocally be stated that 
every human being is born good, good in the 


dense that every infant is born with all its 


energies oriented in the glirection of confer- 
ting and receiving, of exchanging, creatively 
enlarging benefits. The purposes of the in- 
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fant are constructive—not destructive. He 
desires to live as if to live and love were one. 

When the stimulations necessary to the 
development of his need to love and be loved 
are withheld, we know that the child will gen- 
erally suffer proportionately in its capacity 
to love. We find that when the human organ- 
ism is satisfied in its expectation of love then 
it develops as a loving creature with a maxi- 
mum tolerance for frustration and a mini- 
mum need for aggression. Aggression, it 
turns out, is an acquired, not a basic need. 
It is a aeed which is developed in the child 
that has not had its needs for love adequately 
satisfied. In such a deprived child, during its 
critical developmental periods, the need for 
love may evoke aggressive responses so fre- 
quently, that the child may thus be taught 
aggression instead of the love in which it 
strives to develop its capacity. Such a child 
may later, as we know, use aggression when- , 
ever it wants anything. 

But what is the nature of this behavior 
customarily called aggressive? The usual 
statement is that it is behavior directed to- 
ward the infliction of injury. In this mean- 
ing of the term it can safely be said that no 
human being has ever been born with one iota 
of aggression in him. In this sense it is doubt- 
ful whether any infant under 6 months of 
age ever exhibits this kind of hostile aggres- 
sion. The evidence indicates quite clearly 
that the destructive element enters, if at all, 
into the structure of aggression in the later 
stages of its development. The fact is that 
Sears and his co-workers(32) found no cor- 
relation between early frustration and later 
preschool aggression in children. They found 
this not surprising since, by definition, ag- 
gression is taken to be “a goal response to 
instigation to injure” a person, that is, a 
gratification arising from performing some 
act causing injury or pain to another. It is 
absurd to call aggressive or destructive be- 
havior consisting in the taking of clocks 
apart, the removal cf the wings of insects, 
and the breaking and tearing of objects, in 
which small children almost invariably in- 
dulge. Seeing how things work is an enor- 
mously important stage in the development of 
a human being. Its best interests are not 
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advanced by treating it as a form of aggres- 
sion. 

The evidence indicates that all personal 
aggression, whether it be of the early unde- 
structive variety or of the later destructive 
kind, is almost always the response to love 
Írustrated, and the expression of a claim 
upon others to provide that love. The most 
extreme forms of destructive aggression, as 
in murder, are in effect declarations of the po- 
sition into which the murderer has been forced 
and caused to say: if you will not love me, 
then I will not love you. Almost always 
when we witness aggressive behavior we are 
observing a demand for love. This is certainly 
the meaning of the aggressive behavior of 
those small infants who exhibit it—and it is 
so at all ages. 

Thus understood aggression is not best met 
with counter-aggression, but with love—for 
aggression is the expression of the need for 
love.* 

It is not human nature but human nurture 
that is the cause of human aggression. Hu- 
man nature is good, and treated as such 
leads to goodness. It is for us to realize, in 
the light of the accumulated evidence, that 
being born into the human species means 
that the individual so born is capable of be- 
coming whatever it is within the capacity of 
that individual to become. The social experi- 
ence through which the individual has passed 
will largely determine whether he will be- 
come a dominantly aggressive or a domin- 
antly loving person or someone betwixt and 
between. But there can be no doubt that the 
individual's drives are originally directed to- 
ward the achievement of love, however de- 
formed the process of achievement may sub- 


*Such aggression is not in itself satisfactory. 
As Sears (32, p. 309) and his co-workers conclude 
in their study of aggression and dependency in 
young children, t is clear that the initial stages of 
the acquisition of aggression involve no more than 
the learning of specific adaptive acts that serve to 
remove certain kinds of interference. These acts 
happen to be destructive or, injurious; they may be 
Considered as instrumental rather than goal re- 
Sponse aggression. That is, they are intended simply 
to aid in achieving gratification of some other drive; 
they are not satisfying in and of themselves. Much 
of the interpersonal aggression observed between 
ages 2 and 4 is of this character, and the true 
goal response aggression becomes noticeable, in 
many children, only gradually during that period. 
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sequently become. There can equally be no 
doubt that the person’s drives are never 
oriented in a destructive direction, except in 
severely disturbed cases, and that such dis- 
turbances are produced principally by cultural 
factors. 

Do let us avoid falling into the error 
of attributing to innate nature that which has 
been produced by cultural factors. Above all 
do let us avoid setting up our prejudices 
concerning human nature as the ineluctable 
laws of nature. Premature psychosclerosis 
is to be deplored in the votaries of any disci- 

wpline in the process of becoming scientific. 
Reverence for father-figures is important, 
but so is irreverence. The dignity of an in- 
quirer is not best maintained by adorning 
himself with a halo of authority from what- 
ever source derived; such dignity Laurence 
Sterne once defined as a mysterious carriage 
of the body calculated to conceal the in- 
firmities of the mind. Dignity lies in the 
maintenance of integrity of mind, in the in- 
tellectual honesty which enables one to make 
the necessary distinctions between hypothesis 
and fact, rhetoric and argument, prejudice 
and reason, "far fetched" speculations and 
the laws of nature. 

In the words of Robert Browning : 

Truth is within ourselves; it takes no rise 
From outward things, whate'er you may 
believe: 
There is an inmost center in us all, 
Where truth abides in fullness; and around, 
Wall within wall, the gross flesh hems it in, 
Perfect and true perception—which is truth; 
A baffling and perverting carnal mesh 
Which blinds it, and makes error: and, “to 
know” 
Rather consists in opening out a way 
Whence the imprison’d splendour may dart 
forth, 
Than in effecting entry for the light 
Supposed to be without. 
Paracelsus 
It is up to us to recognize, as students of 
human nature, that we have an important role 
to fulfill in the re-education of humanity, in 
releasing that imprisoned splendor which*iies 
within each one of us. 
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NEUROSIS AND THE MEXICAN FAMILY STRUCTURE»? 
ROGELIO DIAZ-GUERRERO, M. D., Mums, Fra. 


In the following description of the Mexi- 
can family, I should like to make clear that 
only the dominant Mexican family pattern 
is described and that variants are only in- 
cidentally touched upon.® 

The Mexican family is founded upon 2 
fundamental propositions: (1) the unques- 
tioned and absolute supremacy of the father; 
and (2) the necessary and absolute self- 
sacrifice of the mother. The mother’s role 
has from times unknown acquired an ade- 
quate qualification in the term “abnegation” 
which means the denial of any and all pos- 
sible selfish aims. 

These 2 fundamental propositions in the 
family derive from more general “existen- 
tial” value orientations, or better, generalized 
socio-cultural assumptions which imply an 
indubitable, biological, and natural superior- 
ity of the male, We shall try to demonstrate 
that the role playing of the members of the 
Mexican family follows closely—as conclu- 
sions follow premises—from the stated socio- 
cultural propositions. 

Even before a Mexican child is born, a set 
of expectations is already at work. Although 
in many societies there is a preference for 
boy babies, in Mexico the stress is greater— 
it ought to be a boy! The birth of a girl, un- 
less it appears after 1 or 2 but preferably 
3 boys, is somewhat of an emotional tragedy. 
In the past, more seriously, and recently more 
jokingly, the virility of a father who gives 
birth to a girl is considered questionable. Be- 
sides this threat, the birth of a girl means: 
(1) a bad economic break; (2) emotional 
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but not equivalent manner to F. Kluckhohn’s (6) use. 
Bateson(1) and C. Kluckhohn(5) have also influ- 
enced this writer. 


and physical strain on the family that must 
compulsively guard her honor. which is 
equivalent to the family’s honor. (Actually 
fundamentally the loss of virginity in a fe- 
male out of wedlock threatens brutally the 
fundamental premise of femininity and self- 
sacrifice in the female); (3) even the best 
Solution through her marriage brings into 
the family a strange male intruder; (4) if 
she should not marry she will become a 
cotorra, literally an “old female parrot,” an 
individual with eternal neurotic complaints 
that are a burden to the family. 

One may well ask: why a girl at all? How- 
ever, after several boys, one girl is desirable 
in the sense that she will serve her brothers, 
thus allowing the wife more time to care 
maternally for the husband. 

But let us see now the role expectations 
for the male child. Above all, he must grow 
up to fit the dignified role of a male. There 
must be no dolls or doll houses, but soldiers, 
guns, military helmets, broomstick horses, 
swords, titanic yells, imposing screams, panic 
among the little girls. Any little demonstra- 
tion of feminine interests will be disapproved 
by older brothers, uncles, cousins, and the 
mother herself. Older children discriminate 
against younger ones on the basis that they 
are not enough of a male (machos) to par- 
ticipate in their games which become proges- 
sively more “masculine” (rougher but also 
implicating a certain dramatically conceded 
masculinity). Thus the younger children look 
forward with longing to the attainment of 
greater virility. Little girls are either avoided 
or a “steam roller" attitude is taken toward 
them. ; 

The female child must grow up to her 
destiny: superlative femininity, the home, 
maternity. The little girls amuse themselvés 
with dolls and "playing house." They must 
stay away from the rough games of the beys- 
for, as the educatedfpeople explain, it would 
not be ladylike. This idea is based apparently 
on variants of the widespread belief that if 
- 411 
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a girl should run or jump she would become 
aman. Very early the little girl starts help- 
ing her mother in the home chores—an area 
tabooed for the male child. In order to 
acquire greater femininity the little girl must 
start learning delicate feminine activities like 
embroidery or lace making. Later in life she 
may learn painting, music, poetry, literature, 
or philosophy. But even as a little girl she 
must always dress like a female, keep neat, 
and be graceful and coquettish. It is interest- 
ing to note that one of the postulates under 
which Mexican public education has labored 
for years is that one of the main goals of 
education is to make men more typically male 
and women more typically female. 

During the entire childhood the sign of 
virility in the male is courage to temerity, 
aggressiveness, and not to run away from a 
fight or break a deal (no rajarse). But both 
the boy and the girl must be obedient within 
the family. Paradoxically a father will feel 
proud of the child who did not run from a 
fight in the street, but at home may punish 
him severely for having disobeyed his orders 
regarding street fights. This appears to mean 
that the child must be masculine but not as 
much as his father. 

During adolescence the sign of virility in 
the male is to talk about or act in the sexual 
sphere. He who possesses information and/ 
or experience regarding sexual matters is 
inevitably the leader of the group. The pre- 
pubescent boys are coldly discriminated from 
the “seances” of adolescents on the basis that 
they are not sufficiently male-like to partici- 
pate. Girls, now instead of being avoided, 
are the alluring goal of the males. During 
adolescence there comes into being a peculiar 
phenomenon. The pursuit of the female un- 
folds into 2 aspects. In one the adolescent 
searches for the ideal woman—the one he 
would like to convert into his wife. This one 
must have all the attributes of the perfect 
feminine role. She must be chaste, delicate, 
„homey (hogareña), sweet, maternal, dreamy, 
religious, and must not smoke or cross her 
us legs. Her face must be beautiful, especially 

veter eyes—but not necessarily her body. Sex- 

uality takes a very sečondary role. In the 

other aspect the adolescent searches for the 

sextalized female and with the clear purpose 

in mind of sexual intercourse. Here the 
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roundness of the lines, and their quantity is a 
determinant factor. The male Mexican’s fe- 
male ideal implies breasts and hips, particu- 
larly hips, far broader and far more quiver- 
ing than is considered proper in this country. 
It is even more interesting to note that in 
every case as soon as the individual has found 
the woman he may idealize, ipso facto, all 
other women become objects for the sexual- 
ized search, and tempting objects of seduc- 
tion. 

As adolescence advances into youth and 
adulthood the extreme differentiation among 
feminine objects loses some of its momen- 
tum. And although the entire expression of 
sexuality is still only open to lovers or prosti- 
tutes, it is also true that the youth or the 
adult who looks for a woman with matri- 
monial intentions will, before making his de- 
cisions, attend a little more to the quality and 
quantity of the secondary sexual character- 
istics of the female. It is well to repeat, how- 
ever, that even in this case chastity and the 
other factors of femininity continue to weigh 
heavily. 

From adolescence on and through the en- 
tire life of the male, virility will be measured 
by the sexual potential, and only secondarily 
in terms of physical strength, courage, or 
audacity. So much so, that even these other 
characteristics of behavior as well as still 
other subtler ones, are believed to be depend- 
ent upon the sexual capacity. The accent falls 
upon the sexual organs and their functions. 
The size of the penis has its importance. The 
size of the testicles has more, but more im- 
portant than the physical size is the “func- 
tional” size. It is assumed they are in good 
functioning when: (1) the individual acts 
efficiently in sexual activity or speaks or 
brags convincingly of his multiple seductive 
successes; (2) when he speaks or actually 
shows that he is not afraid of death; (3) 
when the individual is very successful in the 
fields of intellectuality, science, etc. 

In each of these cases the common people, 
those that Ramos(7) speaks of as putting 
things crudely, will say, “That guy has plenty 
of nuts!” (Muchos huevos)—or else that he 
has them very well placed. This socio-cul- 
tural proposition of profound depth and 
breadth seems to embrace in its scope the 
majority of the Latin American people. A 
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Cuban physician once told be how one of the 
Cuban presidents had gone alone into a large 
military post where the commanding general 
was preparing a coup d'etat. Man to man, the 
president made the general confess and made 
him a prisoner of his former followers. The 
Cuban physician summed up the story by 
saying: Oh! What a man, his testicles are 
bigger than a cathedral.” It is not only the 
. monumental size attributed to the testicles 
that is amazing in this remark, but the inclu- 
sion in one sentence of the two opposing 
socio-cultural premises: the testicles, virility 
the cathedral, the female set of values. 
Finally, even the undisputed authority of 
the male in the home, and in all other func- 
tions in relation to the female may be ex- 
plained by the fact that he has testicles and 
she does not. Incidents like the following are 
very common among university students: If 
one of Mexico’s relatively few career women 
obtains high grades, one or many of the 
male students will exert himself to express 
with a serious face and in a loud whisper 
that he knows from reliable sources that this 
student has already missed several menstrua- 
tions, Americans would leap to the conclusion 
that the girl is pregnant, but in Mexico the 
implication is that she is becoming a male. 
Let us return to the female. After the 
termination of the grade school, she is re- 
turned to the home. It is not feminine to 
have an advanced education. During ado- 
lescence women learn more and more the 
varied aspects of their roles. Now substi- 
tuting for, now helping the mother in her 
care and attentions to the males, she irons, 
washes, cooks, sews buttons, purchases socks 
and undershorts for her brothers (I was 25 
and in the United States before I bought my 
own underclothes), and is supposed to fulfill 
the most menial needs of her brothers. The 
brothers in turn®are the faithful custodians 
of the chastity of the female. On the basis 
that nothing can happen to the sister if there 
are no male strangers around, even innocent 
courtships where well-infentioned gentlemen 
talk through the railings of a window with 
girls, are viewed with suspicion. As a con- 
Sequence, these gentlemen are the subjects of 
hostility and are seen from the corner of the 
eye, and the family batteries are ready to 
shoot in case that such a boy friend may dare 
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to hold the hand of the sister. The precau- 
tions are taken to such an extreme that often 
the friends of the father or brothers are 
never admitted into the homes—except of 
course if there is a fiesta, at which time there 
is a breaking down of most premises. At 
any rate, it is in this fashion that the girl 
is prepared to give and give—and receives 
little or nothing. But it is during adolescence 
and youth that the Mexican women are going 
to experience their happiest period. In effect, 
they will sooner or later be converted into the 
ideal woman for a given male. Then they will 
be placed on a pedestal and be highly over- 
evaluated. The girl in this period will re- 
ceive poems, songs, gallantries, serenades, and 
all the tenderness of which the Mexican male 
is capable. Such tokens are numerous, for 
the male has learned very well in his infancy, 
through relations with his mother, a very in- 
tensive and extensive repertoire for the ex- 
pression of affection ; and, as a part of the 
maternal ideals, romanticism and idealism dig 
deep into the mental structure of the Mexi- 
can. At any rate, our Cinderella, who has 
heretofore given all and received nothing 
in exchange, enters into an ecstatic state as a 
result of this veneration, this incredible sub- 
mission—as a slave to a queen—of the im- 
posing, proud, dictatorial and conceited male. 
Many years later the Mexican female will 
again experience an ecstacy of the same 
quality when her children will consider her 
the dearest being in existence. But this is 
not surprising—both expressions of senti- 
mentality are only branchings of the same 
fundamental phenomenon: the set of ma- 
ternal values. 

Soon after the termination of the honey- 
moon, the husband passes from slave to 
master and the woman enters the hardest test 
of her life. The idealism of the male rapidly 

d the mother. To make 


drops away towar i 
matters worse, the wife cannot be considered 


as a sexual object in a broad sense. Mexican 
husbands repeatedly indicate that sex mist 
be practiced in one way with the wife and in 
another with the lover. The most common. 
statement refers to ehe fear that the wife 
might become too interested in sex if he in- 

ces her into the subtilties of the pleas- 
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ure. At other times this fear is expressed 
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in a clearer fashion by saying that the wife 
might become a prostitute. 

The husband must work and provide. He 
knows nothing, nor does he want to know 
anything, about what happens in the home. 
He demands only that all obey him and that 
his authority be unquestioned. Often after 
working hours, he joins his friends and along 
with them proceeds with a life no different 
from that he practiced when unmarried, To- 
ward his children he shows affection but be- 
fore anything authority. Although he doesn’t 
follow them himself he demands adherence 
to the “maternal” religious concepts. Often, 
however, he imposes the authority of his 
moods and his whims. He is satisfied if his 
children obey “right or crooked.” It is there- 
fore again the premise of the unquestioned 
authority. The wife submits and, deprived 
of the previous idealization, must serve him 
to his satisfaction “the way mother did." 
Since this is not possible, the husband often 
becomes cruel and brutal toward the wife. 

The Mexican wife enters much before 
motherhood in the causeway of abnegation— 
the denial of all of her needs, and the abso- 
lute pursuit of the satisfaction of everyone 
else. 

In this frame of reference, we shall de- 
scribe the aspect that is lacking—the infancy 
of the Mexican. The Mexican mother is 
deeply affectionate and tender and overpro- 
tective toward the infant. In the beginning 
the baby gets anything and everything. In- 
fants are deeply loved, fondled, and admired 
—for the first 2 years of their existence. In 
this activity the usually large number of rela- 
tives participate. At the same time, slowly in 
the first 2 years and then under an intensive 
pressure, the infant and the child must be- 
come well brought up bien educado. They 
must become the model children who will 
perforce fit into the system of absolute obedi- 
ence to the parents. This necessary obedience, 
humility, and respect to the elders and for 
authority are imposed in a great many ways. 

Dilling in courtesy and in manners is a 
prevalent one. Thus, a well-brought-up child 


way not be yet able to pronounce his name 


properly, but when asked what it is must in- 
variably follow his answer with “para ser- 
virle" or “A sus ordenes? (To serve you—or 
at your orders). The Spanish language is 
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saturated with these forms of submission, 
Actually there are two languages and when 
two people meet the one in the position of 
submission refers to the other as “Usted”; 
the one in the position of command uses “tw”, 
a familiar form of “Usted.” 

The infant must be well brought up and 
if words do not suffice, as they often do not, 
physical punishment is used. The child must 
learn submission and obedience. In the same 
fashion he learns in a rigid way the various 
aspects of the Catholic religion. To end this 
description, let us say that the mother with 
her attitude and her affect is the source of all 
tenderness, sentimentality—and the largest 
portion of the cultural expressions of the 
Mexican. The writing, painting, sculpturing, 
philosophy, and religion are saturated with 
direct or symbolic allusions to maternity. 

In spite of the fact that this is a summar- 
ized and incomplete elaboration of the Mexi- 
can family pattern, one can easily conclude 
that the general setting is favorable to the 
development of neurosis. Also, one is prone 
to think that the Mexican female would be 
commonly subject to neurosis. Table 1 seems 
to substantiate such predictions: 32% plus/ 
minus 2.65 of the male population of Mexico 
City over 18 years of age are “neurotic” and 
44% plus/minus 2.83 of the female popula- 
tion over 18 are “neurotic.” The difference is 
statistically significant to the 0.4% level of 
confidence.* 

At a more specific level one can easily de- 
duce that in the male there should be: (1) 
problems of submission, conflict, and re- 
bellion in the area of authority; (2) pre- 
occupation and anxiety regarding sexual 
potency ; (3) conflict and ambivalence regard- 
ing his double role. He must at times love and 
generally act maternally and tenderly, and at 


The data in tables I and JI are taken from 
R. Diaz-Guerrero(3). In this study an effort was 
made to measure through a 46-question question- 
naire the degree of mental health of the Metropolitan 
Mexican. The data used here are based on the 
tabulated results fromc294 returned questionnaires. 
The questionnaires were distributed in Mexico City 
following Cantril's(2) weighted random sample 
technique. Cooperation was 57%. The importance 
of dynamic, general psychological and semantic 
factors as well as the influence of socio-cultural 
conditionings were taken into account to derive a 
criteria of "mental health." The study was a pre- 
liminary trial. 
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TABLE 1* 


Decree or MENTAL HEALTH 


(2) Do you get angry frequently?... 
(3) Do you think life is worth living? 
(4) Do you consider yourself a nervous person. 


(6) Do you feel very depressed frequently?. 
(7) Do you like your type of work?.... 


(8) Do you get along better with strangers than with 


members of your family?....... 
(9) Do you believe in trusting people? 
(10) Do you find it difficult to concentrate?.... 


(11) Do you suffer frequently from the bile?...... P 


415 
Males Females 
No DK. Fes No DK. 
82 0 (26) 66 8 
56 I (62) 36 2 
(12) II 69 (18) 13 
- (43) 52 5 (66) 33 I 
- (43) 51 6 (51) 40 9 
+ (34) 64 2 (57) 41 2 
s. 68 (27) 5 80 (9) II 
66 % (37, 859 4 
(63) 10 13 (77) 10 
68 II (24) 58 18 
66 6 (52) 47 I 


„Translated from R. Diaz-Guerrero(3). “Neurosis” is defined by 1 5 8 of answer that has been enclosed in paren- 


theses. These data as well as those reported in 


Table 2 are. 


results from 294 returned question- 


on 
naires which were distributed in Mexico City following Cantrill’s weighted random sample technique, 


other times sexually and virily; (4) difficul- 
ties in superseding the maternal stage: de- 
pendent-feminine individuals; (5) problems 
before and during marriage; mother's love 
interferes with the love to another woman 
(Here one should expect an important area 
of stress where the husband, the wife, and 
the husband's mother play the dynamics of 
jealousy). (6) the Oedipus complex, as 
Freud describes it: almost every aspect of 
the ideal setting for its development is pro- 
vided by the premises of the culture and the 
role playing. Actually areas 2, 3, 4, and 5 
above may be considered as partial expres- 
sions of the dynamics of the Oedipus com- 
plex. 

In the female the main area of stress 
should fall around her variable success in 
living up to the stiff requirements that the 
cultural premises demand. Her inability to 
live up to them should show itself in selí- 
belittlement and depressive trends. Another 
area of clear disturbance should appear 
around the “old maid" complex. Finally, the 
rapid transition of the socio-cultural premises 
may affect her. * y 

Interestingly enough, even the occasional 
observer has opportunity to see evidences of 
mental ill-health in the areas outlined above 
for the male. My owif observation in the 
practice of psychotherapy has, in many in- 
stances, substantiated the expectation that 
these areas are the most stress producing. In 
regard to women there is little evidence. 
Women in Mexico seldom go to the psychi- 
atrist. It is a common observation, however, 


that more women than men go to the general 
practitioner with psychosomatic ailments. 
Table 1 shows that the question dealing with 
depressive mood is differentially answered in 
the affirmative by the females, and the only 
and very carefully selected question regard- 
ing pyschosomatic ailments, “Do you suffer 
from the bile?",5 shows twice as many women 
as men suffering from it. 

But what seems to be even more common- 
place in one degree or another is the exist- 
ence in the Mexican male of a syndrome for 
which the common denominator is guilt. The 
extreme separation between the "female set" 
of values and the “male set,” plus the fact 
that it is the female who teaches and develops 
the personality of the child, often provokes 
in the male guilt regarding deviations from 
the female pattern. Actually in order to be 
at ease with the male pattern he must con- 
stantly break with the female one. Perhaps 
it is not an accident that the main religious 
symbol is a woman : the Virgin of Guadalupe. 
From their behavior it appears that the males 
are caught in a compulsive asking for for- 
giveness from the same symbol they must 
betray if they are to be masculine. It is only 
because a good number succeed in keeping 
each role distinct and separate, through clear 
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5 The “bile” refers to the Mexican tradition that 
when a person is badly or cruelly frustrated the bile 
will pour into the blood and will produce all kids 
of strange symptoms :@abdominal pains, vomiting, 
diarrhea, headaches, dizziness, oppression, migraine, 
etc. Actually almost everything of what is now re- 
ferred as psychophysiological disorders can be pro- 
duced. 
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discrimination of the places and situations 
suitable for the playing of each, that no more 
or no more serious mental disturbance ap- 
pears. In many of the male Mexican patients 
that I have seen there is, to one degree or 
another, prominent in the picture a battle of 
“superego” and “id,” the former represent- 
ing the mother set of values and the latter 
the father set. This is Freudian, metapsy- 
chology A la Mexicain. 

From this vantage point one could say that 
many of the neurosis-provoking conflicts in 
the Mexican are “inner” conflicts, that is, 
provoked more by clashes of values rather» 
than by clashes of the individual with reality. 
That this may be so is further suggested by 
a study of Gomez Robleda(4). Searching 
for the evaluations of the “average Mexican” 
he found that 34.3476 of the people investi- 
gated held as their main interest in life “sex- 
uality and erotism” and 17.17% mystical and 
religious values, 

The data in Table 2 seem to substantiate 
the masculine-feminine socio-cultural dichot- 
omy. The table is self-explanatory in the con- 
text of the statements about the main socio- 
cultural premises. With more adequate 
polling techniques, one could measure the 
degree and perhaps the “quality” of the vari- 


ation from the dominant patterns. For ex- 
ample, there is little variation still in regard 
to the cultural assumption: “the mother is 
the dearest person in existence” but there is 
a tremendous change in regard to “men are 
superior intellectually to women.” 


SUMMARY 


A presentation is made of the cultural as- 
sumptions which it is believed underlie a 
great deal of the role playing in the Mexican 
family.» Examples are given to demonstrate 
the effect of the assumptions?in actual role 
playing. Remarks are made regarding (1) 
the areas where neurotic difficulty would be 
expected from the assumptions and the role 
playing, and (2) some evidence which seems 
to verify such expectations. It is proposed 
that opinion polls may serve the purpose of 
identifying the degree of variation of a given 
group from the dominant pattern. 
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Socto-CurruraL Premises (VALUES) 
Males Females 
— — 

Ves No D. K. 1 Ves No D. K. 

(1) Is the mother for you the dearest person in 
Seiten? tee 5355 5 3 2 86 10 4 
(2) Do you believe the place for women is the home?.. or 6 3 90 7 3 

(3) Do you believe that men should “wear the pants in 
the family”? 85 II 4 78 I5 7 
E ES — 19 72 9 
56 35 9 559 34 Us 
44 12 23 60 17 
4I 44 15 40 55 5 
51 33 16^ 63 17 29 
22 67 II 16 74 10 


Woman? 
* Translated and modified from R. Diaz-Guerrero(3). 
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e answer "yes" corresponds to the dominant pattern. Exceptions are in questions 4 and 5; here the answer “no” 


corresponds to the dominant pattern; D.K.: “don’t know.” 


D 


1955] 


3. Diaz-Guerrero, Rogelio. Teoria y resultados 
preliminares de un ensayo de determinacion del 
grado de salud mental, personal y social del 
Mexicano de la ciudad. Psiquis, 2:31, 1952. 

4. Gomez-Robleda, Jose. Imagen del Mexicano. 
Mexico, D.F.: Secretaria de Eduacacion Publica, 
1948. 
5. Kluckhohn, Clyde: Pp. 388-433 in Parsons, 
Talcott, and Shils, Edward, A., eds. Toward a Gen- 


ROGELIO DIAZ-GUERRERO 


417 


eral Theory of Action. Cambridge: Harvard Uni- 
versity Press, 1951. 

6. Kluckhohn, F. R. Pp. 342-357 in Kluckhohn, 
C., Murray, H. A., and Schneider, D. F., eds. Per- 
sonality in Nature, Society and Culture. New York: 
Knopf, 1953. 

7. Ramos, Samuel. El Perfil del Hombre y la 
Cultura en Mexico. Mexico, D.F.; Pedro Robredo, 


1938. 


THE DEVELOPMENT OF PLAY AS A FORM OF THERAPY: 
FROM ROUSSEAU TO ROGERS‘ 


DELL LEBO, M. A., 2 INDIANAPOLIS, IND. 


The first person to advocate studying the 
play of children in order to understand and 
educate them was Rousseau. In Emile(22) 
Rousseau expressed his ideas on the aims of 
childhood training. He recognized the fact 
that childhood was a period of growth and 
that children were not tiny ladies and gentle- 
men. Further, he saw great value in child- 
hood and the games of childhood. He said 
(22, p. 71): g 
Hold childhood in reverence, and do not be in any 
hurry to judge it for good or ill.... Give nature 
time to work before you take over her business, lest 


you interfere with her dealings. . . . Childhood is 
the sleep of reason. 


Rousseau stressed the importance of play 
in understanding the child when he recom- 
mended that a child's teacher become a child 
himself in order to join the games of his 
pupil and thus become a proper companion. 
Rousseau’s references to the play and games 
of children were more in line with educative 
or training purposes than in accord with 
modern investigative or therapeutic uses of 
play. i 

The first recorded actual use of play in 
therapy was the case of a phobic 5-year-old 
boy. For years Sigmund Freud had been 
urging his friends and pupils to collect obser- 
vations on the expressions of children. The 
parents of the fearful child, Little Hans, col- 
lected data over a period of years and sub- 
mitted them to Freud. In turn Freud made 
his diagnosis from the reports and offered 
therapeutic advice. 

In order to illustrate the type of child 
material Freud sought to analyze, a repre- 
sentative conversation between Little Hans 
and his father, the “I” in the protocol, is 
presented (10, pp. 192-194) : 
. And I'm afraid of furniture-vans, 
I: “Why?” 

AMEDI Tw 
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Hans: “I think when furniture-horses are drag- 
ging a heavy van they'l fall down.. . . Because 
once a horse in a bus fell down. . . ." 

I: "What did you think when the horse fell 
down?" 

Hans: “Now it'll always be like this. All horses 
in buses’ll fall down. . . .” 

I: "You had your nonsense [a term given Hans 
for his phobia] already at that time?" ^ 

Hans: “No. I only got it then.... 

I: "But the nonsense was that you thought a 
horse would bite you. And now you say you were 
afraid a horse would fall down.” 

Hans: “Fall down and bite. 

I: "Was the horse dead when it fell down?" 

Hans: “Yes! ... No. Certainly not. I only 
said it as a joke." (His expression at the moment, 
however, had been serious.) 


I: „ .. When the horse fell down, did you think 
of your daddy?” 
Hans: "Perhaps. Yes. It's possible." 


To Freud, Hans’ childish train of thought 
revealed that the horse (his father) would 
bite him because of Hans’ wish that the 
horse (his father) should fall down thereby 
giving Hans complete right to his mother. 

This interpretation was also borne out by 
Hans’ play. His father noted (10, p. 194): 
For some time Hans has been playing horses in the 
room; he trots about, falls down, kicks about with 


his feet, and neighs. . . . He has repeatedly run up 
to me and bitten me. 


* By such play, Freud reasoned, Hans was 
indicating his acceptance of the interpretation 
more decidedly than he would in words, but 
with a change of roles. Now Hans identified 
with his father who possessed his mother. 

The publication of Hans’ infantile neu- 
rosis made many people indignant. They 
foretold an evil future “fdr the poor little 
boy who had been ‘robbed of his innocence’ 
at such a tender age and had been made the 
victim of a psychoanalysis” (10, p. 288). 
None of these fearful apprehensions came 
true. Hans visited Freud after a lapse of 13 
years. He felt perfectly well and suffered 
from no troubles or inhibitions. 

When Freud worked with Little Hans he 
did not follow one of Rousseau’s sugges- 
tions; he did not become a child to under- 
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stand Hans. Instead Freud, acting mostly 
through Hans’ father, sought to bring Hans 
to intellectual adulthood. Hans’ thinking was 
directed along purposeful lines. He was 
asked questions about some matters he was 
incapable of fully understanding. Such psy- 
choanalytic interest in the early years of 
childhood was the most important therapeutic 
source of modern play therapy. 

Most of the early work with children em- 
ployed Freud’s methods, rather than Rous- 
seau’s suggestion. That is to say, principles 
of adult therapy were applied to children. As 
might be expected, this led to considerable 
difficulty. 


DIFFICULTIES OF APPLYING PSYCHOANALYTIC 
TECHNIQUES TO CHILDREN 


During the past 30 years a highly special- 
ized branch of psychoanalysis has been devel- 
oped: child analysis. Until the early 1920's 
few psychoanalysts were capable of child 
analysis. They did not realize that while a 
good psychoanalytic orientation was required, 
child analysis was distinct and different from 
psychoanalysis(3). Before this distinction 
was clearly realized many analysts found it 
difficult to work with children. Even if they 
were able to establish a feeling of warmth and 
friendliness in the child they found him fre- 
quently unable to put his anxieties into words. 
Children were also uninterested in exploring 
directly their past life and developmental 
stages. Adult psychoanalytical theory placed 
great. stress on the importance of forgotten 
episodes in the early years of life. Children 
were too close to these episodes to enjoy talk- 
ing about them—even if they could find the 
Proper words. 

Adult psychoanalysis also relied exten- 
sively on the process of free association. The 
analyst felt somewhat helpless when his child 
patients refused®to free-associate. Children 
were often brought in for analysis against 
their will. This was a new experience for 
analysts whose patients generally volunteered 
for treatment. 

As a result of these shortcomings of adult 
Psychoanalytic technique when applied to 
children, most analysts contented themselves 
with collecting observations of children’s be- 
havior. Consequently, most of the early ad- 
vances in the application of psychoanalytical 
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principles to child life arose from indirect 
observations combined with interpretation 
on an adult level. As we have seen, Freud’s 
(10) analysis of Little Hans was based on 
just such a procedure. The clarity of the 
working of the Oedipus situation in the re- 
corded conversations and play of Little Hans 
greatly increased knowledge of the dynamics 
of the unconscious mind. 

Brilliant as the analysis was, Freud saw 
that many weaknesses existed when psycho- 
analytic theory was applied to children. The 
need for a change in the analyst’s approach 
to children was soon recognized by others. 

Von Hug-Hellmuth(rr, r2) reported that 
play was essential in child analysis when 
treating children 7 years of age and younger. 
It was said to be helpful as a bridge to verbal 
communication with older children. How- 
ever, von Hug-Hellmuth also emphasized the 
educative aspects of working with children, 
Educative features have continued to be im- 
portant in the psychoanalysis of children(8, 
13); however, no fixed rules were evolved 
for working with them until Melanie Klein 
(13) formulated her psychological principles 
of infant analysis in 1927. Anna Freud(7) 
developed the classical Freudian theory into 
another system of child analysis. These 2 
psychoanalytic schools of therapy differ in 
their beliefs concerning the development of 
the child's ego and superego as well as in 
their techniques of analysis. 


THE SYSTEMS OF ANNA FREUD AND MELANIE 
KLEIN 

Anna Freud(9) utilized children's play in 
a manner analogous to the use of dreams 
with adults. She sought to find the uncon- 
scious motivation behind imaginative play, 
drawings, and paintings. However, because 
the child's superego was regarded as undevel- 
oped the importance of the emotional rela- 
tionship existing between the child and the 
analyst was emphasized. A feeling of rap- 

ort was established before the latent content 
of the child's play was interpreted to him. ; 

Whereas Klein(13) regarded the child's 
superego as already developed, and empka- 
sized the necessity dt making immediate in- 
terpretation to the child. This was said to 
reduce the anxiety created in the young child 
by an immaturely severe superego. Play A 
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therapy furnished direct access to the child's 
unconscious. The spontaneous play activity 
of the child was substituted for free associa- 
tion. A generous selection of small toys was 
offered the child. He could use these as he 
wished during the analytic hour. The child's 

conversation and actions with toys were re- 
garded as being equivalent to an adult’s 
wandering free associations. 

Some therapists refused to accept any of 
the child’s play activities as being the equiva- 
lent of adult free association. They pointed 
out that free associations were produced 


under the influence of one governing aim; 


that of being cured by psychoanalysis. Child- 

ren in their play had no such intention. Be- 
, cause of such considerations many therapists 

have evolved techniques of a different sort. 


.OFFSHOOTS OF PSYCHOANALYTICAL PLAY 
THERAPY 


Play situations, in which the child was 
given a few selected toys and the therapist 
entered into the play to encourage the child 
to enact certain traumatic scenes, have been 
called active play therapy. Forms of active 
play therapy have been developed by such 
workers as D. Levy (16), Solomon(23), and 
Conn (5). 

In the limited number of toys the child is 
allowed to have, active play therapy seems to 
follow the formulations of Anna Freud. In 
the active play therapies of Conn and D. 
Levy there is no need to build up a feeling of 
rapport between the child and the analyst; in 

this respect it resembles the play technique 
of Melanie Klein, Indeed, one modern active 
play therapist(5) has said there were to be 
no ties of gratitude betwen the child and the 
therapist. Further, Klein’s goal of rapidly 
reducing the child's anxiety seems to have 
been successfully met in active therapy. It 
has been said that no other method can so 
12 desensitize a child to a specific fear 
A: t 
In the active play therapy of Solomon 
(23) and John Levy(6) Anna Freud’s in- 
fluence is observed. These therapies stress 
observing the emotional Telationship between 
the child and the therapist. Such a relation- 
ship is considered to be diagnostically indica- 
0 tive of the child's relationship with others. 
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A passive type of play therapy developed 
concurrently with active play therapy(21). 
In passive therapy the therapist did not re- 
strict the child's play. Instead, he seemed 
just to sit in the room with the child. As the 
child acted in different ways to find out what 
was permitted, the therapist gradually al- 
lowed himself to become a part of the child's 
play. The child was always allowed to di- 
rect the play even though the therapist might 
eventually offer simple interpretations. In 
general, the passive play therapist believes 
that the important thing in alienating an emo- 
tional disorder is the acceptanco of the child's 
expressions with understanding. The child is 
enabled to work out his anxiety, hostility, or 
insecurity, playfully and at his own speed. 

Since the passive play therapist allows the 
child to lead the way there is no restriction 
placed on what toys the child may use. He is 
not limited to a doll family but may play 
with whatever toys he desires. As a conse- 
quence of such a large choice of toys and the 
passive, accepting attitude of the therapist, 
not all of a child's play will have strong emo- 
tional or symbolic value. Some play activities 
will be simply reenactments of the child's 
everyday experiences. The passive attitude 
seems to be close to the use of relationship 
therapy. 


RELATIONSHIP THERAPY 


Relationship therapy stems from the think- 
ing of Otto Rank(18). It proved so valuable 
a tool that it was soon developed and modi- 
fied by other writers(1, 2, 24). It differed 
from psychoanalytic therapy in that it placed 
the major emphasis on the curative power of 
the emotional relationship between the thera- 
pist and the client.“ Little, if any, curative 
power was to be found in insight gained 
through the interpretation of past experi- 
ences, or recovered memories. Relationship 
therapy dealt entirely with the present situa- 
tion. It made no effort to explain or interpret 
past experiences. It 2mphasized present feel- 


8 The therapeutic techniques of Solomon and J. 
Levy have been called relationship therapy. Such 
Special techniques are properly classed as active 
play therapies. They utilize the relationship between 
the therapist and the child primarily as a quick di- 
agnostic indicator, rather than a major therapeutic 
element. 3 
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ings and reactions; so there was no need 
to question the client as to his earlier ex- 
periences. 

The technique as used with children in- 
volves situations in which the child is given 
complete freedom. He is permitted to en- 
gage in whatever activity he wishes in the 
presence of the therapist. Play materials are 
provided which the child may use or not as he 
chooses. The therapist may play with the 
child if invited by him, but his participation 
in play is minimal. 

Relationship therapy, while starting as an 
independent ànd vigorous movement has 
merged almost completely into a newer thera- 
peutic attitude, the nondirective approach. 


NONDIRECTIVE THERAPY 


The person responsible for the submer- 
gence of relationship therapy and the emer- 
gence of nondirective therapy is Carl Rogers 
(19, 20). Nondirective therapy has come to 
be recognized as an important approach to 
understanding behavior. It makes no attempt 
to control or change the client's meanings, 
rather it focuses attention on creating a thera- 
peutic situation which provides experiences 
that make changes possible and leaves to the 
individual the freedom to decide the nature 
and direction of the change. 

Because nondirective therapy emphasizes 
the belief that the client contains within him- 
self the necessary ability to solve his own 
emotional problems its methods were im- 
mediately applicable to children as well as 
adults. Indeed, nondirective therapy origin- 
ally grew out of working with children's 
problems (14). The development of its princi- 
ples and premises have been previously dis- 
cussed in this Journal(14). Rogers (20) 
client-centered philosophy was quickly and 
Successfully applied to play therapy by Vir- 
ginia Axline(4). Her suggestions remain the 
basis of nondirective play therapy (15). 


CONCLUSION 


Psychoanalysis, while stimulating an inter- 
est in diagnosing and treating emotionally 
disturbed children, soon found its techniques 
and approaches had to be modified if they 
Were to be used effectively with children. The 
child could not become an adtilt in order to 
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be effectively psychoanalyzed. Consequently, 
the analyst had to go to the child. The im- 
portance of play and toys as an analytical 
tool was recognized. However, it was many 
years before successful analytic play tech- 
niques were established. A variety of active 
and passive forms of analytical play therapy 
continue to flourish. 

Relationship therapy emphasized the pres- 
ent rather than the past, and stressed the im- 
portance of the dynamic relationship between 
the therapist and the patient. As a result, a 
method of child treatment soon developed 

efrom relationship therapy. The postulates of 

relationship therapy were rapidly absorbed 
into nondirective therapy. Nondirective be- 
liefs place therapeutic reliance upon the per- 
son himself. Nondirective therapy was im- 
mediately useable as a form of play therapy. 
Its original postulates remain unchanged. 

The development of play in child therapy 
was an inevitable process, for play therapy, 
no matter on which therapeutic theory it is 
based, provides the child with a natural 
avenue of approach to the therapist. He is 
enabled to calmly and without embarrassment 
reveal his ideas, emotions, wishes, attitudes, 
and fantasies to the therapist. Therapeutic 
play behavior enables the child to immediately 
release socially unacceptable impulses and 
aggressive behavior. He may discharge his 
feelings without fear of being censured or 
punished. Such a secure emotional discharge 
serves to quickly reduce the child's anxiety, 
enabling him to move safely on to therapeutic 
experiences. 
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SOME PSYCHIATRIC CONSIDERATIONS CONCERNING 
CREATIVE 
WRITING AND CRITICISM 


MERRILL MOORE, M.D., Boston, Mass. 


INTRODUCTION 


It is all too easy to forget that a piece of 
writing (when one undertakes to criticize 
it) is a product of the mind (or an expres- 
sion of a personality) and a form of human 
behavior, that can be studied, evaluated, and 
criticized in the three basic terms indicated 
in italics above. It is all too easy with prose 
and poetry to “take the author’s word for it” 
and “to accept it as if it were true,” a part 
of reality, magically created somehow by a 
magic creature (the author). Such an accept- 
ance accomplishes two things : It mistakes the 
experience of reading for the experience of 
reality (or actuality) and inasmuch as some 
authors are really so gifted as to “put us 
under their spell,” we may go a little further 
in our credulity and endow them with more 
magic than they really have, that we wish 
they had, or possibly wish we had. By such 
means an illusion helps an illusion to grow, 
temporarily, of course, but it can lead to a 
permanent confusion. Possibly something 
can be done about it in the way of forming 
objective literary standards, perhaps not. 
Certainly this problem is likely to undergo 
much more investigation in days to come. 


THE PARTICULAR TERRAIN OF POETRY 


It is not my intention to try to function as 
a geographer and map out the fabulous ter- 
rain of poetry. Only the mountain tops of 
these golden islands have risen above the 
level of the sea of our tardy knowledge, as 
yet, but I believe that it is increasingly known 
in what general directions they extend and 
much of their general outline is visible and a 
few guesses are available as to the origin and 
structure of these lands. Are they the 
weathered rock of primary geologic strata? 
Are they igneous in origin, heaved up from 
an ancient volcano? Or are they of more 
recent coral-atoll formation? Possibly they 
are some of each. It remains for the future 
to determine, but, for the moment, we can 
investigate some obvious patlfs that may lead 


us somewhere, not in an airplane with a 
camera, but on foot, using our eyes. 

One of the first questions I would want to 
ask is: What relation does poetry bear to 
free association, in the mind? This is like 
asking what is the stuff that dreams are made 
of? Or, bluntly: What is poetry? Here the 


e answer would correspond to a soil analysis, 


one of the first steps in any scientific geo- 
logic expedition, and here it may not be in- 
advisable to attempt this first, before the 
entire map of the terra incognita is drawn or 
attempted. 

Next, we shall wish to ask: How, why and 
what do poets write? None of these questions 
can be answered directly or fully but some 
guesses can be offered, some opinions can be 
formulated, and some hit-or-miss replies may 
be made, in a confessedly undogmatic vein. 
We shall do well to start with the problem of 
free associational thinking and its relation- 
ships to the poetic process. 


“CREATIVE WRITING” AND “CRITICISM” 


One wonders if literature can ever become 
a branch of science, literature as a whole, not 
the fragments of its structure called pho- 
netics and linguistics. And, if it does, then 
will there ever be a science of criticism? Cer- 
tainly we need a more secure and teachable 
method of criticizing what is written, in ob- 
jective and definite ways. At present most 
reviewing of literature is haphazard, hit-or- 
miss; on account of this faulty method it is 
quite possible that much that may be valu- 
able in modern techniques of literary criti- 
cism is lost or may become a misevaluation. 
The practical problem can be stated in just 
these terms, as arising from the need any 
man can feel for evaluating in some objec-e 
tive and fair way the terrific outpour of 
books, essays, plays, poems, and criticisms 
and the minds that die behind them. Buf do 
not make the false assumption that, in bring- 
ing up this question, I tend to make a fetish 
of science, or regard it as a false god or even 
a Moses to lead the children of letters out of e 
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confusion into a valley where grapes grow 
big and delectable. I have no tender aspira- 
tions of that sort. I would be satisfied if I 
merely felt that one could, by relatively defi- 
nite standards, review, classify, criticize, and 
adequately appraise anything in the way of 
literary production with the reasonable hope 
that it is being fairly and properly done. Too 
often I feel that the review of any book may 
be only a reflection of the mood of the re- 
viewer when he wrote it. Too often a review 
is obviously only a catharsis of the reviewer's 
pet peeve. Too often the review is an oppor- 
tunity for the reviewer to find a point of de- 
parture from some eccentric whim or “ism” 
of his own, wholly unrelated to the form and 
content of the volume or document he is “re- 
viewing." The book may be trash but the 
review should not be. The art of creative 
writing may come tardily to the threshold of 
science and objectivity but, if and when it 
arrives, is it too much to hope that it might 
find the art of reviewing already there? 
The point of this discussion is to call atten- 
tion to some of these problems as they in- 
volve contemporary letters that may be called 
linguistic, not only in regard to the theories 
of creativeness but in active criticism as well. 
Linguistic factors are known to be important 
determinants in literary structure, and cogni- 
zance of them is essential to any general 
theory of values upon which the rational 
criticism of literary creation depends. Several 
contemporary leaders of literary thought, 
among them John Crowe Ransom, Robert 
Penn Warren, Allen Tate, Cleanth Brooks, 
and Lionel Trilling, have expressed more or 
less definite generalizations in this field, but 
it has remained for I. A, Richards to make a 
systematic investigation and evolve a general 
theory with specific application to literature 
and other fields, thus relating many previ- 
ously isolated areas of literary viewpoint into 
a synthetic “unified field theory” of what may 
be called general letters. The salient points 
of this work have been presented in many 
books recently reviewed in The Kenyon Re- 
view. The intelligent reader may well hope 
fof further presentations and discussions of 
their implications, and to later publications 
where practical applications of these ideas 


and the results of these applications will be 
reported. ; 
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THE PROBLEM OF TERMINOLOGY 


In no branch of human activity is there 
such astonishing variation in terminology, 
and therefore apparently of theory, as in con- 
temporary evaluation of literature. To judge 
from the linguistic formulations of some so- 
called schools of personal criticism (or social 
attitude), there appear to be striking con- 
trasts and incompatibilities between theoreti- 
cal structures which have been derived from 
amore or less common substratum of experi- 
ence and observation. Each school of criti- 
cism has its own philosophy and its own 
metaphysics, the prototype of which may 
often be discerned in the more classical struc- 
tures of “Aristotelianism,”’ “Platonism,” 
“Realism” and “Conceptualism,” Monism,“ 
“Dualism,” “Pluralism,” and ‘Existential- 
ism” to mention only a few. And far from 
there being merely a few deeply entrenched, 
antagonistic schools based on broad doctrinal 
differences, within each of which the mem- 
bers are in substantial agreement, there seem 
to be in practice, in subdivision, at least, 
about as many schools as there are writers 
and reviewers. For it is increasingly, albeit 
reluctantly, admitted by experienced teachers 
and editors, that personal rather than com- 
mon metaphysics guides the creation and 
judgment of literary expression by the indi- 
vidual author or critic. Because of the con- 
stant individualistic trend in literary practice 
(as well as theory) schemes inevitably have 
occurred within any parent-school or group 
that chose to set itself rigidly, or frequently, 
in authoritarian attitudes. A confusion of 
tongues has ensued, which in some instances 
has rendered artists, as well as critics, intol- 
erant of one another, but, because of their 
lack of a common basis of understanding, 
they are unable to develop that degree of co- 
operation necessary to place,and keep a gen- 
eral theory of criticism in its rightful place 
in modern literature. Schools of clique- 
ctiticism, or “political” criticism, for ex- 
ample, have been likened to the structure of 
various religions, the difference being verbal 
or terminological rather than formal or struc- 
tural; for indeed there are some striking 
parallels in the form of rituals—verbal and 
otherwise—hypostatization (objectification) 
of fictions, "acts of faith," and the creation 
of inner circles of the “initiated,” to mention 
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only a few of the similarities. Relentless 
critics of both schools of crticism (and re- 
ligious systems) have perhaps been not en- 
tirely unjustified in applying such epithets as 
“cultism,” “demonologic attitudes," “rank 
mysticism” to the practice and theoretical 
structures of certain literary doctrines, crea- 
tive and critical. And what might be called 
the numerous “‘schools of psychopathology,” 
and the “dissociational trends” have not 
helped much to simplify or clarify the situa- 
tion. 

About all that we have (apart from the 
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and the "abnormal" personality? Concerning 
this, one brilliant psychiatrist once stated, 
“General formulae are dignified, and diag- 
nostic terms give comfort, but they are verbal 
symbols which are apt to do violence to the 
complexity of the facts“ (1). 

But disagreements between critics over the 
verbalistic issues of criticism are quite minor 
in comparison with the confusion and dif- 
ferences of opinion which are apt to occur 
at the deeper but equally verbalistic levels of 
psychological interpretation where embittered 
argument, rancor, personal animosity, dis- 


language and grammar we use) asa common “dainful intolerance, or condescending su- 


linguistic basis within our own ranks, and as 
a bridge to our creative and critical col- 
leagues, is an antique and possibly obsolescent 
terminology. This has been worn and 
stretched until it is so threadbare that it is a 
wonder today that in some hands it can be 
made to appear significant at all and to have 
any fresh meaning. In it, however, we do 
find a set of terms, some descriptive and rela- 
tively free from doctrinal implications, others 
insidiously doctrinal and translating from 
what may now be regarded as literary an- 
tiquity, dangerously false knowledge about 
what they are supposed to represent. And 
these terms, both good and bad, are taken 
by some to represent “creative entities” which 
are produced by certain individuals in about 
the same way that a magic wishing-ring 
would, in the fairy story, drop off each night, 
several golden duplicates of itself, or the 
magic purse, that would always be full of 
coins no matter how many were removed. 
By others, at the opposite extremes, the 
language and words of our creative-critical 
terminology are treated as verbal fictions, de- 
void of content or meaning, useless and mis- 
leading for any purpose. Certainly it must 
be admitted some of these descriptive labels 
are quite out of accord with many contem- 
porary dynamic views of human personality 
structure and function (and deviation), and, 
at best, act as the roughest sort of guide for 
purposes of study, classification, and under- 
standing. This difficulty is not diminished 
by the recent progressive subdividing of per- 


sonality which, if it continues, can end only 


with there being as many personality types 
as there are people. And where, nowadays, 
is the dividing line between*the "normal 


periority appear when the polemics of “school 
attitudes” and political differences are in- 
volved. This Tower-of-Babel situation in 
modern letters is familiar to most of us. 
Many writers, eager to avoid the limitations 
and dogmatism inherent in “school” or “po- 
litical” criticism, try to solve the problem by 
translating the terminology of various doc- 
trines into less objectionable linguistic formu- 
lations, or by adopting a middle-of-the-road 
policy or “eclecticism.” Thus, they achieve 
some comfort in terms of personal security 
or superiority at the expense (and often at 
the justifiable exasperation) of the “schools” 
whose doctrines they “mutilate” : old wine in 
new bottles. 


LANGUAGE, LITERATURE, AND LIFE 


That the problem of language should be 
greater in literary work than in any other 
branch of human activity is implicit in the 
subject matter of literature itself. Literature 
deals, in the main, with those expressions of 
human energy (through behavior) referable 
to the symbolic functions of human nervous 
systems, to those evaluational and representa- 
tional processes involved at that gregarious 
human level of the individual-in-the-com- 
munity wherein cooperation depends upon 
communication, and communication depends 
upon forms of representation or symbols. 
Not only is this the chief level, neurologically 
speaking (wherein disturbances belonging to 
the province of the psychiatrist can also 
occur), but the methed of dealing with these 
problems depends upon an understanding of 
these processes of representation and the 
actual utilization of them, chiefly in verbal 
forms, specifically in criticism. This is to ¢ 
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say that words or gestures (or styles) are to 
the critic what testimony and evidence are to 
the judge. Our technological understanding 
of them, in order to be adequate, must in- 
clude a general theory of their meaning and 
representation. 

Gregariousness, at the human biological 
level, depends upon neurological mechanisms 
of symbol formation. Symbols may be de- 
fined as communicable forms of representa- 
tion of low or high order abstractions made 
by human nervous systems. By means of 
symbols individual knowledge becomes veri- 
fiable and, thereby, collective or “common® 
sense.” Collective or racial knowledge may 
be stored as literature, works of art, archi- 
tectural structure, scientific and mathematical 
formulas, custom, tradition and so forth; and 
these extraneural, phyletic store-houses of 
knowledge, the labor of dead individuals, 
may be utilized at will for contemporary pur- 
poses, or they may be revised, modified, dis- 
carded, and certainly supplemented for the 
elective use of future generations whose 
destiny they have helped to shape. Symbols, 
as products of neuro-semantic and neuro- 
linguistic mechanisms unique to the human 
nervous organization, make it possible, theo- 
retically at least, for each successive human 
generation to commence developing, in the 
sense of acquiring new knowledge for sur- 
vival, where its predecessors left off ; whereas 
at animal levels each generation starts where 
its parents commenced. This distinction is 
broad, of course, but it illustrates a funda- 
mental neurological difference between ani- 
mal and human biological levels, as a result 
of which the gregarious behavior in each field 
of life differs in mechanism. Korzybski has 
pointed out these broad distinctions, and to 
the uniquely human representational mecha- 
nisms underlying our forms of gregarious- 
ness (and literature certainly is one) he has 
applied the term timebinding (2). The impli- 
cations for human biology, especially where 
+gtegarious behavior is involved, should be 
obvious when it is admitted that the human 
organism is born into and becomes part of an 
environment consisting of symbolic (and 
literarily representation. ) factors as well as 
Physico-biological factors. Biology, at hu- 
man levels, acquires. new dimensions, as 


„White (3) says “A temporal coordinate 
D 


for it must take into its account of human de- 
velopment a humanly- created representa- 
tional environment, which, in the last analysis 
is most adequately and richly preserved in 
the continuous literary legacy and tradition 
one generation hands onto the next. 


FORMS OF CREATIVE ART 


Some representational aspects of our en- 
vironment are dynamic. Some are plastic, 
some are pictorial, but on the whole, the most 


important representational aspects of our en-. 


vironment are linguistic. Hence the problem 
of letters and literature looms even more im- 
portant from a cultural as well as creative or 
critical point of view, than ever before. Any 
adequate account of these factors in human 
development, of course, would have to in- 
clude the role played by forms such as music, 
the plastic and decorative arts, architecture, 
the ballet and other nonverbal projections, 
which are integral parts of and specific to the 
culture-setting of a given human organism. 
This is the province of the social anthropolo- 
gist, who accounts for the personality struc- 
ture of the writer (and his literary style) in 
terms of the results and the moulding effects 
of customs, beliefs, technologies and other 
evaluational practices of the community and 
family and social groups to which the bio- 
logical individual belongs. Thus, social an- 
thropology might come to be as important a 
basic science in aid of criticism and for criti- 
cism, as history or grammar or special lan- 
guages, or phonetics, or spelling or philoso- 
phy or aesthetics, or logic. The synthesis of 
these varying modes of approach to the prob- 
lem of human nature and its modes of expres- 
sion in letters, as well as in other ways, might 
be termed a general anthropology, or the “sci- 
ence of man” for which Carrel(4) pleads. 
But, up to now, and now no Jess, the difficul- 
ties inherent in its formulation have been 
fully as great as those involved in producing 
a general or “unified field theory” encompas- 
sing both the quantym mechanics of atomic 
physics and the relativity mechanics of astro- 
physics. When, following Korzybski, we in- 
clude the time-binding characteristics of the 
human nervous system in our theoretical and 
descriptive sciences, and recognize human 
agents of energy tranformation as a sym- 
bolic class of tife, and when, furthermore, 


— 
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we recognize literature for what it really is, 
the accumulated symbolic representation of 
human experience, or energy expenditure, 
then the way is cleared for such a general 
theory, to which symbolic logic will be as es- 
sential as is the tensor calculus to modern 
physics, 

First, the evaluation of personality struc- 
ture and second the evaluation of personality 
function or expression as in literature, in any 
given case, would come to involve the recog- 
nition of these representational , factors, 


which are chiefly linguisti in- 
re chiefly linguistic, from the begin n 


ning of the social existence of the biological 
individual, and should include the role of 
Such factors in the process of observation 
by the observer (or criticism by the critic) 
who is also a part of the linguistic-symbolic 
environment. This is to say, in close analogy 
to the Einstein-Minkowski theory, that the 
individual-in-the-community exists as an ob- 
ject of study only in relation to the observer 
in the community. Or, that the writer-in-the- 
community exists as an object of study only 
in relation to the critic-in-the-community, 
and that, it hardly need be said, may be an 
intellectual community. In literary criticism, 
as in physics, our observations are relational, 
contextual, or obsolute only for a given field. 


“PERSONALITY” AND WRITING 


The term personality labels a complex of 
varieties of behavior in a human being, which 
exist in relation to other people in a specific 
culture group, and are dependent upon phys- 
ico-biological mechanisms capable of analysis 
and description by the operational methods 
(5) of the morphological, physiological and 
Psychological sciences. If the die of heredity 
is cast at the moment of conception, its im- 
print is not only modified by the physico-bio- 
logical factors of intra- and extrauterine life, 
but, even to a greater extent, in the human 
agent, by the linguistic environment. The ap- 
plication of some of these ideas, for example, 
to present-day literary criticism suggests new 
avenues of approach that up to now have 
been, to say the least, neglected, in favor of 
moralistic, philosophic, technical, compara- 
tive, personalistic, and impressionistic, modes 
of critical approach. It may even be said that 
under the influence of myths; folkways, cus- 
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tom, superstition, literary opinion, and the 
scientific knowledge of the day, which are 
communicated mainly by language and go to 
make up the “environment” of the newborn 
infant (and later the author as well as the 
critic), are its inborn or “hereditary” physico- 
biological and psychological mechanisms of 
adaptation profoundly modified. For ex- 
ample, it is so well known as to be obvi- 
ous how profoundly conditions of general 
health or disease alter mood and produc- 
tivity among writers. Whether one is gain- 
ing or losing weight, whether one is sleep- 
ing well or poorly, whether one has tooth- 
ache or not, and the condition of one’s 
bowels and other parts, as well as one’s in- 
ternal emotional status and one’s relation to 
or adjustment to one’s environment—all af- 
fect the pen that creates as well as the pen 
that criticizes. But this all goes further, and 
in the other direction. For example, ali- 
mentary functions of the individual, or or- 
ganism, in both their receptive and elimina- 
tive aspects, may be radically affected by the 
cultural evaluations of eating and eliminating 
of the community. When gastro-intestinal 
disorders occur the physiologically-oriented 
physician frequently turns to his symboli- 
cally-oriented colleague, the psychiatrist, for 
assistance in the diagnosis or treatment of a 
stomach or bowel which are expressing in 
nonverbal, but none the less meaningful and 
frequently dramatic, behavior their reactions 
to the linguistic environment of the individ- 
ual-in-the-community whose interests they 
serve, And some writing, if not much writ- 
ing, might be similarly evaluated without 
straining some points too far in order to con- 
struct a parallelism. But more of that anon. 
Many observers have had occasion, for ex- 
ample, to note the effect of what might be 
termed the Lydia E. Pinkham mythology on 
the behavior of the female genital apparatus, 
not to mention the “psychic resonance” of 
such cultural patterns or factors appareat ine 
so-called "change of life" reactions! These 
situations are not without their literary coun- 
terparts. One can note the devastating effect 
of the *Sweetness and Light" tradition on 
certain parts of the nineteenth century liter- 
ature, with all its repercussions in the field 


of criticism. j s 
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PSYCHOBIOLOGY AS ONE BASIS 


Indeed, physiology as an independent sci- 
ence cannot exist at human levels because of 
the conditioning from birth by these symbolic 
or linguistic factors, and, if that is true of a 
science like physiology, to what extent may 
‘it not also be true, or more true, of criticism, 
a branch of human activity not yet classified 
or correlated into a condition where it may 
aspire to make application to be a science. 
On the other hand, it can be claimed, and has 
been claimed by some that criticism, apart 
from its artistic features, is a science of a. 

sort, and that some who practice it are sci- 
entific in their method. Where are we then? 
It is not impossible that much of the reason- 
ing by analogy, from animal reactions to hu- 
man behavior, current in contemporary phi- 

_ losophy (and science) may be fallacious when 
it is not actually false when compared with 
fact. What the anatomists, physiologists, and 
psychologists observe in any human organism 
are relatively irreversibly conditioned mecha- 
nisms and structures (e.g., physical posture, 
or literary style), the conditioning factors of 
which are a complex of habits, beliefs, emo- 
tional states, etc., consequent upon the de- 
velopment of the linguistic environment and 
mediated by parents, teachers, and others, to 
the slowly progressing human organism. So 
formal is the amalgam of linguistic and 
physicobiological factors in the human econ- 
omy that it is merely schematic to separate 
them, Modern literary criticism, when it 
does not take into serious account the lin- 
guistic-symbolic environment of its subjects 
(or objects) remains little else than a glori- 

. fied form of personal impressionism. 

‘Symbols determine not only our individual 
personality structure but also our social struc- 
ture. Through the manipulation of symbols 
these structures, personal and social, are con- 
trolled and modified. As a symbolic class of 
life we are subservient to and coordinated by 
"these. agencies or forces in the form of in- 
dividuals or sanctioning groups of individuals 
which control our symbols. Whether these 
symbols stand for the guiding fictions of per- 

sonality configuration or the guiding fictions 

of political or religious social structures their 

modus operandi is similar ; for they are orien- 

»tators, and orientation produces organization. 
Dy. 
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The symbols that stand for the conventional 
guiding fictions of latitude and longitude are 
essential for navigators; if they were disre- 
garded or altered, without agreement by all 
concerned, navigation, being an organized, 
gregarious activity, would cease. In the field 
of economics the manipulation of monetary 
symbols by those to whom control of such 
symbols has been “entrusted” affects group 
coordination and individual behavior alike. 
Symbol formation and manipulation in social 
groupings wherein the orientations are politi- 
cal, religious, or scientific may lead to in- 
creased social solidarity or to disastrous dis- 
integration. 


FROM LETTERS TO LITERATURE 


Literary communication, and thereby social 
intercourse, between two or more individuals 
is possible only where the symbol formation 
of these individuals represents collective em- 
pirical knowledge, or conventional guiding 
fictions. This is the basis of “common sense.” 
Where the symbol formation is based on 
private or personal evaluations, differing 
from the evaluations of other culturally-re- 
lated people, we have the basis for so-called 
personality deviation (clearly seen in much 
modern experimental literature), of which 
there are all gradations as far as the extremes 
of schizoid and paranoid reactions. Com- 
municability is probably the highest index 
of the capacity of the individual to adapt 
himself to communal life, and it depends 
upon the representational functions of the 
human cortex working in the organism-as-a- 
whole at social levels of behavior, and in- 
volving neurophysiological, neuro-semantic 
and neuro-linguistic mechanisms. Upon com- 
municability depends literary creativeness in 
this aspect (ie, communication): that, it has 
as its first aim the establishment and mainte- 
nance of lines for interchanging of thoughts 
and feelings, and then, as a second aim, the 
development of these communication-poten- 
tials between individuals (author and reader, 
or between authors, or between readers, or 
author and critic or reader in different rela- 
tionships including teaching) to their utmost 
personal and social values. While not ex- 
clusively verbal, techniques of criticism (and 
teaching) are inainly so, and therefore a 
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knowledge of the higher cortical functions in 
man, including evaluational (semantic) re- 
actions, symbol formation, and linguistic 
structure, becomes essential for contemporary 
criticism. Accordingly that critic will be most 
successful in his criticism who has mastered 
the science and the art of communication. 

As has already been pointed out, human 
gregariousness depends upon representational 
forms of communication. The transmission 
of mythology has been shown to determine 
the form of a society ; verbalized beliefs con- 
trol religious orientations; postulates of a 
science both tlirect and limit its fields of in- ê 
vestigation. Experience at all levels of human 
life may be represented by symbols of which 
there are various transmissible forms pro- 
viding a means of communication between 
contemporaneous “minds” or between sepa- 
rate generations. Thus an extraneural store- 
house of human experience may be built up 
which overcomes the liability of the short 
biological span of individual human life in 
the interests of race survival. As symbols, 
from this point of view, must stand for past 
or present collective experience (otherwise 
we are dealing with socially meaningless ob- 
jects, benchmarks, or mere noises, such as 
we observe in schizophrenic reactions), the 
central problem involved in their mediating 
function of symbols becomes that of meaning 
or signification. If these forms of communi- 
cation can act as representations of past or 
current human experience, as they actually 
do, wherein lies their validity? What are the 
connecting links between the symbols chosen 
and the empirical facts they are supposed to 
represent (if they are supposed to repre- 
sent empirical facts). T. S. Eliot and Ezra 
Pound, in their published works offer much 
to support (and to deny) what is known and 
what is not known about symbolism. 

Any theory of human knowledge must 
include an evaluation of the role of the neu- 
ro-physiological and neuro-semantic mecha- 
nisms involved in the acquisition of knowl- 
edge, The part played by the nervous 
mechanisms of the observer becomes part of 
the observer’s knowledge. Likewise; the part 
played by the nervous mechanisms of the 
critic becomes part of the criticism. It was 
on this point that the new physics of Ein- 
stein and Minkowski modifié the old, and a 
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similar evolution is now beginning to take 
place in modern literature when we admit 
that our interpretations of a given book or 
writer are dependent upon our processes of 
evaluation. Neuro-physiological investiga- 
tions have revealed some of the limitations of 
our sense organs or “analyzers,” which, un- 
aided by extraneural instruments, do not 
supply sufficient data to the higher integra- 
tive levels of the nervous system for optimum 
survival value under the complex conditions 
of modern life. And neuro-physiology has 
also shown the mechanism of sensory pro- 
jection so that the old “qualities of an object” 
have now to be considered as nervous con- 
structs, phenomena dependent upon neuro- 
physiological processes of interpretation of 
inferential events. Many different levels of 
abstraction are involved in the acquisition of 
knowledge, We commence at neuro-physio- 
logical levels by making abstractions from 
physico-chemical events ; further abstractions 
of higher order are made integrally with 
lower nervous activities at neuro-semantic 
levels where little-understood factors of in- 
terpretation labelled “interests,” “appetites,” 
“associations,” “instincts,” “drives,” “pur- 
poses,” "will" and other literary creations of 
the old psychologies operate as a unity in the 
organism-as-a-whole. 


SuMMARY AND CONCLUSION 


Certain theoretical aspects of psychiatric 
causes concerning creative writing and criti- 
cism are presented and discussed. Emphasis 
is placed on present-day concepts of neural 
mechanisms, “engrams,” and with implica- 
tions that mechanistic factors and 105 00 
i riences may play an important role 
Pa Le output of de so-called “creative 


writer.” 
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PSYCHOLOGICAL SERVICES FOR CHRONIC MENTAL PATIENTS 
i IN STATE AND VA HOSPITALS: 


ABRAHAM M. ZEICHNER, Pn. D.; JULES D. HOLZBERG, PE. D.; AND 
EDGAR C. YERBURY, M.D. 
MipprETOWN, Conn. 


Within mental hospitals, it has been tradi- 
tional to distinguish broadly 2 categories of 
patients, acute and chronic, the former being 
regarded with a more favorable prognosis. 
This type of classification has unquestionably 
led to differential attitudes toward treatment 
of these 2 groups, the acute patients being 
favored with many types of treatment fre- 
quently not provided for the chronic ones. 
While the term “continued treatment service” 
has become the official description of the 
old “chronic” service, many such services, as 
indicated by Shapiro(3), still remain pri- 
marily custodial units. 

There is considerable reason for question- 
ing the validity of a system that classifies pa- 
tients in terms of "acute" and “chronic.” The 
usual basis for such classification involves at 
least 2 criteria: (1) duration of illness; (2) 
response to treatment. With respect to the 
former, there is room for error, since pa- 
tients may have been ill for an unrecognized 
period of time yet are classified acute upon 
admission to a hospital. As for the second 
criterion, response to treatment, there is con- 
siderable variability in the kinds of treatment 
used in various institutions and failure to re- 
spond to one treatment does not necessarily 
preclude response to other types of treat- 
ment. However, regardless of classification, 
reports indicate that chronic patients consti- 
tute the largest portion of hospitalized 
mental cases in this country. A recent survey 

(5) has indicated that only one-half of the 
patients admitted to a mental hospital will be 
discharged within 5 years, and relatively few 
will be discharged thereafter. 

„Since the end of the second World War, 
3 major developments have taken place which 
are altering the conception of the role of the 
mental hospital in general, and the treatment 
and care of the so-called" chronic patient in 
particular. As a result of the growing aware- 
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ness of the serious social problem presented 
by mental disease, stimulated in part by in- 
vestigations of conditions in mental hospitals, 
public interest in the mentally ill has been 
aroused to a level higher than at any previous 
time, thereby increasing the possibilities of 
treatment programs which require increased 
budgets. A second factor, the application of 
the somatic therapies and psychotherapy to 
chronic patients, has shattered the generally 
accepted idea that it was possible to distin- 
guish absolutely between acute and chronic 
patients in terms of their treatability, and 
has demonstrated that the chronic patient is 
frequently one who has not been successfully 
treated, but is not necessarily beyond the 
reach of available treatment. A third factor 
has been the extension within the mental 
hospitals of ancillary treatment facilities, e.g., 
occupational therapy and clinical psychologi- 
cal services for the benefit of chronic pa- 
tients. 

Our own interest in the extension of such 
services at the Connecticut State Hospital led 
to our undertaking a nation-wide survey of 
the current trends in applications of clinical 
psychology to chronic patients in state and 
VA hospitals, with the hope that resulting 
data might serve as a guide to the further 
development of psychological services for 
chronic patients. 


RESULTS OF QUESTIONNAIRE STUDY 


Two hundred and five questionnaires were 
sent to the superintendents of state hospitals 
listed in the Mental Health Programs of the 
Forty-eight States(1). Thirty-nine question- 
naires were sent to managers of Veterans 
Administration (VA) psychiatric hospitals. 
One hunderd and thirty-eight (67%) of the 
questionnaires sent to state hospitals and 30 
questionnaires (77%) of those sent to VA 
hospitals were returned. 

‘Twelve of the state hospitals sending re- 
plies did not hotise chronic patients These 12 
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hospitals are therefore not included in this 
study. Consequently, the following data are 
based upon the information provided by the 
remaining 126, which constitute 61% of the 
total number of state hospitals to which 
questionnaires were sent. 

1. Are psychological services being per- 
formed for wards housing chronic psychiatric 
patients?—Twenty-seven per cent of the 
state hospitals replied in the negative; 20% 
employed psychologists for work with acute 
patients exclusively. The remaining 7% em- 
ployed no psychologists. In contrast, all of 
the VA hospitals provided psychological 
services for chronic patients, 

2. Are the psychologists providing these 
services assigned on a full-time basis to these 
chronic ward?—While a minority of both 
state and VA hospitals utilize one or more 
psychologists on a full-time basis in working 
with chronic patients, 37% of VA hospitals, 
as compared with only 15% of state hospitals, 
use psychologists full time in providing these 
services. 

3. How many psychologists are employed 
full time and how many are employed part 
time in providing these services t The 126 
state hospitals employ a total of 35 full-time 
psychologists (.28 psychologists per hospital) 
as compared with 42 full-time psychologists 
employed by the 30 VA hospitals (1.4 psy- 
chologists per hospital). With respect to 
psychological personnel who spend part of 
their time providing psychological services 
for chronic patients, 251 psychologists are 
employed in state hospitals (2 psychologists 
per hospital) and 130 in VA hospitals (4.3 
psychologists per hospital). 

Table 1 further demonstrates that VA 
hospitals utilize psychologists to a greater 
extent than state hospitals for this purpose. 
Seventy eight per cent of the psychologists 
employed in state hospitals, as compared with 
only 51% in VA hospitals, spend no more 
than 50% of their time with chronic patients. 
However, 46% of those'employed in the VA 
hospitals spend more than 50% of their time 
with chronic patients as compared with only 
14% of those in the state hospitals. Further- 
more, 2496 of the psychologists providing 
services for chronic patients in the VA hospi- 
tals spend all of their time in this work as 
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compared with only 1276 of the psychologists 
who do so in the state hospitals. 

4. What levels of position do these psy- 
chologists fill? Trainee, Junior Staff, Senior 
Stafff—Twenty-eight percent of the psy- 
chologists working with chronic patients in 
the state hospitals are at the trainee level as 
compared with 53% in the VA hospitals. 
Twenty-eight percent of the psychologists 
doing this work in the state hospitals are at 
the junior staff level as compared with 9% in 
the VA. Forty-four percent of the psy- 
chologists providing such services in the state 

ehospitals are at the senior staff level as com- 
pared to 38% in the VA. It should be noted 
that the 53% in the VA who are at the 
trainee level may in many instances be indi- 
viduals who have completed a considerable 
degree of graduate work and have up to 3 
years of experience, thereby making them 
comparable in training and experience to 
many of the junior staff employed in the state 
hospitals. 

5. How many of these psychologists hold 
the Ph. D. degree?—Of the 286 psychologists 
in the state hospitals, 44 (15%) possess the 
Ph. D. degree, in the VA, 82 out (48%) of 
172. Of the 92 state hospitals with psycho- 
logical services for chronic patients, 62 
(67%) do not employ a Ph. D. psychologist. 
In the VA every hospital has at least one 
Ph. D. psychologist on its staff. 

6. What proportion of the total psycho- 
logical time spent on chronic wards is as- 
signed to each of the following psychological 
services: psychological testing, therapy, re- 


TABLE 1 


PERCENTAGE oF TIME SPENT BY PSYCHOLOGISTS ON 
CONTINUED TREATMENT SERVICE 
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"| search, training interns, other. — Responses 

| to this item were occasionally ambiguous. 
However, it appears that psychologists in the 

||, continued treatment services spend a greater 

proportion of their time in psychological 

testing in both the state and VA hospitals. 
The next significant block of time in both 
state and VA hospitals is devoted to psycho- 

therapy. There appears to be a slight differ- 
ence between state and VA hospitals in the 
relative proportion of time devoted to re- 
search and training of internes on the con- 
tinued treatment services. In the state hospi- 
tal, more time is devoted to research than to 
training while the reverse is true for VA 
hospitals. 

7. Rank the following reasons for which 
patients on chronic wards are referred for 
psychological testing: intelligence, deteriora- 
tion studies, personality evaluations, differ- 

` ential diagnostic studies, vocational rehabili- 
lation studies, other. Table 2 indicates that 
the primary reason for referral in both hospi- 
tal groups is personality evaluations. No 
great differences in the ranking of the other 
reasons were noted except with regard to 
intelligence studies. This is ranked second 
by state hospitals and only fourth by VA 
hospitals. Although in terms of ranking there 
is no marked difference between state and 
VA hospitals with respect to prognostic 
studies, a smaller percentage of state hospital 
patients than VA hospital patients are re- 
ferred for this reason. 

8. Approximately how many patients from 
chronic wards were seen during the past 12 
months for psychological testing? Approxi- 

mately how many have been carried in indi- 
vidual therapy by psychologists? Approxi- 
mately how many groups of patients from 
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TABLE 3 


PERCENTAGE OF Tor AL CONTINUED TREATMENT PA- 
TIENTS FOR WHOM DESIGNATED PSYCHOLOGICAL 
Services Were Proven 


Percentage of Percentage of 


patients in patients in 
Type of service state hospitals VA hospitals 
Psychological testing...... 74 14.5 
Individual psychotherapy.. 1.0 24 
Group psychotherapy...... 1.6 78 


chronic wards have been carried in group 
therapy by psychologists? What is the total 
number .of such patients carried in group 
therapy by psychologists during the past 12 
months?—Table 3 indicates that a higher 
percentage of chronic patients in the VA 
hospitals as compared with state hospitals 
are receiving psychological testing and indi- 
vidual and group psychotherapy from psy- 
chologists. The difference between the state 
and VA hospitals is least in the area of indi- 
vidual psychotherapy but is more marked in 
testing and group psychotherapy. The differ- 
ence between the two is further accentuated 
in Table 4 which indicates that the percentage 
of state hospitals not providing individual 
and group psychotherapy by psychologists is 
approximately twice that of VA hospitals. 
In the area of psychological testing, all of the 
hospitals reported that they were providing 
this service. 

State hospitals reported an average of 1.9 
groups of patients per hospital in group psy- 
chotherapy conducted by psychologists dur- 
ing the past 12 months as compared with an 
average of 8.3 groups per hospital reported 
by the VA hospitals. The range in number 
of groups carried in group therapy conducted 
by psychologists in the VA hospitals was 0 to 
84 as compared with a range of o to 20 for 
state hospitals. 

9. Is every psychology intern expected to 
receive training with patients on the chronic 
wards?—Both the state and VA hospitals ex- 


TABLE 4 
PERCENTAGE or Hosprrars Nor PROVIDING 
DESIGNATED PSYCHOLOGICAL SERVICES 

f 

Type of service ea Vx hospitals 
Psychological testing. 0 0 
Individual therapy........ 53.6 27.6 
Group iherapy 524 24.1 


* 


1 maa 1 hosgitals reporting use of psychologists on 
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pect psychology interns to do so, though the 
trend is greater in the VA hospitals. 

10. How long have psychological services 
been performed for chronic wards?—The 
state hospitals were pioneers in providing 
psychological services for chronic patients, 
6.3% of them were doing so more than 8 
years ago, One state hospital provided such 
services 13 years ago, two 15 years ago, and 
one 20 years ago. It was not until the close 
of World War II that psychological pro- 
grams were organized in the VA. At that 
time 39.396 of the VA hospitals began pro- 


viding sucheservices for chronic patients. » 


While state hospitals began much earlier, 
the VA hospitals used full-time psychological 
personnel to a greater extent than the state 
hospitals. An increase in psychological serv- 
ices for chronic patients in state hospitals 
during the past 5 years is primarily on a 
part-time basis. 

11. Are there psychological services not 
being performed for the chronic wards which 
could be provided by psychologists?—Both 
the state and VA hospitals indicate that the 
greatest need for psychological services for 
chronic patients are for individual and group 
psychotherapy. 

12. What is the approximate number of 
patients on all of the chronic wards?—The 
mean population of chronic patients in state 
hospitals was 1,997, with a range of 75-10, 
149. The mean population of chronic patients 
in VA hospitals was 1,008, with a range of 
122-2,000. 

When the total number of psychologists 
are considered, the state hospitals employ one 
psychologist, whether full-time, or part-time, 
for every 600 chronic patients as compared 
with one per 176 chronic patients in VA 
hospitals. Thus, 3.4 times as many psycholo- 
gists per patient are in the VA as in the state 
hospitals. When only full-time psychologists 
are considered, the ratio in state hospitals is 
one per 4,907 chronic patients as compar 
with one per 720 in VA hospitals. Thus, the 
VA employs 6.8 times as many full-time 
psychologists as do the state hospitals for 
an equivalent number of patients. 


Discussion 


The results of the survey clearly indicate 
that state hospitals lag considerably behind 


VA hospitals in providing psychological 
services for chronic patients. It should be 
noted, however, that both VA and state 
hospitals do not utilize psychologists on a 
full-time basis to any great extent. In addi- 
tion, while the VA hospitals employ consider- 
ably more psychologists with Ph. D. degrees 
than do state hospitals, both hospitals are 
staffed predominantly with non-Ph. D. psy- 
chologists for this work. A considerable 
proportion of the psychologists servicing 
chronic patients in both VA and state hospi- 
tals are at the trainee level, which would sug- 
gest that stability of these psychological pro- 
grams cannot be maintained because of the 
frequent turnover in trainee staff. 

The American Psychiatric Association(5) 
has recommended one psychologist for every 
500 chronic patients, the Veterans Adminis- 
tration(2), one for every 300 chronic pa- 
tients. Neither state hospitals nor VA hospi- 
tals have a ratio consistent with the more 
generous recommendation of The American 
Psychiatric Association, although the Vet- 
erans Administration is clearly much closer 
to it. The following fact bears repetition: 
there is one full-time psychologist for 4,907 
state hospital patients and one full-time psy- 
cologist for 720 VA patients, 

To facilitate treatment of the chronic pa- 
tient, the extension of psychological services 
should be one of the major aims of all mental 
hospitals. The introduction of such services 
helps to eliminate the extreme pessimism of 
personnel working with chronic patients. 

With the usual attempt to measure the 
worth of services to patients in terms of 
financial considerations, it should be stressed 
that any attempt to evaluate the effectiveness 
of psychological services in such terms as 
number of patients discharged is unrealistic. 
The goal toward which psychological services 
should strive is the best possible treatment 
and care of the chronic patient, toward a 
more satisfactory adjustment for him, 
whether in hospital vr out. Surely, a much 
more realistic goal is prevention of regress. 
sion of patients in the hospital rather than 
discharge of those who have been chronically 
psychotic for longfperiods. jd 

In many respects, psychiatric practice in 
the mental hospital has differed markedly 
from that in the mental hygiene clinic. In the 
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institutional setting, farreaching decisions af- 
fecting patients have traditionally been the 
responsibility of the psychiatrist, even where 
such decisions were outside the realm of psy- 
chiatric competence(3). In the mental hy- 
giene clinic, however, the “team” approach in 
deciding major issues affecting patients has 
been the traditional one. This is, in no small 
measure, a result of the awareness that com- 
plicated decisions involving human beings re- 
quire more than the judgment of a single 
person or the collective judgments of indi- 
viduals representing the same point of view, 
whether psychiatrists or psychologists, but 
should be the result of the collaboration of the 
individuals representing a variety of orienta- 
tions to the same problem. The fact that this 
team approach continues as the primary 
method in mental hygiene clinics clearly indi- 
cates its success, To a great extent, the team 
approach is absent in mental hospitals, par- 
ticularly with respect to chronic patients. The 
introduction of a trained psychologist into 
the chronic services contributes to the devel- 
opment of such an approach to problems re- 
quiring attention of the professional staff. 

The survey permits an analysis of the 
various services being provided by psycholo- 
gists for chronic patients. These can be 
broken down into 5 major areas: psycho- 
logical evaluations, therapy, research, train- 
ing, and administrative functions, 

Psychological Evaluations—Use of psy- 
chological tests, especially the more recently 
developed projective techniques, makes avail- 
able information that would be difficult to 
elicit by the usual psychiatric and social his- 
tory methods. Such tests have been used to 
evaluate the intelligence levels of patients and 
to determine the extent of intellectual impair- 
ment ; to evaluate diagnostic possibilities, the 
patient's prognosis for treatment, including 
Somatic treatments and Psychotherapy; to 
evaluate possibilities for vocational rehabili- 
tation; to determine the extent to which or- 
ganic brain involvement,may be present; to 
determine a patient's readiness and potenti- 
ality for trial visit, readiness for foster-home 
placement, or transfer to another ward; and 
to detérmine the possibilityoof suicidal risk or 
possible risk of elopement. 

Therapy —As their training emphasizes 
both theory and practice of Psychotherapy, 


" 2 


psychologists have engaged in various thera- 
peutic practices under psychiatric super- 
vision in the mental hospital: (1) individual 
and group psychotherapy, extended to a 
variety of chronic patients, including geriatric 
patients, tuberculosis patients, epileptics, 
schizophrenics, etc.; (2) vocational rehabili- 
tation for chronic patients, including psycho- 
logical examination, counseling, and place- 
ment, usually conducted in collaboration with 
a social worker and occupational therapist; 
(3) activity therapy programs, frequently 
performed jointly with occupational thera- 

opists; (4) speech retraining of aphasic pa- 
tients. 

Research.—The formal training of the 
psychologist prepares him to undertake re- 
search designed to deal experimentally with 
psychological and psychiatric problems. The 
kinds of research that psychologists have per- 
formed with chronic patients are as varied as 
the problems, including the effects of pro- 
longed hospitalization, the nature of psycho- 
logical processes among geriatric patients, 
the effects of various therapies, the nature 
of the impairment process among various 
disorders 

Teaching.—One of the chief barriers re- 
ported by numerous individuals attempting to 
introduce active treatment programs for 
chronic patients has been the attitudes of 
ward personnel (3). Psychologists have 
helped educate these workers with a view to 
altering their attitudes toward the chronic 
patient and his treatability. Where chronic 
services are used for training various pro- 
fessional persons, the psychologist can also 
be of help. 

Administrative functions—Psychologists 
have been used as consultants formulating 
policies affecting chronic patients, Because 
of the nature of his training? in the social 
sciences as well as in psychology, the psy- 
chologist can help solve many problems af- 
fecting the social life of patients. In some in- 
stitutions, partly becduse of the shortage 
of psychiatric staff, psychologists have been 
given the responsibility of planning the ac- 
tivities and psychotherapy for a ward of 
chronic patients. This has on occasion been 
related to a “total push" program, In such 
Instances, the psychologist is frequently re- 
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sponsible directly to the clinical director for 
these administrative activities. 


SUMMARY 


A questionnaire was submitted to all state 
and VA hospitals caring for chronically 
mentally ill patients. Responses were received 
from 67% and 77% respectively. The survey 
indicates that VA hospitals are making much 
greater use of psychological services with 
chronic patients. Approximately one-fourth 
of state hospitals do not provide any such 
service, While the VA hospitals utilize psy- 
chological services to a greater extent, both 
state and VA hospitals make limited use of 
full-time psychologists. Where part-time per- 
sonnel is utilized, they spend, for the most 
part, less than 50% of their time with chronic 
patients. A considerable portion of the psy- 
chological services for chronic patients is per- 
formed by trainees rather than by fully 
trained staff at the Ph. D. level. The survey 
indicates that one of the great needs is for 
psychotherapy and that psychologists in the 
VA hospitals are being used more extensively 
in providing both individual and group psy- 
chotherapy for chronic patients. The survey 
uncovered in both state and VA hospitals 
a substantial discrepancy between the current 
ratio of psychologists to patients, and that 


recommended by both the Veterans Admin- 
istration and The American Psychiatric As- 
sociation. While the Veterans Administration 
recommends one psychologist for every 300 
chronic patients and The American Psychi- 
atric Association one for every 500, the sur- 
vey indicates that veterans hospitals have one 
full-time psychologist for every 720 patients 
and state hospitals one for every 4,907. The 
paper describes the various psychological 
services being performed by psychologists 
working with chronic patients, 
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| SUPERVISION IN PSYCHOTHERAPY OF SCHIZOPHRENIA: I: 


SAMUEL SILVERMAN, M. D. ann ARTHUR Z. MUTTER, M. D. 
Boston, Mass. 


INTRODUCTION 


More and more psychiatrists during train- 
ing are undertaking the treatment of schizo- 
phrenic patients in individual psychotherapy. 
The problems encountered are many and 
difficult even for the experienced therapist ; 
in the beginner they may cause confusion, 
anxiety, and finally discouragement. Many; 
of these problems relate to the therapist-pa- 
tient relationship. It has been our experience 
that supervision which focuses especially on 
this aspect of the treatment can guide the 
beginning therapist to do effective psycho- 
therapy, which otherwise might not have been 
possible. 

_ A case of schizophrenia with severe cata- 

tonic features has been selected to present in 
detail the successive problems in the course 
of supervised psychotherapy as they were 
manifested, understood, and handled. The 
patient was treated in hospital by a psychi- 
atric resident in training, who, shortly after 
beginning the treatment, was supervised by a 
Senior staff member. Aides and nurses at one 
point formed a special group which assisted 
in the treatment. One nurse in particular 
acted as an auxiliary therapist. In this paper, 
the first 8 months of intensive psychotherapy 
are covered. In this period the patient went 
through a series of regressive and progres- 
Sive phases clinically. At the end of the period 
he was relatively improved but not yet well 
enough to leave the hospital. 


SUMMARY OF DESCRIPTIVE ASPECTS OF CASE 
HISTORY 


During the early phases of treatment, the 
patient was relatively uncommunicative and 
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much of the following history was obtained 
from relatives. 


B., a 28-year old, white, single Catholic male 
veteran of World War 11, was admitted to the 
closed psychiatric wards of a general VA hospital 
in November 1952, because he was increasingly 
seclusive and noncommunicative at home and at 
work. There were no previous psychiatric hospital 
admissions. è 

The patient was born in a small New England 
community of immigrant parents. Three months 
after his birth, the mother, then aged 29 years, was 
admitted to a mental hospital with a diagnosis of 
manic-depressive psychosis, depressed type, and she 
has been hospitalized ever since. The father, now 
62 years of age, is in fair health and described as an 
unobstrusive, quiet person. There are 3 older sib- 
lings. One sister is 34 years old, married, and has 
2 children; one brother is 32 years old, married, and 
has 1 child; one sister is 30 years old and single. 

During the first year of the patient’s life, the 
children were all cared for by a paternal aunt. 
Thereafter paid housekeepers took over the care. 
When the patient was 5 years old, the family in- 
cluding the father moved in with a paternal uncle 
whose wife had 4 children of her own to care for. 
After 3 years, there was still another move, the 
patient and his entire family returning to their own 
home, with his 2 sisters, now aged 14 and 10, taking 
over household duties; 

The only childhood disease was measles. At the 
age of 2 he sustained a minor burn to one knee. He 
was considered a "good child," never offering re- 
sistance to what was asked of him, quickly toilet 
trained, always quiet. He was said never to have 
confided in anyone, nor did he seem able to form 
any close relationships. In school he was considered 
a good student, took special interest in drawing, 
manual training, and all sports, 

After completing 3 years of high school, he quit, 
went to work as a laborer for about 7 months and 
then was drafted into the Army in 1943. Resent- 
ment and fearfulness were noted at the time by his 
relatives. Overseas duty in an ati-aircraft unit in 
European combat zones followed. There is no 
history of hospitalization while in military service. 
He was discharged late in 1948. Upon his return 
home to live with his father and younger sister, the 
Patient hinted at having experienced difficulties in 
military service, but as before did not discuss any 
details, 

For the next few years the patient did not work. 
He appeared to be without ambition, tense, easily 
fatigued, and withdrawn from social contacts. Dur- 
ing this time he made a visit to his mother at the 
mental hospital and seemed to react violently to this 
experience. He insisted in an agitated way that the 
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atmosphere was depressing and felt his mother was 
receiving inadequate care. 

He finally secured a job as a welder as his father 
could not give him enough spending money, and he 
was no longer eligible for unemployment benefits 
for veterans. As he continued to work at his trade, 
it was noted that he became increasingly withdrawn 
and seclusive. He would stare for long periods and 
seemed to be in a “trance.” He spent much time 
seemingly reading or going on walks by himself. He 
also began to be late for work, Finally, he tried to 
avoid almost everybody and showed a hostile atti- 
tude toward his family. At the suggestion of his em- 
ployer, the family took the patient to a physician 
who advised hospitalization. 

On admission physical examination, laboratory 
studies, lumbare puncture findings, electroencephalo- 
gram, and x-rays revealed no evidence of physical 
disease. The patient was neat in appearance, looked 
younger than his stated age, was short and some- 
what stocky in build. Mental status evaluation on 
admission was limited because the patient was not 
communicative, answering briefly only a few ques- 
tions, especially those dealing with his personal 
identification and orientation; these were all cor- 
rectly answered. Musculature was tense. There 
were frequent sucking movements of the lips. He 
was obviously preoccupied and withdrawn. 

Several attempts were made to do psychological 
testing of the patient. Only in the initial session was 
he cooperative, completing the Wechsler Memory 
Scale and the Bender Visual-Motor Gestalt Test. 
As estimated from these tests he was of average in- 
telligence. Suitable projective tests could not be 
done because of the patient's resistance. 


COURSE IN TREATMENT WITH PSYCHIATRIST 


During the first contact with the patient, the 
therapist outlined the hospital situation to him in 
simple factual details. 

A physical examination and lumbar puncture, 
both preceded by an explanation of the procedure, 
were then done. The patient's misinterpretation of 
the lumbar puncture—that it was an attack on him 
and that some mysterious and injurious substance 
was being injected—was verbalized only months 
later. : 
During the first 2 weeks in hospital the patient 
was mostly uncommunicative and withdrawn. Yet 
he seemed to be watching quite intently everything 
that went on. Af'times he appeared to be respond- 
ing to auditory hallucinations with either 105 
grimacing or silly laughter. The hours WIR 
with the therapist were in the beginning spent in the 
latter’s office. There the patient reacted much as 
he did on the ward. Most*of the time the prie 
would also remain silent. Occasionally he wou; 
indicate verbally his recognition of the m 
difficulty in communicating and also his pcc . 
ing that this could happen when a person was und kn 
much emotional tension. At other times he again 
described the hospital setting for the patient in 
Simple detail. 

In the next 2 weeks the patient began to talk a 
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little, both on the ward and when he was with the 
therapist. He spoke of being bothered by many 
thoughts coming into his mind and confusing him; he 
indicated uncertainty and fear of his new surround- 
ings—the hospital. This was linked with his concern 
about his mother's long hospitalization and also 
with his own tension and fearfulness during his 
years in military service. The therapist's attempts to 
press him to talk resulted only in decreasing the pa- 
tients verbal responses and increasing his tension. 

After a month's hospitalization a marked regres- 
sive change took place in B. This occurred after the 
following events: The therapist had another patient 
on the same ward who was epileptic and was be- 
coming increasingly combative after grand mal 
seizures, This patient required frequent intravenous 
medication and during acute episodes extra attention 
from several aides. The therapist had to spend 
much time with him for a number of days, missing 
2 appointments with B. All this was noted by B 
who himself was seen visiting the other patient's 
room. It finally became necessary to transfer the 
epileptic patient to another hospital. Following this, 
B became almost mute. He would remain for hours 
in one position, standing, sitting, or lying down and 
staring at lights on the ceiling or at the television 
set. This rigidity of posture alternated with periods 
of incessant pacing or convulsive-like movements. 
B refused to eat and rapidly lost 15 pounds in 
weight. He slept very poorly. He refused to come 
to the therapist's office for his interview and on the 
ward would walk away when the therapist ap- 
proached him, saying only, “I’m disappointed.” 

At this point the ward officer strongly urged that 
the patient be given electroshock treatment. The 
therapist just as strongly opposed this suggestion. 
‘After discussion in the supervisory conference, it 
seemed that while the patient's condition indicated 
a severe regression, no emergency state was at hand. 
Furthermore it was felt that all possible methods 
short of somatic therapy had not yet been tried. The 
patient's behavior could be due to his again activated 
fear that something terrible was going to happen 
to him. It was then that for the first time the thera- 
pist called on the nurses and aides to assist by spend- 
ing some extra time with B. A number of these, 
together with the therapist, formed a special group 
that provided a steady source of contacts so that 
the patient was rarely alone during the next few 
weeks. B soon began to accept nourishment from 
these nurses and aides. He also began to speak a 
few words to them. It was then noted that in the 
evenings he spent more time with one nurse in par- 
ticular, a Miss M, though still, for the most part, in 
silence. 

lowed a slow movement away from the 


There fo 1 
deeply regressed state. The patient begam to eat. 
well again and regain the lost weight. His sleep- 


i "The alternation of rigid posture and con- 
e motions disappeared. The therapist 
discussed the case in aletail with Miss M an asked 
her to spend a definite amount of time each day with 
the patient. He began to play cards with her and to 
accompany her off the ward to the canteen. He 
could also talk briefly with her about some of the 


€ 
e 


« 


438 


SUPERVISION IN PSYCHOTHERAPY OF SCHIZOPHRENIA 


[Dec. 


ward activities. Miss M told him about various 
other activities outside the ward and the patient in- 
dicated his interest in visiting the music room and 
the animal house. 

The therapist now suggested spending some of 
their time together in the music room, and B 
willingly accompanied him there. They would listen 
to records, occasional comments being made about 
the music. After an initial visit to the animal house, 
the patient himself suggested on many occasions that 
he would like to watch and feed the animals 
(monkeys, cats, guinea pigs). The therapist would 
accompany him at these times, and at length the 
patient, when no longer pressed, began to talk 
more with the therapist. He could say in a rational 
way that he knew he was in a hospital but he still 
could not understand why or what to expect. Most 2 
of the time he still felt scared, mixed up, and un- 
able to express his thoughts. The therapist was now 
able to respond with less anxiety and less need of 
pressing B to verbalize. 

B continued to show a great interest in the ani- 
mals, especially the monkeys. He watched their 
activities very intently. He fed them at times and 
at other times asked the therapist to do so. He then 
began to offer the therapist cigarettes and chocolate 
bars, and to play checkers and. ping-pong with him. 
With Miss M the patient went on Írequent walks 
about the hospital. He would accompany her off 
the ward to the canteen or to the library. On Sun- 
days he dressed in his civilian clothes and attended 
Services at the hospital chapel with her. When 
dances were held, he would sometimes attend with 
her but did not dance. He still would talk only 
infrequently and then in a rather impersonal way 
about these activities. 

It was not until several months had so passed 
that the patient was finally able to reveal the content 
of some of his hallucinatory experiences, first to 
Miss M and then later to the therapist. He told 
her that at times he heard voices that threatened 
him, cursed him for being bad and forbade him to 
talk with anyone. At such times he was unable to 
Say even one word. At other times the voices said 


the patient could tall with his doctor about what 


he had told her. This the patient subsequently did 
but without further 


After Miss M's departure, 
e less communicative and very tense, He 
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he felt Miss M's going away had something to do 
with his becoming upset again; that he understood 
about B's getting afraid at times when people he 
had gotten to know left him. While B was again 
uncommunicative and not eating, he did permit the 
therapist (who saw him more frequently during this 
interim) to feed him. He gradually then spent less 
time in bed and when urged to do so, went on short 
walks with the therapist. After Miss M's return the 
patient again began to move out of this regressed 
phase. Just at this point the therapist had to be 
away from the hospital for a week. He told the pa- 
tient about this and introduced him to the doctor 
who would see him daily in the interval. When the 
therapist returned, the patient was mute and not 
eating. However, with resumption of the relation- 
ship B again quickly moved out of this regressed 
state, 

There followed a period of about a month in 
which the patient showed more consistent and rapid 
progress than at any other time in the previous 6 
months. On the ward he was much more outspoken 
and sociable with both patients and personnel. In 
the interviews with the therapist he was more 
spontaneous and communicative than ever before. 
He was able to elaborate on his fear of being help- 
less or of being punished for his badness. Much of 
this content was verbalized in the animal house. At 
times he identified himself with the monkeys in 
terms of being little and weak: They (as he) were 
locked up, subject to the keeper's (therapist's) will, 
and would be afraid of him until they got to trust 
him, They would certainly be frightened if in the 
beginning the keeper should threaten them with a 
stick or poke it into them (the lumbar puncture). 
He might do this if he felt they were bad. B then 
turned to the theme of his own fears. They became 
great when he had thoughts of living in sin and 
having to suffer God's punishment. He felt he had 
not gone to church often enough. His thoughts and 
actions and those of others were controlled by the 
Powers above. When he couldn't talk it was be- 
cause he was being prevented from doing so. 

There were other times when B acted and spoke 
as if he were the keeper (therapist), admonishing 
the monkeys for their mischievousness. For the 
first time also he was able to reveal some of his de- 
lusional ideas: that he felt as if he were the son 
of God with great powers himself. 

Tn later interviews the patient could speak ration- 
ally at somewhat greater length about his sickness. 
He knew he was in a hospital Because of his ex- 
treme nervousness. He hoped he could get well, and 
yet he was afraid because he knew some people were 
hospitalized a long time. Even if he got well, he 
might get sick again. He believed that once a person 
had been severely frigiitened, then some of the 
fright would always remain. 

Again for the first time he was able to recall and 
relate his early experiences concerning mistreat- 
ment by his own family. His oldest sister was al- 
ways bossing him. His father when drunk would be 
very nasty. On several occasions B found himself 
locked out of the house by his father and had re- 
acted with great fÜar and anger. He remembered 
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being frightened after his admission to the hospital 
because of the locked ward doors. Being so afraid 
made him always feel shy and reserved with people. 
The therapist told B that, as they worked together, 
a further understanding of these fears would become 
possible. 

After this month of progression several events 
occurred which again had repercussions in the pa- 
tient’s condition. One morning B began to dance 
about the dining room and act in an apparently silly 
way. He was finally able to express himself ration- 
ally, and asked Miss M if the hospital where his 
mother was a patient had been struck by a storm 
(which actually had caused many deaths and severe 
property damage in that general area). Miss M re- 
assured him that the hospital had not been ‘damaged. 
Later, with thectherapist, B revealed that when he 
heard on the radio that the storm had been severely 
destructive, he had worried about what might have 
happened to his mother. He then began to feel mixed 
up and for a while could not talk until he saw Miss 
M. It was only then that he could think clearly and 
ask her what had actually taken place. 

Shortly after this Miss M again had to be away 
for several weeks, When she told the patient this, he 
at first questioned her in a quite coherent fashion: 
why was she going, where to, how long would she 
be gone, etc. However, shortly before her departure, 
he began carrying a Bible and a rose around with 
him. He insisted that she should not leave. Before 
she left she spent much more time than usual with 
him. He was reacting in quite a different fashion 
this time to Miss M's leaving him. He was going 
through all sorts of motions, as if shadow boxing, 
skipping rope, flexing his muscles, etc, and the 
meaning of his behavior soon became apparent. He 
was getting "into condition," strengthening himself. 
He said he wanted to show he could take care of 
himself, To Miss M he revealed more delusional 
material: He told her she belonged to him, that he 
was the son of Jesus Christ, and he had been look- 
ing for her for 28 years; the rose he was carrying 
represented himself and she was the bud—she was 
still connected to him. He told her that when he had 
stared at her in the past or been with her, he had 
been hypnotizing her. Here a reversal of roles is 
revealed, He was now the powerful instead of the 
weak one. a 84 550 

After Miss M left, the patient, instead of becom- 
ing mute and withdrawing to his bed as before, 
began to talk to other patients and interfere with 
their activities is an annoying way. He ordered 
other patients to eat up all the food in the dining 
room, turned lights on and off, and finally so 2A 
voked some patients that several minor scuffles tool 
place. He paced the corridor with an open Bible, 
constantly chanting one sentence in particular — 
“I am God, come back Miss M.” During this time 
the patient ate and slept relatively well. He gradu- 
ally became less disturbed and gave up the Bible 
and the rose. He again requested to go to the 1150 
teen, library, etc., with the nurses who substitute 
for Miss M. : 2 1 en 

During this period the patient again SPS d 
ber of hours with the therapist in the animal house. 
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In talking about the monkeys, he again was able 
to reveal further his own feelings. He said the 
animals were not getting enough care. He kept 
asking the monkeys "What's the matter?" The 
therapist compared this to similar feelings that B 
himself could be having, especially after Miss M 
had left. B then said that he had also had other 
feelings, wondering at times if he himself were the 
doctor and the therapist the sick one. 

When Miss M returned to the hospital, the pa- 
tient was at first somewhat distant in his attitude 
toward her, although he was able to ask her about 
her vacation. He gradually became less reserved, 
but did not request to be in her company as much 
as before. He continued to be more communicative 
in his interviews with the therapist and at the end of 
8 months of psychotherapy had again entered a 
phase of improvement. 


DYNAMIC ASPECTS OF CASE MATERIAL 


Only some general observations on the dy- 
namic aspects of the case can be made at this 
time, in view of the patient’s difficulty in 
verbal communication during the period cov- 
ered in this paper. However, later in the 
course of treatment—during the second year 
—the patient was able to talk much more 
freely and a much more comprehensive, dy- 
namic formulation of the catatonic regres- 
sions as well as of the entire illness became 
possible. This will be included in a subse- 
quent paper on this case. 

In any event, during the early phases of 
treatment, situations implying or actually in- 
volving loss of an object relationship—even 
if only temporary—would evoke a severe re- 
gression. The history of B's early life and 
his own later verbalizations indicated that 
from infancy on he was exposed to many 
such loss situations. These involved mother 
and mother-surrogates particularly. The doc- 
tor and Miss M were the current objects 
primarily involved. The object-relationship 
was of a highly narcissistic order. The re- 
gression, when severe, would be to a state 
where B reacted like an adult-baby, as it 
were, He manifested anxiety, helplessness, 
negativism much like that of a baby. Immo- 
bility and rigidity of muscles would alternate 
with mass body movements poorly coordi. 
nated. The patient seemed able to do nothing 
for himself—and if attempts were made to 
help, he would resfst, refuse food; etc, Later 
he brought out the fact that during these epi- 
sodes, though mute, he could observe and 
think of what was going on: that he was 
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afraid of being alone, of being utterly help- 


less, of being like a baby. 

The major regressive episodes in the form 
of catatonic reactions became shorter and less 
‘intense as therapy continued. Between these 
episodes the patient showed more and more 
evidence of restitutive processes. These 


D? processes first manifested themselves clini- 


cally in the patient's obvious responses to 
auditory hallucinations, the content of which 
was revealed in part only much later when 
the patient could verbalize and communicate 
with the therapist. Partly, the voices repre- 


sented a projected superego of a very puni- 


tive nature threatening the patient with 


destruction for being “bad.” Partly, they rep- 


tesented a more “relaxing” new reality which 
kept the patient laughing; the more specific 
nature of this reality the patient did not 
reveal. 

Further restitutive attempts, concerned 


With libidinal movement toward objects, re- 


vealed themselves in delusional ideas, con- 
cerned primarily with a power theme—he 
could control others, or others could control 
him. Consequences here again were in terms 
of destroying or being destroyed. The pa- 
tient had all his life been shy and reserved 
and had felt inferior. The delusional con- 
tent at times revealed a compensatory swing 
feelings of omnipotent grandiosity, 

Interspersed with these pathological resti- 
tutive manifestations were increasingly 
longer periods when psychotic action and 
Content would be replaced by verbalization 
and rational behavior. 


SUPERVISION 
Supervision in this case began after ther- 


apy had been in progress several weeks, It 
Was quickly apparent that the therapist was 


anxiously overactive in his interviews with 
the patient, trying to get him to talk more. 
His immediate attitude was that this was a 
Psychiatric case that needed to be worked 
up. This led to the need to get from the pa- 
zent as quickly as possible and in the con- 
ventional way, i.e., 50-minute interview in an 
office setting, as much data as possible that 
could be put into a clini@ chart. The se- 
verely regressed patient responded to this 
cold professional attitude by withdrawing 
further and becoming even less communica- 
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tive than on admission. The therapist-pa- 
tient relationship was obviously being threat- 
ened with disruption. 

However, though submerged by this cold 
professional attitude, there was another re- 
action in the therapist. B seemed to him like 
a frightened, confused, childlike adult, des- 
perately in need of care and help. This led 
to an urge to treat B accordingly : not to de- 
mand of him at once, either in behavior, feel- 
ings, or speech, what he obviously was in- 
capable of—responding like an adult in good 


contact with reality. This was both a feeling 


for B and a recognition of the ‘schizophrenic 
Process as it was occurring in him as a person, 
In other words here was a protective, mother- 
ing attitude in the therapist co-existing with 
but superseded by a cold professional attitude 
in response to the deeply regressed state of 
the patient, 

The work of supervision was directed at 
this time toward making the therapist more 
fully aware of these two conflicting attitudes, 
ite, treating the patient as a case versus treat- 
ing him as a person, In turn, the reasons for 
the predominance of his anxious overactivity 
and the blocking of his other, more sympa- 
thetic feelings were explored peripherally. 
The therapist’s anxiety was related to a num- 
ber of factors: (1) a fear of being criticized 
or being considered inadequate if there were 
no quick change in the patient's clinical con- 
dition or no rapid accumulation of historical 
facts about the patient; (2) the fear that if 
there were no verbal communication from 
the patient, nothing of therapeutic import 
was taking place or could take place; (3) the 
fear that “just sitting” with the patient, talk- 
ing about simple realities with him, walking 
with him, listening to music with him was not 
the kind of treatment a doctor, a psychiatrist, 
gives and would lead to criticism or even 
ridicule; (4) fear of his own growing feel- 
ings of frustration and irritability. 

While the therapist’s anxiety was thus ex- 
plored at the surface as it were, and a more 
Specific content developed, supervision did 
not undertake to go into the deeper, more 
personal causes. It did not attempt to look 
for the earlier origins of these fears and 
show such causal relationships. It did not 
then include psychotherapy of the therapist 
in this sense. However, the supervisor did 
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attempt to develop a benevolent and under- 
standing relationship with the therapist. In 
such an atmosphere the therapist's growing 
confidence in the supervisor helped to foster. 
a greater sense of his own security. His 
fears of criticism and of inadequacy were 
favorably adjusted by this kind of reality- 
correction(1). This in turn made it possible 
for him to modify his attitude of just treat- 
ing the patient as a case and substitute that 
of treating him as a person. His anxiety was 
further modified by the supervisory. work 
which was directed toward increasing the 
therapist’s objective understanding of the dy- 
namics of the schizophrenic process actually 
occurring in the patient. It was underscored 
for the therapist how the patient’s severe re- 
gression, loss of object relationships, and 
marked breakdown in ego functions made it 
impossible for him to communicate easily in 
a verbal way. B’s catatonic behavior and 
occasional verbal responses were the only 
ways in which he could at that time com- 
municate. The break with reality was related 
to the intense threats that such reality still 
presented. Forcing and anxious pressure 
from the therapist only increased the threat 
and widened the break. This did not imply 
that the therapist should be only passive. He 
could be either active or passive as the situa- 
tion required. Nor did therapy necessarily 
have to be in the form of asking questions, 
acquiring historical data, or making interpre- 
tations. The therapist could be active in the 
sense of providing non-threatening outer 
stimuli: talking, walking, listening to music, 
playing games in order to divert the patient 
from continuous self-preoccupation with 
inner terrifying stimuli, e.g., physical sensa- 
tions, hallucinations. It was not implied, 
however, that the therapist disregard content 
in terms of genetic formulations. It was 
emphasized that he simply should not make 
interpretations of this kind to a patient whose 
“reasonable ego” was unable to ally itself 
with the therapist as a c- Observer. 
Somewhat later the therapist became aware 
of and worked through another blind spot 
in his conception of psychotherapy of the 
schizophrenic; When the patient had his first 
severe regression with almost complete im- 
mobilization in bed, refusal to eat, and 
marked weight loss, the therapist reacted 
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with a tremendous need to help him, but felt 
very limited and frustrated in what he was 
able to accomplish. He had “overlooked” the 
fact that others were in contact with the pa- 
tient, often for a far longer time each day— 
namely, nurses, aides, other personnel, and 
also patients. He became aware that his need 
to be in charge was also connected with the 
fear that anyone else’s participation would 
mean that he couldn’t handle the case alone, 
wasn’t a good enough psychiatrist, that things 
would get mixed up, etc. When the thera- 
pist’s anxiety in this connection diminished 

he was finally able to ask other personnel to 
help out and arranged to coordinate their 
activities with his, Actually there already 
existed a readiness in other personnel who 
were interested in and aware of the crisis 
impending in B’s status that was transformed 
then into group action. Somewhat later Miss 
M, with whom the patient was first able to 
communicate verbally, became an important 
therapeutic helper. Her almost daily presence 
beside B in a nondemanding, accepting way 
during the period when this kind of approach 
was still somewhat difficult for the doctor 
was of great help. It led to a reduction of the 
patient's anxiety and at least in the beginning, 
a return of greater verbal communication 
when he was with her. Later this increasing 
ability to communicate verbally was extended 
to the relationship with the doctor. 

While the patient’s clinical status oscillated 
there remained in the therapist an undercur- 
rent of pessimism about the outcome. In 
supervisory hours this pessimistic outlook 
was countered by the optimistic attitude of 
the supervisor, and still further dissipated 
by his calling the therapist’s attention to what 
was actually happening clinically: the regres- 
sive episodes were becoming less severe and 
more widely spaced. The patient was becom- 
ing more communicative verbally. He was 
revealing more of his ideational and halluci- 
natory content and was speaking more often 
in a rational way. Thus what in itself might 
have been a basic disrupting factor-pessie 
mism—was successfully modified in the su- 
pervisory work. y 


e 
Discussion 


In this case, the therapist began with cer- 
tain misconceptions about the psychotherapy 
Y £ 
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of a schizophrenic patient. These were re- 
vealed during the course of the earlier super- 
visory hours. He had thought of duration of 
treatment in terms of several months rather 
than a much longer period. While he was to 
some extent aware that the course of treat- 
ment would not be a smooth one, he was un- 
prepared for the sudden, seemingly unac- 
countable shifts that may occur in a 
schizophrenic patient’s reactions. He was 
unaware that the relative weakness of the pa- 
tient's reasonable ego would interfere with 
the assimilation and integration of interpre- 
tations made to it. He thought of the goal; 
of therapy in terms of cure rather than of a 
continuing relationship and relative change. 
He did not realize the repercussions that 
Physical procedures—such as the lumbar 
puncture—might have in activating the pa- 
tient's anxieties and disturbing the interper- 
sonal relationship. He was concerned with 
quickly making dynamic genetic formulations 
and interpretations rather than with under- 
standing the therapist-patient relationship 
and its vicissitudes, 

In our supervisory experience such mis- 
conceptions have been frequently found in 
residents beginning the psychotherapy of 
schizophrenic patients. Often those who have 
already had some experience in treating the 
neuroses consider the treatment technique 
will be quite the same for schizophrenia. We 
feel therefore that, wherever possible before 
Such therapy is undertaken, supervisory 
hours should be devoted to a discussion of 
what the therapist understands of the princi- 
ples of treatment, particularly what his ex- 
pectations and his goals would be. 

It has been stressed that the therapist 
should be aware of his own emotional prob- 
lems and should have achieved a "satisfac- 
tory resolution" of these in order to do ef- 
fective psychotherapy (5). In many instances 
this is not possible for the resident beginning 
his psychotherapeutic work with Schizo- 
, Phrenics, and, in addition, the intense resist- 
-ances and hostility of such patients may 
rapidly mobilize his anxiety, Psychotherapy 
done under such circumstances can therefore 
be expected frequently td yield poor results. 
However, supervision which is particularly 
directed toward increasing the therapist's 
awareness and control of the disturbing ef- 
‘Sects of his émotional reactions on the thera- 
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pist- patient relationship, makes it possible for 
meaningful and effective psychotherapy to be 
undertaken. In the case reported, the resi- 
dent faced the difficult problem of the patient 
who often was in a deeply regressed state, 
mute and immobilized. The response of the 
therapist was, on the one hand, to anxiously 
force activity—to make the patient speak, to 
get him to do things—and, on the other, to re- 
act with pessimism. Supervision was directed 
toward making the therapist aware of his 
various ego states in reaction to those mani- 
fested in the patient. In addition, he was 
helped to respond with the attitude most fa- 
vorable to the continuation of the interper- 
sonal relationship. To put it another way, 
supervision attempted to develop in the tliera-. 
pist the most favorable emotional attitude as 
well as objectivity—i.e., an understanding of 
what was going on(3). Supervision did not 
attempt to analyze the therapist's emotional 
problems—it was not in that sense psycho- 
therapeutic. It did attempt to favor the de- 
velopment of a feeling of confidence on the 
part of the therapist toward the supervisor. 
Furthermore, supervision dealt not only with 
the therapist’s anxiety but modified his pessi- 
mism, substituting an optimistic outlook so 
important for successful outcome (2, 6). 

One special situation in this case was 
found to be very common among therapists 
inexperienced in the treatment of schizo- 
phrenics—the tendency to think of this treat- 
ment as the sole prerogative of one person. 
This tendency to overlook the importance of 
a helper(4) was successfully dealt with in 
the supervisory hours. 

Supervision, in our opinion, can play a sig- 
nificant role in helping the beginning thera- 
pist to do meaningful and effective psycho- 
therapy of schizophrenia, despite the difficult 
problems such treatment may pose. 
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VERIFICATION OF THE RORSCHACH ALPHA DIAGNOSTIC 
FORMULA FOR UNDERACTIVE SCHIZOPHRENICS * 


ZYGMUNT A. PIOTROWSKI, PR. D., ano DOROTHY A. BERG, M. A. 
Princeton, N. J. 


The so-called alpha formula which is an - 


experimental Rorschach diagnostic aid for 
overcontrolled and underactive schizophren- 
ics(8) was verified on a new group of pa- 
tients whose Rorschach records had not been 
employed in the setting up of the formula. 


VALIDATION 


The formula (Table 2) is limited to adult 
patients, 16 years and over, regardless of 
their neuropsychiatric diagnoses, whose 
Rorschach records contain no more than 6 
whole responses and a sum of light shading 
responses greater than, or at least equal to, 
their sum of color responses. These 2 techni- 
cal requirements are met by about one-third 
of schizophrenics ; the proportion seems to be 
greater the milder the schizophrenic disease 
process. In the present test of the formula’s 
accuracy, we used only those patients who 
had been re-examined psychiatrically more 
than 3 years after the Rorschach examination 
in order to obtain as reliable clinical psychi- 
atric diagnoses as possible. 

The original group, 4.6, the one whose 
Rorschach data constituted the material from 
which the formula was constructed, included 
30 followed schizophrenics and 20 followed 
neurotics ; all of whom had been re-examined 
at least 3 years after the Rorschach test. Of 
the schizophrenics, 28, or. 93%, scored at 
least 3 points on the alpha formula, while 
19 of the neurotics, or 957, scored below 3 
points. Thus tlie formula differentiated be- 
tween the 2 patient groups with a 94% 
accuracy. n 

When the formula was to be applied to an 
entirely new group some drop in the diag- 
nostic power of the formula was to be ex- 
pected. Some such loss occurs regularly in 
the biosocial sciences despite the high statis- 


1 This investigation has been supported by the 
Scottish Rite Dementia Praecox Research Com- 
mittee, A z 


tical significance of the original findings. Ac- 
cording to the chi-square test, the probability 
that the difference in the distribution of alpha 
scores among the schizophrenics and among 
the neurotics of the original investigation was 
a matter of mere chance was less than 1 in 
100. However, 2 remarks based on the logic 
of the statistical chi-square test must be 
made: (1) the significance of the ability of 
the alpha formula to differentiate between 
schizophrenics and neurotics does not imply 
that in a new patient group this differentia- 
tion, even though statistically significant, will 
be the same as in the original group ; (2) all 
essential conditions of the original investiga- 
tion must be reproduced to assure the same 
result. Of course, not all essential conditions 
are always known, and furthermore, even if 
they were known, they could not always be 
reproduced, 

Our new group included 100 schizophren- 
ics and 45 neurotics. However only 55 schizo- 
phrenics and 15 neurotics met both technical 
requirements: W<7 and vc XC. In this 
2-requirement, 7o-patient group, 46 schizo- 
phrenics, or 84%, had alpha scores of 3 
points and more, while 12 neurotics, or 80%, 
had alpha scores of below 3 points, Thus 
83% of the 70 diagnoses were identified cor- 
rectly by the alpha formula, According to the 
chi-square test, this result is significant be- 
cause it could occur by mere chance less than 
1 in 100. An alpha score of 3 points and 
more is supposed to indicate a condition more 
serious than one of pure psychoneurosis, 
while scores below 3 points are said to point 
to a mental condition not more serious than 
a psychoneurosis (8). A high alpha score, 
i.e. one of at least 3 points, is not intended to- 
mean that the patient does not have neurotic 
symptoms. He may have them but it is as- 
sumed that he haselso one of the. following 
illnesses : schizophrenia, a manic-depressive 
psychosis, or a cerebral organic disorder. 
Special Rorschach signs must supplement the 
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alpha formula to make the differential diag- 
nosis among these 3 serious mental disorders, 
Some of these signs were suggested else- 
where(8) ; in this article we restrict our- 
selves to the differential diagnostic problem 
of schizophrenia versus neurosis, 

The remaining 75 patients of the new 
group met one requirement but not the other; 
zes but not W<7 was found in the 
Rorschach records of 23 schizophrenics and 
16 neurotics. Of the schizophrenics, 11, or 
4876, failed to score 3 points or more but 
only 3 of the neurotics, or 19%, scored high. 
Therefore the formula can be used to detect 0 
schizophrenia but it can not be used to elimi- 
nate it; high scores remain significant but 
low scores lose their significance when only 
I of the 2 technical requirements is met. This 
conclusion applies to the second I-require- 
ment group with W<7 but vc SC. Only 
2 of the 14 neurotics in this group scored 
high, indicating that only 14% of these neu- 
roties were erroneously identified as schizo- 
phrenics. On the other hand, only 4 of the 
22 schizophrenics, or 18%, received high 
Scores pointing to a psychosis, 


VERIFICATION OF ALPHA FORMULA 


[Dec, 


Table 1 shows the distribution of alpha 
formula scores in all 8 subgroups and in the 
total group of 195 followed-up patients, The 
Rorschach responses of the patients had been 
scored in accordance with the modified Sys- 
tem (7) before the follow-up diagnoses be- 
came known. Nolan D. C. Lewis (3) redi- 
agnosed nearly all of the patients on the basis 
of personal interviews and all information 
available. Once the Rorschach responses of 
a patient are scored, it is a simple matter to 
compute the alpha formula score reliably and 
objectively, 

Table 2 contains the alpha fermula. When 
computing the W or whole responses, count 
all the W: the W, dW or DW, and WS. The 
response must cover the entire plate to be con- 
sidered a W; the sole exception is a human 
movement response to the dark areas of plate 
III which is also classified as a W. When 
the patient excludes part of the blot definitely, 
the response is not a W, but a D, even though 
the excluded part is very small. The elimi- 
nation of some parts is the essential charac- 
teristic of D or detail responses. The sum of 
the light shading responses, the Xc, and the 
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sum of the color responses, the XC, are to be 
computed according to the Rorschach Com- 
pendium(7). Each Fe counts 1 point, and 
each c counts 14 point. Any two c, or a frac- 
tion thereof, added to other scoring symbols 
such as Mc, FMc, FCc, CFe, etc., are given 
the weight of one-half point. The dark shad- 
ing responses, Fe’ and c’, are not part of the 
Xc. These dark or black responses point to a 
tendency to alleviate anxiety by an intensifi- 
cation of motor behavior and consequently 
can not be treated as indicators of energy 
control. The XC is computed in Rorgchach’s 
own manner. Each FC counts as one-half 
point, each CF as a full point, and each C as 
one and one-half point. Color naming, Cn, 
and color descriptions without any meaning- 
ful interpretation of the calor, are not rated 
as color responses and therefore they do not 
contribute to the XC. The XC column is the 
only one allowing negative scores; these are 
to be subtracted from the sum of the positive 
scores. If the difference, Xc-XC, is negative, 
the patient receives a zero score on the 
Xc-XC column, 

The c'-shock or dark shock is considered 
to have taken place (1) when either plate IV 
or V or both elicited no scorable response ; or 
(2) when the initial reaction time to plate 
IV or V was the longest of all IntRT ; or 
(3) when the IntRT to IV or V was longer 
than the average IntRT to all plates and 
when the first scorable response was pre- 
ceded by a word, gesture, or action indicative 


of annoyance, fear, surprise, or any other 
manifestation of shock. The F+% is ob- 
tained by dividing the sum of all the F+, 
Fe+, and Fe, by the sum of all the F, Fc, 
and Fc' regardless of their form quality. In 
addition to a -- and — quality, a vague or 
+ quality is used; one + response has the 
weight of one-third + response(7). 


QUALIFICATION. 


Despite the fact that the alpha formula 
gives satisfactory results and survived the 
test of application to an entirely new group 
quite well, the validity of the formula as a 
diagnostic aid may be limited. It is probable 
that the patient should have an average or 
perhaps even a superior intelligence if the 
formula be correct in more than 80% of 
cases. We matched the original and the 
second group of patients in terms of the 
Bellevue IQ's. None of the 195 patients had 
a Wechsler-Bellevue IQ(1o) below 90 and 
few had IQ's between 90 and 110. The aver- 
age Bellevue IQ in each group was over 120. 
The differences in average 1Q’s among the 
4 subgroups, 2 neurotic and 2 psychotic, were 
statistically insignificant, Whenever the dif- 
ference between the verbal and the nonverbal 
quotients exceeded 10 points, we computed 
the IQ solely from the verbal tests, The 
reason for this procedure is the known fact 
that nonverbal tests are less reliable and less 
valid measures of intellectual capacity than 
are the verbal tests, The verbal tests’ scores 
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withstand the effects of a psychotic condition 
or of great emotional tension much better 
than do the nonverbal or performance tests. 

There is a low but positive correlation of 
an unknown degree between intellectual ca- 
pacity on the one hand, and number of whole, 
color, and light shading responses on the 
other hand. The F+% also is dependent 
upon the IO to some extent. Consequently 
it is reasonable to expect that the alpha for- 
mula may yield different results when applied 
—with appropriate corrections—to an intel- 
lectually average and below average group of 
patients. Only experience will determine the 


precise effect of the IQ on the validity of 


the formula. It is not known whether the 
nonbright patients produce many Rorschach 
records with the two technical requirements 
of the formula. 
It was relatively easy to collect schizo- 
phrenic Rorschach records with W<7 and 
SOC. It was a great effort to find neu- 
rotic Rorschachs of this kind. This was par- 
ticularly true of the followed patients. It is 
easier to follow-up schizophrenics than neu- 
rotics. Many neurotics refuse a follow-up 
and about half of them turn out to be schizo- 
phrenics a number of years after the original 
diagnosis(8). The diagnostic impressions in- 
herent in the formula scores agreed much 
better with clinical psychiatric diagnoses 
which were made at the time of the follow- 
up than they agreed with clinical diagnoses 
made at about the time when the alpha for- 
mula scores were computed(8). This sug- 
gests that the alpha formula functions like 
a psychological microscope and that it makes 
accessible to observation schizophrenic traits 
which escape clinical observation. 
Another qualification should be kept in 
mind, viz., that a high alpha score does not by 
itself indicate schizophrenia but only a mental 
condition more serious than that of psycho- 
neurosis. A high alpha score does not elimi- 
nate neurotic symptoms; it is intended only to 
invalidate the view that the assumption of 
eneurosis explains fully the dynamics of the 

isease process. Schizophrenics and patients 
with intracranial pathology frequently have 
neutdtic symptoms in addition to those 
ascribed to the specific influence of schizo- 
phrenia or of intracranial pathology. The 
implication is that patients with high alpha 
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scores suffer from a schizophrenia, a manic- 
depressive psychosis, or from intracranial 
pathology; they may or may not also have 
neurotic difficulties. By this we mean those 
personality weaknesses that are caused by 
strained interpersonal relationships (espe- 
cially in early childhood) which lead to the 
development of habits incompatible with an - 
efficient, constructive, benevolent, and toler- 
ant cooperation with others for the common 
good, and which are not accompanied by neu- 
rophysiological defects or defects in the per- 
ceptual and conceptual standards for the 
determination of what is real and what is 
not. We assume that neurophysiological de- 
fects or defects in standards of reality, or 
both, are associated with cerebral lesions, a 
manic-depressive , psychosis, or a schizo- 
phrenia. 


THEORY 


The main hypothesis underlying this diag- 
nostic approach which has been made possible 
by appropriate modifications of the Ror- 
schach method(7), is that energy control is 
proportionate to the potential energy output 
in normals and neurotics, and that there is a 
disproportion between energy control and po- 
tential energy output in patients suffering 
from a disease more serious than a mere 
psychoneurosis(6). The Rorschach is a psy- 
chological method of personality investiga- 
tion. It can reveal only personality traits or, 
more exactly, traits manifested by the indi- 
vidual in his psychosocial interactions with 
other individuals. The energy concepts un- 
derlying the alpha formula refer to inter- 
personal relationships(6). The adequacy or 
inadequacy of energy control is measured in 
relation to the strength of motor impulses 
stimulated by the psychosocial relationships 
with others. A patient wifh a high alpha 
score may be stimulated very little to action 
by his interpersonal relationships because of 
emotional flatness which leaves him indiffer- 
ent to people. Yet a? the same time he may 
display a very high degree of energy control. 
The theoretical explanation is as follows: 
No one develops a high degree of control 
without a serious reason or need because the 
development of a high control capacity entails 
effort, great inner tension? and marked per- 
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sonality reorganizations. Now, if the Ror- 
schach reflects the patient’s psychosocial re- 
lationships and if no reason for the excessive 
control can be found in the patient’s Ror- 
schach record (with, say, no color responses 
and no whole responses with all the other 
components being within the expected range) , 
then the reason for the high degree of control 
must lie outside of the interpersonal relation- 
ships, or in the patient's organism. High 
alpha scores, and the overcontrol which they 
imply, are viewed as signs of a defense atti- 
tude: it is argued that the patient has.realized 
(consciously pr unconsciously) that his or- 
ganism has been greatly debilitated by a seri- 
ous disease and therefore he has developed 
(unconsciously rather than consciously) 
habits of great restraint and caution in order 
to minimize the chances of behaving in an 
undesirable, injurious, or conspicuous man- 
ner(6). Thus, personality changes may 
remain unnoticed by others and the relation- 
ships with others may require but mild alter- 
ations, saving the patient from the need of 
great and sudden modifications in his social 
contacts at a time when he is least capable 
of making these modifications easily and ef- 
ficiently. The overcontrol and underactivity 
amount to a retreat to a position of greater 
security. The value of this perceptanalytic 
formula is that very important personality 
changes can be demonstrated experimentally 
and measured with a relatively high degree 
of accuracy. 

The observations which we have made up 
to this moment imply that with increasing de- 
terioration, the patient’s alpha scores drop 
and the excess of control over the percept- 
analytically measurable energy output de- 
creases. It seems that, as long as the patient 
can assume and maintain the attitude of over- 
control, his psychological resources are ud 
from exhausted’ On the other hand, schizo- 
phrenics with high alpha scores do not ap- 
pear to improve noticeably regardless of 
treatment received. They tend to be ded 
stationary patients whóse anxiety oscillates 
but whose social and occupational adjustment 
undergoes fewer variations in quality than 
their subjectively experienced anxiety. This 
recent conclusion concerning the alpha schiz- 
ophrenics is compatible with the 1939 princi 
ple that insulin coma (and possibly other 
forms of treatment) benefits patients whose 
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intellectual status is relatively intact but who 
use their abilities “inefficiently”; if there is 
no discrepancy between potential and actual 
levels of psychological functioning, i.e. if 
the patient is efficient, before treatment, he 
does not benefit. from treatment(5). Inef- 
ficiency is measured by lack of concentration 
upon the task at hand, the making of numer- 
ous side remarks, the presence of good per- 
cepts accompanied by uncontrolled, circum- 
stantial, and extensive associations, and by a 
great unevenness in performance level(5). 
Most of the high alpha-score schizophrenics 
maintain the same level of inner and outer 
adjustment for some years, and, since they 
are usually mild cases, they succeed in living 
outside of hospitals for at least several years 
after the onset of manifest psychotic symp- 
toms. The great majority of them earned 
prognostically favorable scores on the 3-year 
Rorschach prognostic criterion(9). Of the 
55 schizophrenics with both technical re- 
quirements, 32 or 5876 were improved or 
were essentially unchanged during the 3-year 
period following the Rorschach examination. 
In the 1-requirement schizophrenic group 
with W<7, 8 of the 14 schizophrenics or 
36% improved or remained the same for the 
3 following years. However, in the 1-require- 
ment group with CC, 16 of the 23 schizo- 
phrenics, or the high percentage of 70%, 
improved or were essentially the same 3 
years later. This would mean that reduction 
of drive for ambitious personal achievement 
(drop in number and quality of W) is prog- 
nostically less favorable than a good control 
over outward manifestations of emotions 


f a beta formula for 
ut exceeds their 
is very difficult with available 
perceptanalytic concepts. However, the need 
for a formula for the majority of schizo- 


is no 
bett ones. The undercontrolled fchizo;". 
phrenic reveals his psychosis easily by the 
content of his production. Examples of per- 
ceptanalytic responses which are pathog- 
nomonic of schizophrenia are: 


I was trying to think it was a penis. Now it looks 
like two arms of a pair of scissors, as if snipping 
something off, my sexual potgncies. * 6 
., 5 . 
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This is also a contamination because the same 
area (top center of plate II) is interpreted 
both as a penis and as scissors; these 2 per- 
cepts overlap. This reveals a serious defect 
in reality testing: two concrete objects can 
not be in the same space at the same time. 
Incidentally, the patient who produced the 
contamination displayed so few clinical symp- 
toms that he was still considered an obsessive 
neurotic at the time. Another schizophrenic’s 
response was: 


Lovers. Each on opposite sides of the world about 
to suddenly join each other. When they sing “Ah, 
sweet mystery of life," some of us know what it 
means. There are certain songs that cause people 
to lose weight and others keep people apart from 
each other. 


This patient was conspicuously schizophrenic 
in everything he said and did. He was very 
talkative and hypomanic. The first schizo- 
phrenic’s motor behavior was subdued and 
the patient had many neurotic symptoms. 
However, the disturbance in the “fonction du 
reel” is diagnostically much more significant 
than neurotic symptoms. 

Lewis and Piotrowski have shown that 
somatic delusions are frequently mistaken 
for hysterical symptoms in mild or early 
schizophrenia, probably because the neurotic 
symptoms are by far more prominent. Even 
a trace of schizophrenia is schizophrenia, and 
the proper evaluation of it is more important 
for prognosis than the neurotic symptoms 
which occur in nonschizophrenics as well (4). 

Malamud observed in a review of research 
in schizophrenia that the mechanisms of the 
development of schizophrenia now seem more 
complex than ever before(2). It is quite pos- 
sible that the diagnostic approach illustrated 
by the alpha formula will reduce the com- 
plexity of schizophrenic personality varia- 
tions by enabling us to evaluate, perhaps 
more accurately than can be done by other 
procedures, the mechanisms of defense in 
Schizophrenia and their relation to deteriora- 
tion. The defense indicated by high alpha 

Scores seems to be psychogenic in the sense 
that it appears to be motivated by a desire to 
have as good a contact as possible with 
other’. However, it is a hind of psychogenic 
defense which is not found in neurosis, the 
etiology of which is psychogenic. Thus non- 
psychogenic factors as well as psychogenic 
d S a 


ones may be at work in that personality re- 
organization which is reflected in a high 
alpha formula score. 

The W or whole responses, measure or- 
ganized, sustained, and consciously directed 
drive for difficult personal achievement for 
which rewards are expected, such as prestige, 
influence, position, money, or any form of 
direct power over others. The larger the 
number of the W, the higher the proportion 
of good quality W among the W, and the 
more differentiated are the W, the stronger 
the readiness to exert oneself to accomplish, 
something difficult which will increase one's 
power. “Two men dancing around a may- 
pole” is a highly differentiated interpretation 
of plate I because several parts of the: blot 
are given different meanings and are synthe- 
sized into a meaningful whole; “a butterfly” 
is an example of a much less differentiated 
interpretation of the same plate. In the for- 
mula in its present stage, only the absolute 
number of the W is considered. In our pa- 
tient population only cases more serious than 
neurotics gave as few as 2, 1, or none W. In 
other words, only psychotics and/or cerebral 
cases reduced their drive for personal 
achievement to such a limited degree. 

The XC is the best measure of the active 
interest in meaningful interpersonal relation- 
ships. It gives an approximate estimate of the 
degree to which the individual wants actively 
to change or influence intentionally his con- 
tacts with others. Lack of color responses 
indicates emotional flatness in an adult. The 
larger the XC, the more is the individual in- 
clined to do something on an overt social 
level about his contacts with others. Pro- 
ducing no color responses at all is more sig- 
nificant in the case of bright people than in 
that of dullards. Only psychotics and some 
organic cerebral cases produced no color re- 
sponses in our patient groups. The Xc, the 
light shading responses’ sum, is an approxi- 
mate measure of the degree to which the 
individual is capable of controlling the out- 
ward manifestationg of his emotional im- 
pulses(7). The greater the absolute number 
of the Sc and the greater the difference Xc- 
XC, the more easily can the individual curb 
his motor impulses. The remaining factors, 
shock and the low F+ o, occur more fre- 
quently in nonneurotics n in neurotics, 
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especially when they are not taken singly but 
are part of a pattern of components. They 
were included in the formula because they 
contribute to the differentiation between neu- 
rotics and cases with illnesses more serious 
than mere neurosis. 


PRACTICAL ADVANTAGES 


The unreliability of psychiatric diagnoses 
is a well-known fact and complaints about it 
are heard everywhere. Recently, Bigelow 
noted the startling discrepancy in the sta- 
tistics of admission diagnoses among New 
York State Department of Mental Hygiene 
institutions. He went on to say (f) that 


The chief requirement for a goed differential diag- 
nosis of schizophrenia is ample time—time to de- 
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velop and review a good history, time to examine 


carefully and observe the patient, and time to con- 
sider all of the facts fully. 


It is hoped that the alpha formula will save 
a.great amount of the psychiatrist’s time. 
The practical advantage of the formula 
consist in the detection of schizophrenia 
when hardly any symptoms or at least no 
clear-cut schizophrenia symptoms can be seen 
clinically. The application of the formula is 
easy and reliable once the modified system of 
scoring the Rorschach responses is mastered 
(7). The formula yields high scores even 
with patients who, because of their progres- 
sive deterioration, are recognized as schizo- 
phrenics only after years of study. Many of 
these mild and/or early schizophrenics, who 
become unquestionably schizophrenic several 
years later, produce nothing conspicuously 
schizophrenic during their Rorschach exam- 
ination. They have no contaminations, make 
no unpredictable shifts in the quality or trend 
of their responses, display no other vari- 
ability, and gave no bizarre or sadistic re- 
sponses. Some of these patients even have 
an F+% above 80, which means that the 
correspondence between the images elicited 
during the examination afid the blot areas to 
which the images pertain is as good as in the 
average healthy adult. In such cases, a P 
Chosis is suggested by the excessive caution 
or overcontrol which is so great that nothing 
is overtly 


manifested. ° 
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SUMMARY 


1. The 1950 perceptanalytic alpha formula 
designed to aid in the differentiation between 
psychosis and neurosis(8) was tested on a 
new group of 145 patients, 100 schizophrenics, 
and 45 neurotics. All patients were followed 
for at least 3 years and were rediagnosed by 
Nolan D, C. Lewis. Their condition at the 
end of the 3-year period subsequent to the 
original Rorschach examination was evalu- 
ated in terms of improved, essentially un- 
changed, and worse. 

2. An alpha formula score of 3 points or 
more indicates a mental condition more seri- 
ous than a mere psychoneurosis, t.e., a schizo- 
phrenia, a manic-depressive psychosis, or 
intracranial pathology. If the alpha score is 
less than 3 points, a diagnosis of psychoneu- 
rosis is indicated. The 1950 formula (Table 
2) agreed with the independently made clini- 
cal psychiatric follow-up diagnoses in 83% 
of the 145 cases. The formula was as accurate 
in the diagnosis of schizophrenia as of neu- 
rosis provided both technical Rorschach re- 
quirements were met; 3c>3C and W<7. 
If only one requirement was met, high alpha 
scores retained their validity but low scores 
were not valid. The validity of the formula 
in its present stage may depend upon the pa- 
tient's intelligence; an IQ of at least 100 may 
be a necessary condition. f 

3. The formula grew out of the theoretical 
assumption (1) that in neurotics potential 
energy output is proportionate to their energy 
control in psychosocial situations, t.e., in the 
social interactions between the individual and 
others; and (2) that in cases more serious 
than a mere neurosis there is a disproportion 
between the patient’s energy control and his 
potential energy output in social interactions. 
High alpha scores are not incompatible with 
the presence of neurotic symptoms. Schizo- 
phrenics as well as organic cerebral cases 
may have neurotic difficulties in addition to 
personality weaknesses specifically contingent 
upon schizophrenia or intracranial pathology. 

4. The alpha formula may be the begin- 
ning of one of several possible laboratory 


tests for schizophrenia. BO 
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THE SELECTION OF PSYCHIATRIC AIDES: I. CRITICAL 
REQUIREMENTS OF THE JOB: 


DONALD P. SCHMIDT, PR. D. anp DAVID COHEN, Px. D.s 
COATESVILLE, Pa. 


This paper is the first in a series reporting 
on the development of a pre-employment 
testing program for the selection of psychi- 
atric aides. The problem is important for two 
reasons, First, many hospitals report annual 
aide turnover rates as high as 5076. This re- 
quires maintaining recruiting and training 
facilities for replacements at a much greater 
cost than would be required if turnover were 
reduced by appropriate selection techniques. 
Second, and more importagt, is the growing 
Tecognition by modern neuropsychiatric 
hospital administrators that the aide is a key 
member of the treatment team. He spends 
more time with the patient than any other 
member of the team and hence, is in a posi- 
tion to do either a great deal of good or con- 
siderable damage. In this regard, Hamister 
(7) points out that the behavior of the aide 
becomes an important standard of reality 
o socially acceptable behavior to the pa- 

ent. 

It is surprising, therefore, that so little 
carefully controlled research has been done 
on the problem of aide selection. The selec- 
tion of applicants in many hospitals is a hap- 
hazard procedure at best. If selection tests 
are used, they are frequently chosen on the 
basis of an a priori assumption that the tests 
measure a factor or factors related to job 
success. In practice, this means that most 
hospitals that utilize psychological tests as 
screening devices administer an intelligence 
test and a paper-and-pencil personality test 
which screen out only the mentally defective 
and the severely’ disturbed. Conversations 
with psychologists attempting to deal with 
the problem, as well as & survey of the litera- 
ture, suggests that the primary difficulty in 
devising selection techniques is the lack of an 
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adequate criterion of effective job perform- 
ance. It is with this phase of the problem 
that the present paper is concerned. Later 
papers will report on the development and 
standardization of a battery of selective 
measures. 


e 
PREVIOUS RESEARCH 


These points are illustrated in the studies 
referred to below. Barron and Donohue(1) 
used the California Capacity Questionnaire 
and the Minnesota Multiphasic Personality 
Inventory (MMPI) in selecting aide appli- 
cants at a state hospital. More detailed test- 
ing was done in doubtful cases. They found 
that the MMPI screened out psychopaths 
effectively but this minimal battery did not 
detect other kinds of psychopathology often 
found among aide applicants. Using a 10- 
item efficiency rating, they found that of 
their aides who scored in the dull normal 
range of intelligence, 9146 were of average 
efficiency. However, they do not state how 
their criterion ratings were derived. Also, 
each item was scored on a 3-point scale which 
suggests that the reliability of the scale may 
be low. They comment that patient care im- 
proved observably and turnover decreased 
following the adoption of these procedures 
but they had no method of objectively relat- 
ing these observations to employee efficiency 
or selection. 

Kline(8) tested 108 new aides, using a 
modified version of a National Defense Re- 
search Council screening test originally de- 
vised for the U.S. Maritime Service and a 
biosocial history. No attempt at prediction 
of job succes was made. After 2 years he did 
a follow-up study on the 108 aides. He re- 
ports that the test would have rejected 83% 
of aides who were discharged for unsatis- 
factory work, who quit in anticipation of 
being discharged, Sr were “unstable” or 


chronically dissatisfied ; all of these men were 
no longer employed. However, the test would 
e also have screened out 23% of “satisfactory” 
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aides still employed at the hospital. This 
group included both outstanding employees 
and aides who were presumed to be “satis- 
factory" simply because they were still em- 
ployed. Kline admits that this is a poor cri- 
terion, and indicates that he is collecting 
further data for purposes of cross-validation. 

Vaccaro(9, 10) reports some success in 
differentiating between the most and least 
efficient aides in a mental hospital, using a 
battery of intelligence and personality tests. 
Again, no attempt has been made to validate 
his findings on a new sample. His criterion 
was a modified version of an efficiency rating 
scale used in a study of psychiatric aides by 
the Veterans Administration. "While this 
scale may be fairly satisfactory in delimiting 
extreme groups, it is so global in character 
that it is highly doubtful that it would dis- 
criminate in the middle ranges. 

Hall et al.(6), in reporting on the results 
of their attempts to select aides for training 
at the Menninger Aide School, state that 
their preliminary screening interview and ap- 
Plication- questionnaire succeeded only in 
weeding out those with serious personality 
disturbances and those who were intellectu- 
ally unable to cope with the course work. 
They attribute their failure to the lack of an 
adequate criterion and state: 


Very little is known at the present time about what 

features to look for in prospective psychiatric aides 

E how to detect presence or absence of these attri- 
ites, 


The present authors believe that the answer 
to this question must come from an examina- 
tion of the job rather than of the aide. Once 
it is known what factors are inherent in the 
job, it is possible to devise specific techniques 
to attempt to measure either the job factors 
themselves or the personality traits underly- 
ing them, It is quite possible that currently 
marketed tests do not measure the factors 
actually involved in the job, 
5 


CONSTRUCTION OF CRITERION 


In a job involving as complex and varied 
skills as that of the psychiatric aide, it is not 
possible to construct a criterion a priori. 
Flanagan(3, 4, 5) has devised a method of 
criterion construction which is especially ap- 

„plicable to jobs which are complex and dif- 
ficult to analyze by the more standard 


) ) 
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methods of job analysis. Flanagan points out 
(4, 5) that this “critical incident technique” 
has been successfully applied to the deter- 
mination of job requirements for Air Force 
officers, research workers in scientific labora- 
tories, airline pilots, and air route traffic con- 
trollers. Finkle(2) has defined the critical 
requirements of foremanship in an industrial 
setting and Wagner(11) has established 
critical requirements for dentists, Critical in- 
cidents are simply specific instances of suc- 
cess or failure on the job. 

Collecting a large random sample of such 
instances from persons who now the job 
and categorizing the job areas into which 
those incidents fall make it possible to state 
job requirements in terms of the objective 
behavior required for success. Thus the tech- 
nique avoids the broad, ambiguous terms and 
stereotyped lists of traits frequently obtained 
by asking supervisors or employees for a 
list of job requirements. A large random 
sample of critical incidents from employees 
and/or supervisors also permits the deter- 
mination of the relative importance of the job 
requirements by comparing the frequency of 
the various classes of incidents. 


PROCEDURE 


Collection of Data.—Booklets were pre- 
pared for the collection of critical incidents 
of aide behavior on the job. These were to 
be distributed to aides, supervisory personnel 
and other employees who routinely contact 
the aides in their work (see Table 1). Finkle 


TABLE 1 


CRITICAL INCIDENTS SUBMITTED py EACH 
RESPONDENT GROUP 


Num- Num. Num- Inci- 
T ber ber os 
Respondent group layed fed SEA mitted 
Professional staff *... 28 20 9 39 
Supervisory nurses}. 24 24 24 9r 
Staff nurses... . 66 66 33 II5 
Student nurses 6r 61 57 20 
Charge aides 60 — = e 
Booklet — 60 6 14 
Interview — 50 46 206 
Aided d 419 — — -< 
Booklet — 400 8 32 
Interview — 
Others ..... 


i Include 

5 

Laboratory technicians, occupational therapists, physi 

therapists, special services personnel, who routinely contact 
aides in their work. 
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(2) found that there were no significant dif- 
ferences between critical incidents collected 
in interview and those recorded by the in- 
formant in a booklet provided for the pur- 
pose. 

Two levels of booklets appropriate to the 
educational level of the aides and of the other 
tespondents were prepared for this study. 
Respondents were informed that their ano- 
nymity would be respected. Two incidents 
each of effective and ineffective job behavior 
were requested from each respondent. The 
questions asked in the booklets were: 


did not respond well (see Table 1), Explora- 
tory interviews with several key aides sug- 
gested that this was due to the generally low 
level of literacy of our aide population and to 
some distrust and anxiety about the true pur- 
pose of the project, even though this had been 
explained during the orientation talks. As a 
result, it was decided to collect critical inci- 
dents by interviewing the aides individually, 
even though they had previously received the 
booklets. In these interviews the project was 
again explained and any questions about it 
were answered, Of the 176 aides interviewed, 


Effective, professional level booklet: Think of a 9168 responded with one or more incidents. 


time when you've spoken to an aide for doing an 
especially fine job, or a time when you would have 
liked to commend an aide for an outstanding piece 
of work, Exactly what did he do that made you feel 
like speaking to him? Remember, describe a specific 
situation that illustrates definitely good work. 

Ineffective, professional level booklet: Now, think 
of a time when you've had to speak to, or felt like 
speaking to, an aide for something he did wrong— 
the sort of action which, if repeated, would show the 
person was definitely not an effective aide. Re- 
member, describe a specific situation. Exactly what 
did the aide do? 

Effective, aide level booklet: Think of one time 
in your work when you did something or you saw 
another aide do something you thought was such a 
fine job that he or you deserved to be praised and 
told how good it was. Tell exactly what happened. 

Ineffective, aide level booklet: There probably 
have been times when you have not been proud of 
the way you have done your work, even though no 
one else knew this. This is true of every person. 
You know your job best and are the best able to tell 
us about these times. 

Think of one time when you did something or saw 
another aide do something you thought. was a 
Pretty poor piece of work—the kind of thing that 
you think a very good aide wouldn't do. 


Informants were also asked to indicate 
why they felt effective incidents were out- 
standing and to state after each ‘ineffective 
incident what they thought the aide should 
have done. Effective and ineffective behavior 
was more concretely defined in the orienta- 
tion talks to aides and nurses before the 
booklets were circulated, as being examples 
of the kind of behavior which “makes or 
breaks” a man on the job. They were asked 
to think of incidents which had earmarked 
an aide for promotion or had resulted in re- 
quests for his transfer or discharge. ‘ 

Response to the professional level booklets 


equalled expectations. However, the aidese were ; 


.This sample included all charge (supervis- 
ory) aides who were not on leave at the time 
and a sufficient number of aides to sample 
all hospital services on all 3 shifts. 

Sample Control. The following sample 
control data were also obtained: occupation 
of respondent, length of service, shift 
worked, the hospital service on which the 
incident was observed, whether or not the 
incident was followed by supervisory action, 
and the sex of the aide involved. Incidents 
submitted by persons employed less than 3 
months were rejected. These data were coded 
and entered on the cards to which the inci- 
dents were transcribed for sorting and cate- 


gorizing. 


RESULTS 


A total of 1,123 incidents was obtained 
from 325 respondents. These are reported 
by group in Table 1 along with other infor- 
mation about the make-up of the sample. 
Analysis of the content of the critical inci- 
dents on the basis of the sample control data 
does not reveal any notable differences in 
critical requirements with respect to hospital 
service, shift worked, sex of aide, or super- 
visory action following the incident. In ad- 
dition to the incidents reported in Table 1, 
38 incidents were obtained from a sample of 
24 convalescent patients. Patients were not 
sampled further, nor were these incidents in 
cluded in the study, since they did not con- 
tribute any areas of hos behavior not already 
reported by the otlſer informant gfoups. 

The critical requirements for satisfactory 
performance of the job of psychiatric aide 


derived by sorting the critical incidents 
j| . 


e 
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into clusters of related incidents and abstract- 
ing from these clusters a title describing the 
general area of their content. The results of 
this sorting follow. Note that these are de- 
fined in terms of effective job behavior. 


CRITICAL REQUIREMENTS FOR 
EFFECTIVE AIDE WORK 


I. Care of the neuropsychiatric patient. 

A. Routine techniques and duties. Must be fa- 
miliar with and able to perform those routine 
operations affecting the physical welfare of 
NP patients and the safety of both patients 
and personnel. 

1, Routine care of physical needs of patients. } 
a. Feeding. Know appropriate techniques 

for feeding and/or encouraging patients ' 
to eat. 

b. Personal hygiene and appearance. As- 
sist and encourage patients in personal 
grooming where patient is able to care 
for himself. Give attention to groom- 
ing of patients and attend to the clean- 
liness of incontinent patients. 

c. Other physical care. 

2, Knowledge and application of procedures 
and precautions for safety of patients and 
personnel. Includes security measures such 
as locking doors, techniques of moving 
patient details from building to building, 
etc. 

B. Knowledge and application of special tech- 
niques of care and treatment (EST, IST, 
pack, laboratory procedures, etc.). Includes 
awareness of special symptoms or reactions 
to these procedures and care of these. 

1. Application of technique (knowledge). 

2. Attitude toward patient, method of relat- 
ing to patient, to carry out procedure, 

© Attitudes toward, and skill in relationships 

with, „patients, Acceptance and appropriate 

handling of symptoms of NP illness. 

1. General attitudes in routine, day-to-day 
relationships with patients. 

a, Knowledge of appropriate procedures 
in relating to patients, e.g., knowledge 
of what is to be done in response to the 
more usual requests made by patients; 
makes effective use of his training, 

b. Attitude in approach to patients, 

2. The handling of the negativistic Patient. 

a. Knowledge of procedures, 

b. Approach to patient, 

_3 ae hyperactive and assaultive pa- 
A 8. 

a. Knowledge of procedures. 

b. Approach to patient. 
5 4. Handling the suicidal patient. 

a. Knowledge of procedures. 

b. Approach to patient, 

5. Handling the eloper. 

a. Knowledge of procedures, 
b. Approach to patient. 
> i 2 


6. Application of specific knowledge of in- 
dividual patients to dealing with those pa- 
tients to effect more thorough treatment 
and/or more constructive ward behavior: 
a. To physical symptoms. 

b. To mental symptoms. 

7. Encouraging patients, especially with- 
drawn patients, to greater participation in 
both routine and special activities. 

8. Ability to inhibit inappropriate or harmful 
responses to symptoms of mental illnesses ; 
to avoid the temptation to tease or abuse 
the NP patient. This factor is elicited pri- 
marily in response to: 

a. Physical assault. 
?b. Verbal assault (racial slurs, etc.) 
c. Other situations. i 
D. Constant alertness and observation of mental 
and/or physical symptoms, patient behavior, 
etc., and the ability to take appropriate ac- 
tion on the basis of observation. : 

II. Job factors not directly related to patient care, 
in the sense that direct interaction with the pa- 
tient is not involved. 

A. Constructive, cooperative attitude toward the 
job (e.g., not sleeping on job, etc.). 

B. Willingness to accept the authority and su- 
pervision of superiors. 

C. Adequate performance of routine ward house- 
keeping duties. 


The incidents were sorted and categorized 
by the senior author. A random sample of 
50 was drawn and re-sorted by the junior 
author, using the category definitions from 
the prior sorting. Reliability of sorting into 
these areas was high, there being only 2 dis- 
agreements. Examples of incidents obtained 
are as follows: 


Effective: “One of our patients seemed to delight 
in taking his tray at meal time and tossing it into 
the air. When this situation arose, various aides 
were prone to display anger. This seemed to over- 
joy the patient as he had found a way to both re- 
ceive attention and cause annoyance at the same 
time. On one such occasion, the aide nonchalantly 
picked up the tray, left the room and returned with 
a second tray. Calmly, without any display of emo- 
tion the aide handed him the tray and said, ‘Now 
would you care to eat? The patient was quite 
taken aback by this new approach. He muttered to 
himself and proceeded to eat his meal without 
further ado." 

Ineffective: "In Ward X, there is an aide who 
apparently is quite angry with the hospital for vari- 
ous reasons and is not averse to expressing his feel- 
ings to other aides and personnel in the presence 
and hearing of patients. For example, on one occa- 
sion he was angry because he was the only aide on 
the ward at the time, He felt that the nursing serv- 
ice was poor in their scheduling of aides. Very loudly 
jand very hostilely, he was speaking to a clerk about 
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the poor administration of the hospital, ‘they don’t 
know how to run a hospital, etc.’ Three patients 
sitting in full view of this aide heard everything.” 


Discussion 


It will be noted that these requirements 
are based on a sample of 1,123 incidents. 
Ideally, to attain the greatest stability, it is 
considered desirable to obtain 2,000 to 3,000 
incidents. However, adequate criteria were 
obtained by Finkle(2) and Wagner(11) with 
somewhat smaller samples of incidents than 
were obtained in thé present study. As a 
check on the adequacy of the sample, the inci- 
dents obtained in the last week of interview- 
ing were compared with the categories of 
incidents obtained previously. Had new areas 
or subareas of behavior been found, inter- 
viewing would have been continued until no 
more new areas or subareas turned up in a 
week’s run of 40 interviews. 

Hall, et al.(6) have pointed out that a 
major problem in studies of this kind is that 
the actual work done by the aide varies con- 
siderably from one hospital to the next. 
While this is true, the present authors feel 
that the range of aide job behavior is well 
covered by the critical requirements listed 
above, Differences in local emphasis on the 
duties of the aide may make it advisable to 
weight the items differently. There are 2 
acceptable ways of accomplishing this. First, 
a replication of this study by the particular 
hospital concerned on a smaller scale would 
provide appropriate weights for use in that 
hospital. Weights are based on the frequency 
of occurrence of incidents in each category. 
Infrequent incidents which may have serious 
consequences may arbitrarily be given heay- 
ler weights relative to their importance. 
Second, the critical requirements found in 
this study may be used as a check-list for job 
analysis, Aides may be observed in their 
work and the frequency of occurrence of the 
various critical behaviors then be tabulated 
for weighting purposes. Weights found for 
the critical requirements in this study will 
be published in conjunction with the report 
9n the behavior rating scale now being con- 
structed on the basis of these critical require- 
ments. F e 

In addition to defining critical job require- 
ments, these incidents, especidily the instances? 


of ineffective behavior, are providing leads 
to areas which need to be given greater em- 
phasis in the training of aides at this hospital. 
Also, they may give worthwhile information 
on how the various occupational groups 
within the hospital conceive of the role of the 
aide. This may reduce intergroup tensions 
by leading to a common definition of the 
areas of competence of the aide. 


SUMMARY 


The present paper is the first in a series 

o reporting on the development of a pre-em- 

«ployment selection program for psychiatric 

aides at the VA. Hospital, Coatsville, Penn- 
sylvania. 

I. A survey of previous research in the 
area of aide selection suggests that equivocal, 
ambiguous, and only partly useful results 
have been obtained because of the lack of an 
adequate criterion of effectiveness of job 
performance. 

2. Flanagan’s Critical Incident Technique 
was used to develop a list of critical require- 
ments for the job of psychiatric aide. Critical 
incidents were collected in prepared booklets 
from the professional staff of the hospital, 
supervisory and floor nurses, student nurses, 
and other personnel who routinely come into 
contact with aides in the course of their 
work. 

3. An attempt to use booklets for the col- 
lection of critical incidents from aides was 
unsuccessful. Satisfactory response was ob- 
tained by interviewing the aides individually. 

4. A total of 1,123 incidents was obtained 
from 325 respondents. These were sorted 
and categorized into 7 major areas and 22 
subareas of job requirements. 

5. Suggestions are made as to how these 
findings may be applied in other hospitals. 
Later papers will report on their specific ap- 
plication in this hospital. | 
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PSYCHOLOGICAL EFFECTS OF CORTISONE IN ACUTE 
CATATONIC EXCITEMENT 


A Case Report? 
WILLIAM S. WIEDORN, Jr., M.D., USAF (MC), Gunter Am Force Base, ALA. 


Consideration of schizophrenia as a re- 
sponse of the total organism leads to specu- 
lation on the role of hormones in facilitation 
and continuation of this response. Conse- 
quently, therapy of schizophrenia has been 
attempted with ACTH and cortisofe. Some 
workers have found cortisone (1) ande 
ACTH (2, 3) of no value; while others re- e 
port that cortisone is of therapeutic import 
(4, 5, 6). However, these reports deal with 
chronically ill patients. It might be expected 
that cortisone would be of value in the 
acutely ill patient, and in the catatonic, in 
whom there is a preponderance of physio- 
logic change. This paper is a case report of 
a patient with acute catatonic excitement, 
treated with cortisone, in whom dramatic 
psychologic changes were observed. 


The patient is a 22-year-old, colored female, the 
fifth of 11 children. She is married to a laborer, 
has 2 children (aged 4 and 5), and lives in rural 
Louisiana, Three weeks before her entry to Charity 
Hospital of New Orleans she was admitted to an- 
other hospital after accidental wounding with a shot- 
gun. She presented with a wound in the right flank 
and a compound fracture of the right forearm. The 
fracture was treated conventionally, and a right ne- 
phrectomy was performed for fragmentation of the 
right kidney. The postoperative course was un- 
eventful until the 12th day, when there was sudden 
onset of acute excitement, bizarre behavior, dis- 
orientation, and disorganized verbal productions. 
Shorty after this she was transferred to the psychi- 
atric unit at Charity Hospital. 7 

Physical examination upon admission revealed the 
right forearm in a cast, a wound in the right flank, 
sacral decubitus ulcers, and a bilateral partial flaccid 
paralysis of the lower extremities. The patient was 
febrile and dehydrated with a tachycardia and a 
toxic appearance. Laboratory reports revealed a leu- 
cocytosis, albuminuria, and increased BUN. An 
elevated spinal fluid protein returned to normal 
limits within a few days. Other laboratory data 
were normal. Repeated efectrocardiograms, chest 
Plates, skull films, blood and spinal fluid cultures, 
and agglutinations were negative. Urine cultures 
Occasionally showed pathogens and contaminants. 
Treatment consisted of various antibiotics, Levine 
tube-feeding and hydration, and minimal sedation. 
— ee 


LJ *. 
From the department of psychiatry, L. S. U. 
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Final medical and surgical diagnoses were: healing 
compound fracture of the right ulna, healing sur- 
gical and traumatic wound of the right flank, post- 
operative right nephrectomy, dehydration, sacral 
decubitus ulcers, cystitis, partial bilateral flaccid 
paralysis of the lower extremities following injury 
to the lumbosacral plexus. 

Psychiatric examination evidenced auditory and 
visual hallucinations, with disorientation for time, 
place, and person; and with constant, frenzied, 
random activity. The patient was negativistic and 
would not eat or drink. Dissociated verbal pro- 
ductions were present. 

There was a history of hallucinations at age 8 
during a religious conversion. Following birth of 
the first child, there was probably a brief psychotic 
episode not negessitating hospitalization. Before the 
current acute psychotic illness there were daily 
episodes of fighting, inappropriate behavior, and 
brief dissociated episodes. Medical history was 
otherwise negative. 

Despite intensive medical therapy and routine 
conservative psychiatric management the patient's 
condition worsened in her first week on the psychi- 
atric unit. Mental status was unchanged since ad- 
mission. Despite the absence of positive findings 
suggesting a medical diagnosis, the general be- 
havior, results of psychiatric examinations, and his- 
tory of the patient indicated a schizophrenic reac- 
tion, acute catatonic excitement. 

The deterioration of the patient's general condi- 
tion suggested that cortisone might be of some 
value. Accordingly she was given 100 mgms. of 
cortisone intramuscularly every 8 hours for 3 doses; 
then 100 mgms. every 12 hours for 2 doses, then 
too mgms. daily. During this period, there was 
little change physically, though there was some 
slight improvement in the mental state. Through 
an error, the cortisone was given for 3 days as a 
single daily dose.of 100 mgms. orally. Improvement 
was manifested for 3-4 hours afterward. During 
these hours there was less anxiety, more communi- 
cation, and better orientation. After this, the pa- 
tient lapsed into a more regressed, toxic-organic- 
like state. The period of more integrated behavior 
coincided with the probable high blood levels of 
cortisone. To partially verify this observation, 
dosage was changed to 25 mgms. orally*every 6e 
hours, and the preceding effect did not appear. * 
Throughout these weeks of hospitalization the pa- 
tient was receiving a great deal of nursing care, in 
addition to being sedi daily by her plrysicſan and 
many consultants. 

As a result of the observation that behavioral 
change with a higher level of integration coincided 
with high blood levels of cortisone, it was felt that 
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it might be of value to administer very high doses of 
cortisone, and observe carefully the physiologic and 
psychologic state. The patient was given 400 mgms. 
a day for 4 days in 100 mgms. doses orally every 
6 hours. 

The day before the initiation of this therapy, the 
patient was disoriented, hallucinating, and delu- 
sional. She only occasionally communicated with 
her physician, and her verbal productions were 
quite dissociated. Anxiety was near a panic levl. 

The first day after large amounts of cortisone 
were given, the patient was well oriented for time, 
place, and person and was able to discuss her hal- 
lucinations. There was marked clearing of con- 
sciousness, For the first time she mentioned the 
accident and related a confabulatory tale which 
denied that it had been her husband who shot her. 
She pulled out her Levine tube and stated that she 


2 


wished to eat and drink. She was unaware of her 


surroundings and recalled statements and promises 
made to her while she was disoriented. 

On the second day there was a further change in 
her mental state. She spoke of “getting milk and 
honey in the promised land,” saying, “I don’t want 
anything from this earth.” She recalled recent and 
past experiences, many of them fram early child- 
hood, and showed considerable affect. Her handling 
of these events with neologisms, denial, chaotic 
feelings, and bare symbolism was schizophrenic. 
The clinical picture was of a severely regressed 
schizophrenic patient. There were no signs sug- 
gestive of a toxic-organic process. Verbal pro- 
ductions though psychotic in content, were inte- 
grated and internally consistent. 

On the third day there was much less anxiety. 
The patient was actively working with her recent 
experiences. Grimacing and posturing became con- 
spicuous. She continued to voice her wishes “to 
die" and "to go to the promised land." 

On the fourth day, differentiation of the patient's 
adaptation continued. She was better oriented and 
more aware of her surroundings. Grimacing and 
bizarre motor behavior continued. For the first 
time she asked, “Who shot me?" However, under 
penus of questioning her communication broke 

own. : 

i These changes were seen in the 4 days of inten- 
sive contisone therapy. There was general improve- 
ment with remission of fever and tachycardia. Pro- 
found psychologic change was noted by ward nurses 
and aides, as well as consultants, who were under- 
standably skeptical of such management. She began 
to take food orally and formed a working relation- 
ship with her physician. Spontaneously she called 
ward personnel "mother" as they cared for her. 
Toxic-organic signs Temifted, together with a 
e tient 
éxperiences and elaborated them dine dli esa 
techniques. 

Cortisone was discontinued at the en Í 
fourth Yay cand ACTH was given de 
daily for 4 days in decreasing doses of 40, 30, 20, 
and ro mgms. Anxiety increased. Interpersonal 
contact was maintained, and slow improvement con- 


tinued. The content, but not the form, of verbal 
communications was similar to those prior to corti- 
sone. For the first time the patient sat up and al- 
lowed her physician to touch and hold her up. The 
fever and cardiac rate increased somewhat during 
this period. 

Rapid working through of traumatic experiences 
was no longer apparent. The previous delusions 
of death of herself or her family reappeared. Hos- 
tility and suspiciousness increased. However, there 
was no return to the past organic-like demented 
level of performance. The finely differentiated 
speech and behavior, and recall and handling of 
memories seen during the period of intensive corti- 
sone therapy were absent. By the end of the second 
week afte? discontinuation of cortisone, the patient 
probably reached the level of function present before 
the acute psychotic illness. She stated, "I don't 
want to go to the promised land,” because “it’s 
done left me behind and it’s still far away.” There 
were no defects in orientation or attention, but the 
patient was certainly Quite schizophrenic. Vital signs 
and laboratory data were normal. 

In the final 3 months of hospitalization, a sche- 
matic ontogenetic sequence unfolded. When she re- 
ceived amounts of cortisone, she began to eat and 
drink and later to feed herself, In the weeks that 
followed she was toilet-trained and finally taught to 
walk again. The stage of relationships with some 
warmth, together with constructive ward activity, 
probably represented a higher level of function than 
before the acute psychotic episode. 

Three levels of integration may be identified in 
this patient's progress. The first was seen during 
the acute catatonic excitement, when she felt that 
she was dead and literally was dying—a period of 
general disintegration. The next was the period 
during the administration of large amounts of 
cortisone, when the patient was being kept alive— 
more or less against her will. Functioning on per- 
haps the lowest organismal level disappeared and 
the patient voiced her primitive oral wishes for 
"milk and honey" in the promised land." She began 
to eat at this time and formed a working relation- 
ship with her physician. The final period consisted 
Of extended interpersonal contact and ascending 
levels of social integration. 


No generalization may be drawn from a 
single patient's experience; but some knowl- 
edge of the effect of cortisone in this re- 
gressed, disorganized patient may be gained 
and verified with comparison of her behavior 
before, during, and after treatment, Perhaps 
this effect of cortisone is seen only in a case 
of severe disorganization of the total organ- 
ism. Cortisone may sometimes be a useful 
adjunct in patients with acute catatonic ex- 
citement in effecting organismal integration 
to a level where psychotherapeutic contact 
may bé established and maintained. 
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A patient who experienced an acute schizo- 
phrenic episode during an otherwise unevent- 
ful recovery following gun-shot wounds and 
surgery was treated with large amounts of 
cortisone. During cortisone therapy changes 
were encountered in her behavior, symbolic 
productions, and level of integration. In this 
patient the period of administration of large 
amounts of cortisone coincided with reversal 
of the downhill course and with development 
of interpersonal contact with subsequent 
gains in environmental relationships. 
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THE PSYCHODYNAMICS OF THE “DRY DRUNK": 


J. A. FLAHERTY, M. D., H. T. McGUIRE, M. D., ano ROBERT L. GATSKI, M. D.? 
Detaware Crry, Dev. 


As early as October, 1953, in our work 
with patients in the alcoholics rehabilitation 
unit of the Governor Bacon Health Center 
we became increasingly curious about the 
“dry drunk,” a term being used by patients in 
diagnostic staff meetings. We also heard this 
expression frequently used by nondrinking 
alcoholics during discussions of their prob- 
lems in méetings of the Alcoholics Anony- 
mous group in Wilmington, Delaware. When 
questioned as to their meaning of “dry 
drunk,” these nondrinking alcoholics de- 
scribed emotional and physical tensions simi- 
lar to those experienced during excessive, 
compulsive drinking. We realized that com- 
plaints regarding “dry drunks” iti themselves 
or in others came only from or about persons 
who were maintaining sobriety over an ex- 
tended period. Patients would reveal consid- 
erable formerly-suppressed material concern- 
ing their difficulties if we could maintain a 
good relationship with them during the pe- 
riod designated as a “dry drunk.” 

After several discussions in staff meetings 
of the alcoholics rehabilitation unit we agreed 
that it might be profitable to investigate the 
dry drunk systematically. We did not set up 
hypotheses to prove or disprove; we decided 
merely to see what we could find out about 
this state from those who had used the term. 
We felt that we might get information that 
would be helpful in rehabilitating persons 
with similar problems. 

After a series of discussions we devised a 
questionnaire, which asked the respondent to 
indicate sex, age group, length of sobriety, 
occupation, and the date in which he first be- 
came active in Alcoholics Anonymous. Names 
were not asked or desired. A series of 41 
questions elicited information concerning the 

length of time the respondent had been drink- 
ing before maintaining sobriety for the first 


1 Read at the 111th annual meeting of The - 
ican Psychiatric pande gno. City, NT 
May 9-13, 1955. ° 

We wish to acknowledge the assistance with 
the statistics by Hilda A. Davis, Ph. D., Coordina- 
tor of Research, Governor Bacon Health Center, 
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time: the length of sobriety before the occur- 
rence of the first dry drunk; the respondent's 
meaning of the term “dry drunk” ; a descrip- 
tion of his feelings, thoughts, and actions 
during his first dry drunk; the number, ex- 
tent and regularity of such occurrences; 
“home life,” “job life," or “inner life" as 
,precipitants of this state; the intensity of 
_the depression characteristic of this condition, 
including whether suicide had been contem- 
plated; methods used to combat the dry 
drunk; thoughts, feelings, and actions after 
such a state; the persons most helpful and 
those least helpful during a dry drunk; the 
relation of a dry drunk to the respondent’s 
mood swing; the effect of continued sobriety 
on the respondent’s financial status. The 
questions were in the language of the alco- 
holics, employing such expressions as “a slip” 
for an occasional return to drinking, “blue, 
frustrated, helpless, buoyed up, alive,” to 
describe feelings and thoughts before, dur- 
ing, or after a dry drunk. The questionnaire 
was reviewed and criticized by several inter- 
ested persons including members of the Wil- 
mington A. A. 

The cooperation of Alcoholics Anonymous 
members was solicited by my colleagues and 
me through explanation of the project at 
A.A, meetings in the vicinity. The Wilming- 
ton A.A. branch furnished a list of names 
and addresses of persons who had maintained 
sobriety approximately 1 year or longer. The 
questionnaire, which contains a covering 
statement at the beginning to explain the pur- 
pose of the investigation, was mailed during 
the fourth week of June 1954 to the III 
persons whose names were on this list. Fol- 
low-up cards were circulated during the third 
week in July. 

Of the 111 questionnaires mailed 52 
(46.8%) were returned. Replies came from 
37 men, 15 women. Although members of 
the Wilmington A.A. had emphasized the 
necessity for anonymity and we had not asked 
for signatures or definite identification, 25 
(or 48%) of the respondents signed their 
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names. This group comprised 17 men and 8 
women, 

The ages of the respondents ranged from 
30 to 60 years and over (average age was 
48.7 years). Approximately 62% of the 
group was between 40 and 54 years of age. 
All but 7 were older than 39 years. 

The length of sobriety of the participants 
inthe study was approximately 1 to 12 years 
(average was 5.7 years). The largest number 
remaining sober for any interval was 9 who 
had been sober for 5 years. 

The relationship between the age and the 
number of years the respondents had been» 
sober was shown by the chi square test to be , 
statistically significant. 

Twenty-four occupations were represented 
in this study. Housewivé and engineers of 
various kinds were the vocations represented 
by the largest number of persons. Our group 
also included several clerical workers, ac- 
countants, physicians, administrators, sales- 
men, housepainters, garage men, chemists, a 
lawyer, a public investigator, a priest, a reli- 
gious education director, a teacher, a hospital 
attendant, and some unskilled workers. Only 
one person indicated that he was unemployed. 

The year in which the respondents became 
active in Alcoholics Anonymous ranged from 
1940 to 1954, with 79% joining between 1944 
and 1950. Ninety-two percent had become 
active by 1952. 

There was a range of from 3 to 50 years in 
the length of time the respondents had been 
drinking before maintaining sobriety for the 
fifst time. No distinction was made between 
the years of social drinking and those of 
problem drinking. More than 50% of the 
group had been drinking from 18 to 26 years 
before beginning to maintain sabriety. 

In this paper the responses of the partici- 
pants must be ‘briefly summarized and some 
of the questions will be omitted altogether. 

The question regatding the length of time 
the participants were sober before they ex- 
perienced the first drp drunk was answered 
by all but one person. Fifteen reported never 
having a dry drunk. The length of the sober 
period prior to the first dry drunk varied 
from 1 month to 6 years, with 1 person 
answering indefinitely “years.” The period 
mentioned by the largest number was 6 
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Several replied, “Only a few 


While we were in the process of analyzing 
the replies to the questionnaire, 3 articles by 
Wellmann(1, 2, 3) pertinent to our study 
were published. As we have studied our 
findings, we have been interested to compare 
them with Wellman's, whose expression “late 
withdrawal symptoms" is what our patients 
and the A.A. members have called the dry 
drunk. 

The first dry drunk in nearly half of our 
respondents occurred after a longer period 
than Wellman recorded. He states (2): 
These withdrawal effects do not occur immediately 


but later, commencing within a few days or as late 
as two months after withdrawal of alcohol. 


In 9 of our participants, onset of the dry 
drunks occurred from 12 to 72 months after 
cessation of drinking. 

In response to the question “What do you 
mean when you say 'dry drunk'?" the most 
frequently recurring idea was indecision re- 
garding taking a drink or the obsessive desire 
to drink. A number of persons mentioned the 
dry drunk as a period characterized by de- 
pression (some persons writing “extreme de- 
pression") and as similar to a hangover after 
excessive drinking. Other definitions, stated 
in the words of the alcoholics, were “mental 
or emotional confusion, negative thinking, 
self-pity, craving for emotional lift“; periods 
in which the nondrinking alcoholic is frus- 
trated, nervous, irritable, impatient, tired, 
physically unwell, discouraged, unhappy, un- 
reasonable. Three persons expressed the be- 
lief that the dry drunk is no different from 
the negative mood swings that are experi- 
enced by nonalcoholics. 

Our respondents described their feelings 
during their first dry drunk with such expres- 
sions as "very tired, unable to concentrate", 
“urge to drink", “deeply depressed, resentful, 
full of self-pity, completely self-centered, 
and oblivious to everything except my own 
miserable feelings, a “what’s-the-use feel- 
ing, “nervous, irritable, restless, inipatient,’*_ 
just felt completely wrong with the rest of 
the world—blamed others.” The most fre- 
quently expressd® feeling was nerv6usness. 
There was also a wide variety of other terms 
which were elaborations of the feelings of 
depression and nervousness, Wellman found 
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fatigue the key symptom of his patients dur- 
ing the second 6 months of abstinence(3). 
Although it is not possible for us to evaluate 
our findings in the light of those of Dr. Well- 
man since a number of our respondents re- 
ported dry drunks occurring much later than 
6 months, it seems that depression manifested 
in various forms (that is, an emotional re- 
action) rather than physical fatigue is the 
most general symptom of our group. 

The thoughts of our respondents during 
their first dry drunk were described in terms 
similar to those used for their feelings during 
this period. Depression and despondency, re- 
sentment and frustration because of inability 
to drink were frequently mentioned. 

Concerning their actions during the first 
dry drunk the response most reiterated was 
avoidance of other people. Some felt that 
they showed no outward deviation from their 
normal behavior, although one_added as an 
afterthought, “I do tend to avoid the people 
I should see (employer, wife, etc).” Several 
reported becoming very active, to quote “used 
a lot of nervous energy," frenzied job ac- 
tivity,” “agitated physical activity with 
irascible behavior.” 

The number of dry drunks respondents 
had experienced since they began to maintain 
sobriety was varied and ranged from one to 
“many” (including 3 answers of “at least 

20"). Thirteen replied “many” and one 
person did not know how many such experi- 
ences he had had. A statistically significant 
difference was demonstrated between the oc- 
currence of one dry drunk and many (includ- 
ing the percentage experiencing twenty). 

More than half of our respondents re- 
ported that their dry drunks occur irregularly, 
only 3 stating "regularly." One of these 
later indicated that the dry drunks occurred 
regularly for the first couple of years but 
irregularly now. There is a statistically sig- 
nificant difference the percentage of 
persons reporting irregular occurrence of 
dry dr and those reporting regular dry 

»dounks, indicating that the rhythm of the dry 

drunks is not due to chance. The finding from 
our participants in this regard in general 
agrees with that of Wellnifin(2), 

Nearly 76% of those responding ta the 
question whether dry drunks have “occurred 
as regularly as before; less than before; or 
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more than before extended sobriety," indi- 
cated less than before. One man replied, 
“More,” and one woman stated, “Just the 
same; this is discouraging." One woman 
had experienced only one dry drunk. This 
finding is in line with Wellman's on this 
point(2). 

The duration of the dry drunk ranged 
Írom r hour to 2-4 months, the responses 
for this question being quite scattered. The 
most frequent reply was "varies." 

In answer to the question, “What precipi- 
tates your dry drunk—your home life; job 

olife, or inner life,” 6 persons indicated that 

»all 3 factors were involved in producing their 
dry drunks, One person held physical health 
as the sole cause of his dry drunks while an- 
other stated that physical health plus the 3 
factors caused his dry drunks. 

Some of the respondents stated that after 
a dry drunk they felt a sense of relief; others 
used the term “normal.” A few reported a 
feeling of fatigue which they described as 
emotional and physical. The description of 
the thoughts after a dry drunk paralleled to 
à great extent the description of feelings. 
Several experienced a renewed realization 
of their need to be on guard against the com- 
pulsion to drink and others thought they now 
had a better understanding of the A.A. 
program. 

The intensity of the depression during a 
dry drunk is attested to by the replies of 19 
persons that they had entertained suicidal 
thoughts, 12 having actually planned suicide. 

ne man attempted suicide by drinking 
poison. The principal expressed deterrent to 
Suicide was lack of courage, “lack of guts” 
as 3 persons vividly stated. Several gave their 
contact with A. A. and the resulting change 
in their thinking as the reason they did not 
go through with their plans. Quick action on 
the part of two physicians saved the life of 
the man who attempted suicide. Only 1 per- 
son, a woman, mentioned thoughts of the 
effect on her family as the deterrent to her 
plans to commit suicidé. 

Our study showed that only 7 persons used 
drugs routinely, 2 men using medication pre- 
Scribed by physicians for asthma. Five 
women who used drugs routinely mentioned 
medication “to help me sleep"; “a capsule 
regularly for an érritable colon and seconol 
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for severe menstrual cramps” ; a stimulant to 
keep me going" (prescribed by a doctor) ; 
"Amphetamine and phenobarbital in tablet 
form for diet“; “daily thyroid”; no one re- 
ported using drugs to combat the feelings of 
a dry drunk or to produce the feelings of this 
state. 

The majority of our respondents replied 
"No" to the question whether a dry drunk al- 
ways precedes a "slip" or resumption of 
drinking. Of the 10 persons who answered 
"Yes" to this question, only one replied from 
personal experience. Three others based their 
answers on the stories of others. 

Regarding the number of times respond- 
ents had suffered slips or relapses only 5 
persons reported having slipped. The replies 
were respectively “once, ¢wice, seven, nine, 
many times.” One person reported slipping 
about 3 times a year during his first 3 years 
of trying to maintain sobriety. 

Asked whether anyone could help an alco- 
holic shortly before or during a dry drunk, 
31 persons replied affirmatively and 7 nega- 
tively. Although the question did not ask 
who could give this help, 12 persons men- 
tioned A.A. members; others suggested 
“good friends who understand; a physician; 
priest; psychiatrist; God.” One of those who 
answered the question negatively expressed 
the idea that one should be allowed to drink 
until he has suffered enough to see the futility 
of it. Another, after suggesting ways in 
which he thought others could help, added, 

sat though, you must do it for your- 
se 

"The means suggested to combat a dry 
drunk include attendance at A.A. meetings, 
contacting A. A. members, activity to change 
one's thoughts, praying, seeking help from a 
physician or psychiatrist, resigning one's self 
to his inability 4o drink. 

In answer to the question concerning the 
persons most helpful during a dry drunk the 
largest number of résponses indicated A.A. 
members. Others mentioned were friends, 
spouse, priest, psychiatrist, doctor, self, 
“those who laugh at me,” “people who don't 
know you very well." Those least helpful in- 
cluded wife, friends not in A.A., or former 
drinking companions, any person “who had 
been a contributing factor" to the dry drunk; 
family; employer or work gipervisor ; anyone 
who feels sorry for the alcoholics. 


The question regarding the possibility of 
preventing dry drunks was answered affirma- 
tively by a majority of the persons respond- 
ing. Likewise, the larger number of persons 
expressed the opinion that there is a relation- 
ship between an alcoholic's dry drunks and 
his mood swings. The same number of per- 
sons (22) thought that dry drunks are not 
experienced exclusively by individuals main- 
taining sobriety. 

Forty-two persons or 81% had improved 
financially since they began to maintain 
sobriety. The financial condition of 4 had 
remained the same and that of 3 had become 
worse. A few, including housewives, did not 
* answer the question. 

Suggestions that the participants in our 
study would give for helping a beginner 
avoid or better handle himself during a dry 
drunk include attendance at A.A. meetings 
and close contact with A.A. members (men- 
tioned mos frequently), praying, being 
aware of the danger of slipping, “the value 
of creative thoughts,” the danger of moody, 
introspective thoughts 

In summing up their experience with dry 
drunks, a number of our respondents re- 
iterated the help received from the A.A. pro- 
gram and from the members of A.A. Several 
admitted to a recognition of emotional im- 
maturity involved in their drinking problem. 
The necessity for teamwork in the home, for 
understanding on the part of the spouse, for 
acceptance of a more realistic standard of 
living was pointed out. The advisability of 
changing jobs to obtain more satisfying and 
more agreeable work should be considered 
seriously, A number of the respondents ex- 
pressed their interest in the study and their 
conviction that it is possible to face one’s 
problems and solve them without resorting 
to alcoholism. Several persons wrote that 
they had been helped by filling out the 
questionnaire. 

Conctustons 


Our study of the responses of the 52 re*. 
spondents to the questionnaire on the dry 
drunk leads us to the following conclusions: 

I. The dry drtink is experieneed" by the 
majority of alcoholics who have maintained 
sobriety over a long period. 

2. The occupation of an alcoholic has no 
Statistical significance in maintaining sobriety. 
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3. A number of alcoholics will drink from 
IO to 20 years before they begin to maintain 
sobriety. 

4. Dry drunks generally occur within the 
first year of sobriety (occasionally during the 
early months). ; 

5. This symptom occurs irregularly and 
with diminishing intensity as the period of 
sobriety lengthens. 

6. The dry drunk is characterized by a 
feeling of deep depression and frustration 
and by indecision regarding taking a drink. 

7. "Inner life" is largely responsible for 
precipitating a dry drunk. J 

8. The dry drunk often is preceded by the 
same feelings. 

9. The principal feelings after a dry drunk 
are relief and thankfulness at not drinking 
during this period of craving. 

10. Drugs are not used to combat the 
moods and feelings of a dry Arunk nor to 
produce similar feelings. 

1r. Alcoholics are irritable, restless, and 
impatient during a dry drunk. 

12. After a dry drunk one’s thoughts, 
feelings, and behavior return to normal. 

I3. A.A. members are the persons miost 
helpful during a dry drunk while Spouses, 
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other members of the family, and former 
drinking companions are the least helpful. 

14. Dry drunks may be prevented by con- 
tacts with A.A. and efforts to keep the mind 
off the drinking problem. 

15. Dry drunks are generally related to 
one’s mood swings 

16. The financial status generally improves 
when sobriety is maintained over an extended 
period. 

17. The dry drunks described by our re- 
spondents have a number of the same charac- 
teristics as the “late withdrawal symptoms” 
described by Wellman. > 

We feel that this study has been useful 
in clarifying our thinking on the dry drunk, 
in indicating sources of help for persons who 
are experiencing er may suffer dry drunks, 
and in pointing out areas for further study. 
We are impressed with the thoughtful, pains- 
taking way in which the questionnaires were 
answered and with the willingness of the re- 
spondents to elaborate in detail on their 
experiences, 
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PRELIMINARY CLINICAL REPORT 


CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNESS. II: 
SIDE EFFECTS AND RELAPSE RATES: 


- HERMAN C. B. DENBER, M. D.; ann ETTA G. BIRD,? M.D. 
New Yonk Crry 


Thirteen hundred patients were treated 
with chlorpromazine hydrochloride from 
September 1954 to June 1955 as part of a 
large-scale ehemotherapeutic program. 

During that time, 18 (1.326) patients de- 
veloped jaundice—8 within 1 month, 9 within 
2 months, and 1 ia 3 months. This disap- 


Skin rash developed in 54 (4.1%) pa- 
tients. It was seen most frequently (35 pa- 
tients) in the first to second months of treat- 
ment at the 300-mg. dose level. Hydrocortone 
abolished this symptom within 1 to 5 days 
in all except 2 patients. The rash reappeared 
in some cases 8 days after withdrawal of 


peared within 7 days after the drug was *hydrocortone. 


withdrawn. However, in 3 patients the jaun- 
dice was still present 6 weeks after onset. 
Complete medical and roentgenographic ex- 
aminations demonstrated*gall bladder disease 
in 2 patients. Cholelithiasis was found at 
laparotomy in one of these patients. In the 
other, the jaundice cleared spontaneously 
after 12 weeks. Exploration of the third pa- 
tient showed a normal gall bladder with en- 
larged liver. A biopsy of the latter revealed 
normal parenchyma with many bile plugs. 
Some patients received chlorpromazine in- 
advertently for several days after the onset 
of jaundice without ill effects. 

Eighty-five (6.5%) patients developed 
Parkinson symptoms—39 during the fourth 
to sixth months of treatment. Twenty-nine 
patients were receiving 300 mg. daily; 34 
were taking 600 mg. daily, and the others be- 
tween 150 mg. and 9oo mg. daily. Diethazine, 
trihexphenidyl hydrochloride, and prometha- 
zine hydrochloride were used as anti-Parkin- 
son agents during the concomitant admini- 
stration of chlorpromazine. Diethazine and 
promethazine were about equal in their ability 
to reduce or abolish these symptoms within 
2 to 4 weeks. When diethazine Was added to 
the therapeutic regime, the tremor was often 
aggravated, but disappeared by the sixth to 
eighth day of treatment. Trihexphenidyl 
hydrochloride did not act until 2 to 5 weeks 
had elapsed. 


LJ 

From the Manhattan State Hospital, Ward's 
Island, New York City. 

? We are grateful to Mr. William E. Kirsch, Re- 
search Associate, Smith, Kline and French Labora- 
tories, Philadelphia, for generous supplies of chlor- 
Promazine (Thorazines SKF); to Mr. Robert De- 
ville, Rhodia, Inc, New York, and Mr. William 
Jeffrey, Poulenc-Canada, for diethazine (Diparco}). 


Other side effects noted were convulsive 
seizures, abdominal cramps, edema of the 
face and ankles, hypotension, tachycardia, 
leukopenia (2 patients), fever, constipation, 
epistaxis, and diarrhea. 

Chlorpromazine was discontinued in 232 
patients who, had been under treatment for 
various periods up to 9 months. Of the 89 pa- 
tients who relapsed upon the discontinuance 
of the drug, 53 (60%) had been under treat- 
ment from 5 to 7 months. Sixty-six relapsed 
within 1 month, 18 in 2 months, and 5 between 
2 and 6 months. Nine patients received 150 
mg.; 38 received 300 mg.; 2 received 450 
mg.; 38 received 600 mg., and 2 patients 
were receiving 900 mg. of chlorpromazine 
daily at the time the drug was discon- 
tinued. Relapse was related to severity of 
the illness, but not to duration of hospitaliza- 
tion nor clinical diagnosis. When chlorpro- 
mazine was reinstituted in these patients, 
larger doses and longer time were often 
necessary to reestablish control of the illness. 


CoMMENT 


When jaundice does not clear promptly 
after the drug is discontinued, antecedent 
biliary or hepatic disease should be suspected. 
Parkinson symptoms become more frequent 
with time and higher doses. Anti-Parkinson 
agents are effective during the concomitant 
administration of chlorpromazine, althouglt 
if discontinued these symptoms frequently 
reappear. Hydrocortone cleared some chlor- 
promazine-inducéd rashes within? 24 hours. 
Ihe. data on relapse and subsequent obser- 
vations indicate that chronic patients must 
be treated longer than 7 months. 
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CLINICAL NOTES 


STRANGULATION OF A DIAPHRAGMATIC HERNIA AS A 
- COMPLICATION OF ELECTRIC SHOCK THERAPY 


BERCHMANS RIOUX, M.D. ann ALEXANDER GRALNICK, M.D. 
è Port Cuester, N. Y. : 


"The post-electric shock complication to be 
described is unmentioned in the popular text- 
books (1, 2, 3) on the subject of electric 
shock, and it appears uncommon enough to 
warrant mention. 


The patient, a 72-year-old woman, was referred 
to the hospital because of a serious depression ac- 
companied by agitation, loss of appetite, insomnia, ? 
and marked loss of interest in life. There were no 
findings of organicity. Electroshock therapy was 
recommended and instituted. 

An x-ray diagnosis of diaphragmatic hernia had 
been made some months previous to her admission. 
At High Point Hospital physical examination and 
laboratory procedures were negative. The hospital’s 
internist? reported her to be especially well pre- 
served for her age. = 

The patient received no premedication and cooper- 
ated fully for her treatment. She was subjected to 
a grand mal convulsion by the passage of 130 volts 
for 0.5 seconds, with glissando. After the seizure 
there followed an unusually long period of apnea. 
When respirations were resumed they were weak 
and laborious, as if a deep breath could not be 
drawn. 

Her reaction was unusual enough to produce 
alarm and an air-way was therefore introduced on 
the assumption that the pronounced apnea and 
cyanosis were due to a collapse of the tongue. 
While the air-way was inserted it was noted that 
the patient’s jaw was very flaccid. Some slight 
improvement in respiration followed, but was 
short-lived. 

The patient became more cyanotic, began perspir- 
ing, and most alarming of all, she remained inert. 
Her only muscular activity was a gasping attempt 
at breathing. Artificial respiration and 2 c.c. of 
coramine injected subcutaneously were of no help. 
Her condition became worse and her color turned 


1 Nathaniel J. Schwartz, M. D., F. A. C. P., Di- 


zeetan of Medicine, United Hospital, Port Chester, 


quite pale. A vein was finally found, permitting the 
injection of 7 c.c. of coramine. Shortly thereafter 
she began to breathe regularly, and soon became 
conscious, Her pulse was regular at 84 per minute 
and beat at this rate in the subsequeħt hours. 

On awakening she complained of marked pain in 
the upper epigastrium, became nauseated, and actu- 
ally vomited. The pain disappeared within the, first 
2 hours, but the unusually pronounced nausea per- 

Wisted all day, despite appropriate medication. 

Within 30 minutes after the treatment, our in- 
ternist examined the patient. He had been unaware 
of the history of diaphragmatic hernia but suggested 
that “a diaphragmatig hernia could possibly have 
become strangulated in the course of the shock 
therapy in order to produce all of her symptomatol- 
ogy.” He permitted the patient out of bed after 
recovery from its initial ill-effects. ‘ 

Tn the light of the history and x-ray find- 
ings (see plate), the nature of the initial res- 
piratory distress, unrelieved by the ordinary 
procedures usually successful, would suggest 
a diaphragmatic herniation as the cause. Pre- 
sumably the contraction of the abdominal 
walls was strong enough to push a portion 
of the stomach through the hernia. Tonic 
contraction of the diaphragm may very well 
have followed. Only the intravenous injec- 
tion of a respiratory stimulant seemed to re- 
establish normal diaphragmatic action. 
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Recently considerable interest has been 
aroused in*several theorie which would at- 
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tribute to a biochemical disturbance a signi. 
ficant role in the development and mainte- 
nance of schizophrenic reactions. Prominent 
among these is what might be called the in- 
dole theory, of which one statement is that 
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proposed by Hoffer, Osmond, and Smythies 
(1) of the existence of an “M” (mescaline- 
like) substance either containing an indole 
nucleus or from which an indole nucleus 
could be derived. In addition to the 6 sub- 
stances referred to by these authors, namely 
mescaline, lysergic acid diethylamide (LSD- 
25), harmine, ibogaine, hashish, and adreno- 
chrome, a seventh indole, bufotenine, has re- 
ceived attention, The implication is that these 
substances are capable of producing a hal- 
lucinatory state without disorientation and of 
a sclizophrenic rather than a delirious char- 
acter, o 
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of alcohol without impairing the reason” (6). 
The only reference to hallucinogenic proper- 
ties is in a paper by Lambert and Heckel (7) 
in which they assume hallucinations in a dog 
from its behavior. 

As to adrenochrome, not only has the sup- 
posed action been denied by Rinkel(8) but 
a later paper by the Saskatchewan group 
tacitly negates the original assertion (9). 

Finally, concerning bufotenine, we learn 
that in Haiti a snuff, cohoba, has been used as 
an intoxicant. Bufotenine constitutes 1% of 
the weight of the seed(10). Dr. Jacques 


e @ourcand investigated the use of cohoba by 


Concerning mescaline and LSD so much of e the Haitian natives for us in June 1955 and 


the literature in readily available that we 
need make no comment, except to remark 
that in Europe more tlfan in the United 
States these compounds are looked upon as 
delirients. 

Hashish does not belong among the indoles 
at all, for the active principles are nonalka- 
loidal cannabinols. 

The situation with harmine is extremely 
complicated. A careful review of the liter- 
ature of the past 100 years reveals no record 
of pure harmine or its related alkaloids pro- 
ducing visual or auditory hallucinations, The 
few statements to the contrary all seem to be 
on hearsay evidence and, in any event, do not 
exclude delirium. Gunn(2) studied harmine 
and a number of its derivatives over a period 
of 25 years. He stated in a recent letter that 
he has never observed any psychic effects 
from these compounds. Others(3) noted 
as the only psychic effect a sense of well- 
being. Attribution of hallucinogenic proper- 
ties to harmine is evidently due to the fact 
that it is found in various species of Bani- 
steria and Haemadictyon in South America. 
Decoctions of these plants produce hallucina- 
tions of a delirieus nature in the presence of 
severe intoxication(4). Lewin(5) was able 
to obtain response of. crude Banisteria in his 
laboratory but could not obtain it with pure 
harmine. His famous work with mescal 
(Anhalonium lewinii) thakes his observations 
particularly valuable, 

Concerning ibogaine, the natives of French 
West Africa do not ascribe to it any hallu- 
cinogenic property. „When. questioned they 
insist that it has an action identical with that 


reported that, following insufflation, a period 
of rigidity and staring is followed by convul- 
sions. In the postconvulsive excitement and 
subsequent stupor there are visual and audi- 
tory hallucinations, evidently therefore in a 
delirious stat 

On the basis, therefore, of what we have 
been able to ascertain, the concept that 
schizophrenia is related to a disturbance of 
indole metabolism does not receive support 
from the actions of hashish, harmine, ibo- 
gaine, adrenochrome, or of bufotenine. 
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COMMUNITY MENTAL HEALTH BOARD FUNCTIONING IN 
; NEW YORK CITY 


The New York City Community Mental 
Health Board, established only a few months 
ago, has the purpose of improving and ex- 
panding the mental health facilities of the 
city. It is charged with functioning in four 
fields; outpatient clinics, inpatient services 
in general hospitals, psychiatric rehabilitation 
services and consultation and education to 
professional health and welfare personnel and 
to parent groups. By means of financial 
grants with a potential of 16 million dollars, 
and through coordination of and consultation 
with community agencies arc sinstitutions, 
the Board is in a position to make a strong 
impact on mental health facilities through a 
broad public health approach, especially since 
it is empowered to work with both public and 
voluntary agencies. 

Integrating a new department of govern- 
ment into an establishment as large and com- 
plex as New York City is a huge task, re- 
gardless of its function. When its function 
is the improvement and expansion of mental 
health services, the administrative detail is 
even more complex. 

Contract procedures with voluntary medi- 
cal agencies require long and difficult confer- 
ences in which auditors have to be satisfied 
that there is something in the contract that 
will allow measurement and counting, while 
the agency needs to be defended from losing 
its freedom of action in a straight-jacket 

agreement. There is no doubt that such con- 
ferences have educational significance to 
many in the government whose contact with 
mental health work has been very slight and 
that this has real value; that it should prove 

,onerous-at times to thosé who feel the pres- 

' süre of need is obvious, too. There is satis- 
faction in seeing the growth of genuine in- 
terest and willingness to help in many 
quarters of the government. 

Contracts with voluntary agencies amoust- 
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ing to more than $400,000, half of it "new 
money" for expansion and improvement of 
services, were completed before July 1, 1935, 
and more are in the making. Some expansion 
of municipally controlléd services, both in- 

*and outpatient, has been made and further 
"expansion is being planned. Expansion to 
date amounts to almost ten percent. It is 
hoped that by thę end of the fiscal year 
1955-56, twenty percent expansion of these 
functions, which involve more than 94 mil- 
lion dollars, will have been accomplished. 
Complexities in this area are not small, for 
psychiatric services in courts, hospitals, 
schools, institutions for narcotic addicts, in 
correctional institutions, in detention homes 
for juvenile delinquents, must all be ac- 
counted for. 

The long-term goals envisioned by the 
Board and by the Act itself are constantly in 
danger of being lost sight of in the wealth 
of detail of making the Act work at all. But 
such pressing problems as identifying un- 
served areas and planning coordinated serv- 
ives with representatives of those areas, 
decisions as to whether established agencies 
can break traditional patterns to fill newly 
apparent needs, decisions as to whether ce:i- 
tral direction of geographically peripheral 
agencies is wisest or whether new organiza- 
tions representing local communities should 
be encouraged, how to establish a balance 
between consultation and educational serv- 
ices, on the one hand, amd clinical and 
rehabilitation services on the other—these are 
long-range problems tkat cannot be solved 
immediately and finally, but must not be 
lost sight of in the press of daily work. 

Paur V. Lemxau, M. D., 

Director of Mental Health 
Services, 

New York City Community 
Mental Health Board. 
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MENTAL HEALTH INFORMATION 


The striking use of the television medium 
in the videclinic raises the question of the 
future directions of this technique. Tele- 
vision, while being a thing of much light, 
education, and scientific purity, has also its 
dark aspects. What attitude should psychiatry 
adopt towardsthis medium, a medium for the 
dissemination of psychiatric and mental 
health information? First, psychiatrists are 
going to find themselves increasingly called 
upon to pass, judgment upon television pro- 
grams in general and upon certain programs 
in particular. Caution and temperate judg- 
merit are called for. The "intelligent attitude" 
would be a scientific one. When we are 
asked, “Do you, as a psychiatrist, think 
children should be exposed to program X ?" 
We should reply, “In terms of this, or that, 
or the other theory, and in terms of my own 
clinical experience I think “yes” (or “no” as 
the case may be). However, to answer your 
question adequately would require a deli- 
cately controlled experiment involving thou- 
sands of cases and extending over a period 
of years.” The problem is that we have too 
much theory and not enough fact. Television 
is with us, and not likely to leave us, and we 
had better find out what sort of influence 
it has on our lives, both public and private. 
There is a great need for an extensive sci- 
entific investigation of the suggestive, educa- 
tive, learning, psyche-and-soma determining 
influence of television. 

If we assume that television has a deter- 
mining influence on public and private atti- 
tudes, and if we assume that this influence 
can be considered “good,” what then of the 
use of this medium for the dissemination of 
psychiatric and, mental health information? 
Certainly the recent videclinic was of in- 
estimable value in bringing to medical doctors 
of all branches a lucid, graphic, and dramatic 
presentation of up-to-date theory and infor- 
mation in the varioussspecial areas of psy- 
chiatry. The program was inspiring and 
promised hope for the future in a combined 
“total push” by all branches and areas of 


medicine upon this frequently baffling and 
always distressing problem of mental disease. 
I would be heartily in favor of an ever-in- 
creasing number of such presentations but 
only to specialized audiences. Psychiatry 
and mental health can oversell themselves to 
the public. Too much interest in mental 
health (which implies, of course, cognizance 
of mental ill-health) can be as evil as too 
little. We do not expect the person with a 

„ gut finger to go running to a doctor, we ex- 

pect him to make some intelligent attempt 
to help himself, but “over-indoctrination” of 
the general public with frightening (although 
correct) statistics of the “one-out-of-every- 
ten-will-end-up-in-a-mental-hospital” variety 
can increase the incidence of mental illness 
as well as decrease it, “Seek psychiatric aid” 
is an excelf€fit nostrum in many cases but 
often it parallels running to the doctor with a 
cut finger. We can make the public too aware 
of their mental quirks and problems, and in- 
discriminate use of the television medium 
may send droves of people into the hands of 
already overworked psychiatrists, people who 
up till then had been as adequately adjusted 
to their life situations as they would ever be 
but who had decided "after that last psycho 
program” that they had problems which 
necessitated treatment. 

It seems to me more is to be said for edu- 
cating the public in this way than is to be said 
against it. 

By presenting psychiatry and mental health 
as one of the problems of our times, which 
it is, it seems to me we profit. By presenting 
the problems as real and human, and dealt 
with by real and human doctors, we counter- 
act the ridiculous impression that psychiatry 
isa world apart. To refuse to take advantage 
of this remarkable educational tool because 
it can be dangerous is cowardice. If we feel 
there are many programs which are harmful, 
or at least not helpful, our best hope seems, 
to be an earnest effort to present somethiñg 
better. 


e F. S. E. 


NEWS AND NOTES 


Joint COMMISSION ON MENTAL ILLNESS 
AND HEALTH, INc.—This commission, com- 
prising representatives of national organiza- 
tions with primary interests in mental health, 
was set up in September 1955. Its purpose 
is to give effect to the Mental Health Study 
Act of 1955 (Public Law 182). The act 
authorizes the Surgeon General of the U. S. 
Public Health Service to make grants tc 
non-governmental organizations for a 3- 
year, nation-wide survey of the human and 
economic problems of mental illness. 

At the first annual meeting of the com- 
mission in Washington, D. C., October 8, 
1955, Dr. Kenneth E. Appel, professor of 
psychiatry, University of Pennsylvania, was 
elected president. Dr. M. Brewster Smith, 
New York City, representing the Social 
Science Research Council, was elected vice- 
president, and Mr. Charles Schlaifer, New 
York City, representing the National As- 
sociation for Mental Health, secretary- 
treasurer. 

The American Psychiatric Association and 
the American Medical Association each have 
5 representatives on the commission, The 
APA representatives, besides Dr. Appel, 
are: Drs. Walter E. Barton and Jack R. 
Ewalt, both of Boston, Massachusetts ; Fran- 
cis J. Braceland, Hartford, Connecticut ; and 
Harvey J. Tompkins, New York City. The 
AMA. representatives, besides Dr. Leo H. 
Bartemeier, who is chairman of the Council 
on Mental Health of the AMA and also of 
the commission’s board of trustees, are: 
Drs. Walter Baer, Peoria, Illinois; Hugh 
Carmichael, Chicago, Illinois; M. Ralph 
Kaufman, New York City; and Lauren H. 
Smith, Philadelphia, Pennsylvania. 


„ CHIROPRACTIC TO THE RESCUE.—An ad- 
vértisement in a recent issue of a rural 
newspaper in the northern part of Cali- 
fornia, getting forth “Chiropractic’s Con- 
tribution to a National Health Problem," 
informs the public of the part chiropractic 
is playing in meeting the need for greatly 
expanded mental health services. The ad- 
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vertisement states: “It is logical to ask 
how doctors of chiropractic correct mental 
and nervous disorders. The answer is that 
chiropractic approaches these problems on 
the independent assumption—now an estab- 
lished fact—that much emotional illness often 
stems from nerve irritations created by dis- 
tortions ef the spinal column, which cán be 
» more effectively corrected through the phys- 
» ical, mechanical and neurological approach. 
.. . Case history surveys, conducted by in- 
dependent organizations, have shown that 
chiropractic treatfnent has achieved emi- 
nently successful results in the correction of 
these nervous and mental disorders. . . . 
Early treatment under chiropractic care re- 
duces the need for institutional confinement 
and the resultant lightening of the load on 
these already over-taxed institutions." 
The names, addresses and telephone num- 
bers of 9 chiropractors in the area are at- 
tached to the advertisement. 


Natrona Music THERAPY CONFER- 
ENCE.—Dr. Jules H. Masserman, professor 
of neurology and psychiatry at Northwestern 
University Medical School and Richard A. 
Waterman, associate professor of anthro- 
pology at Northwestern participated in a 
2-day conference held in Detroit last Oc- 
tober by the National Music Therapy Ass3- 
ciation. 

Dr. Masserman, who is first vice-president 
of the association, chaired a panel on the 
sociological and psychological implications 
of music therapy. Professor Waterman gave 
a talk on “Form and Meanirtz of Australian 
Aboriginal Music” based on recordings of 
native music which he made during the 8 
months he spent in Arnhemland studying 
the music of the aborigines. 


GeronToLocicaL Society ANNUAL 
MEETING.—The 1955 meeting of the Geron- 
tological Society was held in Baltimore, 
Maryland, October 27-29, and was attended 
by more than 500 physicians, physiologists, 
biologists, chemists, sociologists, psycholo- 
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gists, social workers, and nurses. Over 80 
technical papers were presented, all dealing 
with some aspect of old age. 

The 3-day session concluded with an an- 
nual banquet at the Hotel Sheraton Belve- 
dere. Guest speakers were Governor Theo- 
dore R. McKeldin of Maryland, Mayor 
'Thomas D'Alesandro of Baltimore, Miss 
Ollie A. Randall, president of the society, 
and Judge Thomas J. S. Waxter, Director 
of the Maryland State Department of Public 
Welfare. 


Li e 


SMITH, KLINE & FRENCH FOUNDATION ¢ 
FeLLowsHIPs.—Through the generous sup- ¢ 
port of the Smith, Kline & French Founda- 
tion of Philadelphia, a number of fellowships 
will be offered to selected? staff psychiatrists 
in public mental hospitals and training 
schools, A committee composed of Fellows 
of. The American Psychiatric Association 
will administer the program, which is in- 
tended to stimulate research activity in these 
institutions. 

The fellowships will vary in duration ac- 
cording to circumstance, but in general they 
will run from 4 to 8 months. Staff psychia- 
trists wishing to apply may obtain informa- 
tion and application forms by addressing 
Smith, Kline & French Foundation Fellow- 
ship Committee, American Psychiatric Asso- 
ciation, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. 


YPSILANTI STATE HospiraL RESEARCH 
Srupies.—The seminar series for 1955-56 
at the Ypsilanti State Hospital, Ypsilanti, 
Michigan, extends from September 1955 to 
March 1956 and includes 4 bi-monthly lec- 
tures. The seminar leaders are, Drs. Franz 
Kallmann, John Rosen, George S. Steven- 
son, and Marghret Mead. 


RESEARCH AT LETCHWORTH VILLAGE.— 
The Research Department of Letchworth 
Village, Thiells, Ne& York, one of the 
oldest centeze for the study of mental defi- 
ciency, has been recently expanded. The New 
York State Department of Mental Hygiene 
has granted additional funds, and a section 
on biochemistry has*been added, in charge of 
Fred B. Goldstein, Ph. N., who will study 
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abnormal metabolisms in certain types of 
mental deficiency. 


GRANTS FOR MENTAL HEALTH TRAINING 
IN CANADA.—During the past 7 years train- 
ing of professional personnel in the mental 
health field in Canada has been greatly facili- 
tated by federal grants supplementing pro- 
vincial resources. 

Special attention has been given to short 
courses of 3 months or longer. From 1948 
to 1955 nearly 1,300 bursaries were awarded, 
the majority of which were for short courses. 
In addition, more than 200 psychiatrists, 100 
psychologists, 200 social workers, and 200 
nurses received training aid. Approximately 
24 million dollars were allotted to the bur- 
sary program. 


RicHam H. Hurcurncs MEMORIAL 
LzcrURE.-SDf. Theodore Rasmussen, pro- 
fessor of neurology and neurosurgery at 
McGill University, gave the seventh annual 
Richard H. Hutchings Memorial Lecture at 
State University College of Medicine, Oc- 
tober 3, 1955. 

Dr. Rasmussen’s topic was “Surgical 
Therapy of Focal Cerebral Seizures and 
Some Contributions to Cerebral Localiza- 
tion.” 

The Hutchings lectures were organized in 
1938 to perpetuate the memory of Dr. 
Hutchings, who taught at the college for 
more than a quarter of a century. 


NATIONAL ASSOCIATION FOR MENTAL 
HEALTH CoNFERENCE.—Proceedings of the 
NAMH Conference, held at County Hall, 
London, England, last March, have been 
published in booklet form, entitled “Preven- 
tive Aspects of Mental Health Work.” 
Speeches given at the Conference are here 
recorded in full, as well as discussions per- 
taining to such topies as: “Opportunities for 
Preventive Work in the Health and Educae 
tion Services," “Practical Problems. in the 
Local Authority Services," *New Schemes 
in Practice," ande Promoting Mente Health 
in a Local Community.” Copies of the book- 
It may be obtained from Publications Dept., 
39 Queen Anne Street, London, W. 1. 
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18 ET WINTER SEMINAR IN NON-ARIS- 
TOTELIAN METHODOLOGY AND GENERAL SE- 
MANTICS.—The annual Winter Seminar at 
Lime Rock, Lakeville, Connecticut, Decem- 
ber 27, 1955-January 2, 1956, offers a period 
of intensive instruction in non-Aristotelian 
orientations and the theory and practice of 
general semantics. Enrollment is limited to 
20, and group living in quiet country sur- 
roundings provides favorable conditions for 
developing competence in the discipline. 

The first intensive seminar in general 
semantics was given by Alfred Korzybski 
at the Institute in 1938, and over the years a 
concentrated periods of instruction proved v 
to be the most effective in the preparation 
for teaching general semantics or for apply- 
ing the methods in any profession or area 
of human relations. 

The seminar consists of some 38 hours of 
scheduled lectures and instruction with 
round-the-clock learning in informal ways. 
The lectures and demonstrations give a 
close-knit exposition of Korzybski's formu- 
lations and extensional methods as they are 
embodied in his Manhood of Humanity, Sci- 
ence and Sanity, and other writings, were 
elaborated and extended by him in some 60 
seminars, and have been developed by the 
lecturer and other workers in the discipline 
and allied fields, 

Tuition is $110. This includes $25 regis- 
tration fee which must be sent with enroll- 
ment application, By special arrangement 
with Lime Rock Lodge, inclusive charge for 
room and board for the seminar is $52 and 
up. Further information may be obtained 
from The Institute of General Semantics, 
Lakeville, Connecticut. d 


Lecat PROBLEMS IN ELECTROSHOCK 
THERAPY.—A letter has been received from 
Dr, Isadore Rodis and Dr. Robert H. Groh 
of Washington, D. C. regarding desirable 
precautions in administering electroshock 
treatment, They have drawn up an informa- 
‘tion sheet which is furnished to the patient 
10 a responsible member of the family be- 
ore treatment is given. A copy i 
the family? $ M" Pom 

This information sheet, which is in addi- 

tion to the regular consent form authorizing 
treatment, contains the points which the 
family should’ undesstand, and which is cal- 
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culated to forestall later complaints or pos- 
sible litigation. 

Physicians interested will be able to ob- 
tain copies by writing to Dr. Isadore Rodis, 
2430 Pennsylvania Avenue, Washington 7, 
NG: 


INTERNATIONAL JOURNAL ON ALCOHOL 
& ArconoLrsM.—This new journal which 
is intended to appear 3 times a year, in April, 
August, and December, is the official organ 
of the International Institute of Research on 
Problems of Alcohol, with headquarters in 
Geneva. The Journal is edited by Professor 
E.'M. Jellinek and Dr. H. Pullar-Strecker, 
with an editorial board of 12 members repre- 
senting as many countries. 

The first issue of the Journal (April 
1955) includes a statistical report on alco- 
holism in Canada by R. E. Popham, M. A., 
a review of alcoholism in Austria by Hans 
Rotter, M. D., and a report on the treatment 
of chronic alcoholism by electroshock by 
W. Liddell Milligan, M. D. 

The official languages of the Journal are 
n French, German, Italian and Span- 
ish. 

The Journal is put out by Blackwell Sci- 
entific Publications, Oxford, and it is also 
supplied by the Ryerson Press, Toronto. 
Annual subscription price is 2 dollars and 
50 cents. 


New INTERNATIONAL JOURNAL or So- 
CIAL PsvcHriATRY.— The first issue of this 
new publication, dated Summer 1955, has 


been received. It is to be issued quarterly. 


and is edited by Dr. J. Bierer of London 
and Dr. T. A. C. Rennie of New York with 
the assistance of Drs, D. W. Liddell and 
D. J. West of London. © 

The first issue contains a useful definition 
of social psychiatry by Dr. Rennie, a discus- 
sion by Dr. Michael Fordham on Jung’s con- 
tribution to social psychiatry, a paper by Dr. 
Bierer on the validity of psychiatric diag- 
nostics, one by Carl Rogers o: personality 
change in psychotherapy, and other contri- 
butions. 

The Journal is published by the Avenue 
Publishing Company; 9 Fellows Road, Lon- 
don, N. W. 3, England, at 5 dollars per 
annum. 
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Cirizens’ Awarp To Dr. RICHARD 
Gnarr.—The superintendent of Monteno 
State Hospital—Illinois’ largest—Dr. Rich- 
ard J. Graff, received a citizens’ award in the 
form of an engraved silver plaque on Oc- 
tober 22, 1955. This award commemorated 
25 years dedicated to the care of the men- 
tally ill in Illinois. 

The occasion was the third annual Volun- 
teer Award gceremonies at Monteno State 
Hospital when 147 members of the Volün- 
teer Services Program and representatives 
of 5e volunteer groyps were cited for meri- 
torjous service to patients during the past, 
year. 7 


Satmon Lecrures 1955. Psychiatric 
Education and Progress“ was the subject of 
the 1955 Thomas William Salmon lectures. 
Dr. John C. Whitehorn, Director of the de- 
partment of psychiatry and professor of psy- 
chiatry at Johns Hopkins University, de- 
livered the lectures Wednesday afternoon 
and evening, November 30, at Hosack Hall 
of the New York Academy of Medicine in 
New York City. It is expected that the lec- 
tures will be published later. 


CENTRALIZED AFTERCARE New York 
AmREA.—Commissioner Paul Hoch has an- 
nounced the opening of the third of 4 cen- 
tralized clinics designed to provide aftercare 
for mental patients from the New York City 
area. The new clinic is located at 150-11 
Fillside Avenue, Jamaica, Long Island. 

The clinics are operated under the depart- 
ment’s reorganized aftercare clinic program 
which provides psychiatric and social serv- 
ices to patients on convalescent care from 
state mental institutions residing in the met- 
ropolitan area.e The other clinics are located 
at 105 Schermerhorn St., Brooklyn, and 
1910 Arthur Ave., Bronx. An existing clinic 
in Manhattan is to be expanded and con- 
verted to the new system at a later date. 

The new aftercare frogram in the metro- 
politan areaewill prevent duplication of serv- 
ices and make more effective use of the 
psychiatric social services. The clinics re- 
place those formerly conducted by individual 
state institutions. All patients released from 
the mental hospitals are placed on conval¢s- 
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cent care for periodic follow-up until they 
are ready for final discharge. 

Dr. Donald M. Carmichael is director of 
the department’s aftercare program. 


Tue NATIONAL INSTITUTE of MENTAL 
HEALTH. -U. S. Public Health Service has 
announced December 15, 1955, as the closing 
date for the year beginning July 1, 1956, for 
filing applications for grants under the Na- 
tional Mental Health Act in support of 
training programs in psychiatry, clinical 
psychology, psychiatric social work, and psy- 
ehiatric nursing. Applications may also be 
made by university training centers for the 
support of career teacher programs for the 
preparation of teaching personnel in the 
mental health disciplines. 

The deadline date for filing applications 
for the support of pilot and evaluation 
studies proposing new method of teaching, 
or evaluati$n of teaching and training meth- 
ods in the mental health disciplines, is Janu- 
ary I5, 1956. 

Information and application forms may 
be obtained from the Chief, Training and 
Standards Branch, National Institute of 
Mental Health, Bethesda 14, Maryland. 


Renard Hos PTTAL New Unir.—Formal 
dedication ceremonies of Renard Hospital, 
psychiatric unit of Washington University- 
Barnes Medical Center in St. Louis, were 
held October 10 and 11, 1955, in conjunction 
with a scientific program dealing with the 
theory, etiology, and treatment of the psy- 
choses. 

Renard Hospital is a 7-story, 98 bed addi- 
tion to the Barnes Medical Center which was 
begun in 1952. It will provide space for 
clinical practice quarters and research fa- 
cilities for further studies in the field of 
mental illness. Funds for the construction of 
the hospital were contributed by the late 
Mr. and Mrs, Wallace Renard of St. Louis, 
and from the Missouri Department of 
Health and Welfare. € n 

INEUROPSYCHIATRIC SOCIETY OF VIRGINIA. 
—Dr. R. W. Gafnett, Jr., was elected presi- 
Ent of the society at the June 22, 1955, 
meeting held in Radford, Virginia. New 
vice-president is Dr. George S. Fultz, Jr., 


€ P 


« 


474 


NEWS AND NOTES 


[Dec. 


and Dr. Thomas F. Coates, Jr., secretary- 
treasurer. Drs. W. D. Buxton and Howard 
R. Myers were elected to the Executive 
Committee. 


NATIONAL ACADEMY OF Sciences RE- 
SEARCH GRANTS.—Applications are being 
accepted by the medical division of the Na- 
tional Academy of Sciences for grants-in- 
aid of research in 3 specialized fields: alco- 
holism, sex, and drug addiction. Further de- 
tails and application blanks may be obtained 
by writing to the Division of Medical Sci- 


in the United States. Dr. Kris, who holds 
the degree of M. A. in sociology, is one of 
the few medical doctors who have pioneered 
in combining the fields of psychiatry and so- 
ciology.. She has been on the staff of the 
Pilgrim State Hospital for the last 13 years. 


DeatH oF Dr. SrEcrRIED. BLOCK. — The 
neurologist and psychiatrist Siegfried Blóck 
died at Montefiore Hospital, Ne Y., October 
18, 1955, at the age of 73. Well known as a 
criminal and civil trial psychiatric expert, 
Dr. Block was born in Berne, Switzerland, 


ences, National Academy of Sciences—Na- sand came to the United States in 1905. «He 


tional Research Council, 2101 Constitution 
Avenue, N. W., Washington 25, D. C. 


Soca, Psycuiatry, N. Y. State DE- 
PARTMENT OF MENTAL, HyGIENE.—Else 
Kris, M. D., of the department of sociology, 
Adelphi College, in Garden City, has been 
appointed research scientist in ‘social psy- 
chiatry by the New York State Department 
of Mental Hygiene. 

Commissioner Paul Hoch states that this 
is the first post of its kind to be established 


* received his M. D. from the Long Island 


Medical College and later served as chief of 
the neuropsychiatric department in that col- 
lege. A former coffsultant for the New York 
City Board of Education, the Court of Spe- 
cial Sessions, and the Army, Dr. Block was 
an early advocate of children's courts and 
one of the originators of these tribunals un- 
der Mayor John F, Hylan. 

Dr. Block is survived by a brother, Max, 
and a sister, Mrs. Louis B. McLoughlin of 
Brooklyn. 


“WHAT'S PAST IS PROLOGUE” 


On the pedestal under a female figure in front of the National Archives Building [in 
Washington] you will find the phrase, “What’s past is prologue,” from The Tempest. * 


80 if we are wise, to a maturer national life, 
frightened by a ventriloquist masquerading 


better than either existence or co-existen 
comes a function of the spirit of man, n 


that the prologue is no further part of the 


chives building for the dead past to bury its 
the present how to be wiser, saner, humbler 
are and where we are going, we must know 


The past is prologue, or can be made 
a stabler world, and, unless we wish to be 
as perpetual present tense, to spmething 


ce—and that is a world in which security be- 
ot of the spirit of anxiety, 


Howard Mumrorp Jones . 
Harvard University 
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BOOK REVIEWS 


TREATMENT OF MENTAL Disorper. By Leo Alexan- 
der, M.D. Saunders, 1953. (Philadelphia and 
London: Price: $10.00.) 


Since this book was published, two years ago, it 
has®enjoyed wide circulation and now gives promise 
of having a stil, wider audience, as a Spanish trans- 
lation is in press, a French translation under way, 
and a German translation is contemplated. The 
reason is that this book is absolutely unique in the 
presefitation of its material and its point of view. 
The author isea man of the most broad experience 
as a psychiatrist, practitioner, and investigator. His 
background is international: born and trainéd in 
Vienna, he took postgraduate work in Frankfurt 
on Main (where he was associated with Karl 
Kleist) then he went to Pefing as a member of 
the faculty of the Rockefeller-supported Peking 
Union Medical College. Since 1934 he has worked 
and taught in Boston specializing in the treatment 
of'diseases of the nervous system and research into 
the causes and manifestations of nervous and men- 
tal diseases, During World War II he served in 
the Army of the United States for 4 years, in the 
Medical Corps, in the ETO. For one year he 
served as special consultant to the Secretary of 
War, assisting General Telford Taylor prepare for 
trial and prosecute the Nazi criminal doctors, a 
separate story in itself which has been documented 
in the famous book Doctors of Infamy. All this 
experience has been assimilated, and digested in 
this present volume's 21 meaty chapters. The book 
is packed with information and inspiration because 
Dr. Alexander as a psychiatrist is enthusiastic as 
well as objective. His observations are based on 
broad clinical principles and his conclusions support 
them. 

This is a practical, clinical book. It is designed 
t- emphasize the flexible and the interrelated use of 
the entire spectrum of proven therapeutic methods, 
ranging from dynamic psychotherapy through the 
pharmacological and the shock therapies, to psycho- 
surgery. It is aimed at counteracting psychiatric 
isolationism, and the unfortunate splitting into op- 
posing factions in psychiatric thefapy whereby 
many ingenious therapists limit themselves to one 
therapeutic approach, neglecting others which, al- 
though empirically useful, may vary in a “doc- 
trinaire" way from their theoretical leanings. Dr. 
Alexander emphasizes the need to apply fully all 
current discoveries. He also stresses the necessity 
of searching for new ones. He believes that many 
psychiatric patients now in hospital could be helped 
toward recovery if only all established therapeutic 
discoveries were consistently applied. 

His basic thesis is that mental diseases are psy- 
chosomatic illness of the brain. He believes, there- 
fore, that they must Be treated by a cdmbination 
and/or a succession of physical and psychological 
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measures. Physical treatment, promptly adminis- 
tered, is recommended for the relief of the overt 
psychotic manifestations of mental illness—that 
secondary disruption of the personality which may 
be due to an actual disturbance of brain function- 
ing on the physiological level (as indicated, for in- 
stance, by the epinephrine-mecholyn test—Funken- 
stein Test—which this book has introduced into the 
routine diagnostic armamentarium of the practicing 
psychiatrist). Psychotherapy, on the other hand 
is recommended for the relief of the primary 


€ &nxiety arising from stress-provoking situations 
c and personality trends, such as perfectionistic as- 


pirations, demands, and unrealistic self-images, and 
from the resulting conflict-laden issues that pre- 
cipitated the psychotic reaction, but which generally 
cannot be dealt with while the psychotic process is 
still active. 

His basic thesis of the psychosomatic nature of 
mental illness is strongly supported by the new and 
very exciting research findings accumulating with 
increasing rapidity in the 2 years since publication 
of this book. This fact bears testimony to the for- 
ward-looking quality of scientific perceptiveness 
and clinical insight, with which this book is filled. 
It might even be said that Dr. Alexander has in 
this respect a distinctive priority in that he foresaw 
and boldly indicated a trend that is now assuming 
significance in that it is enabling psychiatry to em- 
bark upon new territory of demonstrable knowledge 
and efficacy, 

Dr. Alexander is not dogmatic, He is eclectic 
and empirical in a constructive way. He is aware 
that while we do not know the precise way in 
which the presently available physical treatments 
(some of which might better be called cerebral or 
cerebrotropic treatments), and for which he gives 
precise, clear, and helpful directions, interfere with 
the pathophysiological processes that may be active 
in mental illness, he believes that we are neverthe- 
less justified in assuming that convulsive electro- 
shock, for instance, may modify the synaptic ar- 
rangements of the brain in the direction of lessened 
excitability; while nonconvulsive electric stimula- 
tion probably brings about facilitation and further 
“recruitment” (as described originally by Professor 
Alexander Forbes). Insulin has a profound in- 
fluence upon a variety of enzyme systems, while it 
and other drugs relieve epinephrine-precipitable 
anxiety. 

He reminds us thet we must, however, remain 
aware of the fact that at almost all tifnes, excep? 
perhaps at the.extremes of minimal or maximal de- 
grees of involvement, there are continuous recipro- 
cal relationships among all levels of physical and 
psychological func oning of the 8 000 system. 
Psychological states affect the physical state of the 
nervous system probably through the medium of 
excitation and inhibition. Conversely, alterations in 
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the physical state of the central nervous system 
bring about marked changes in the psychological 
state, changes which in treatment make new areas 
of thought and emotion accessible and pose new in- 
dications for further psychotherapeutic action. An 
excellent chapter describes plainly this integrated 
treatment. 

This book will be helpful to psychiatrists of all 
degrees of expertness, ranging from the student in 
training to the experienced clinician and inde- 
pendent investigator, as well as to the general physi- 
cian who must treat many emotional and mental ill- 
nesses himself and who assumes responsibility for 
the effective referral of others, and to the psychi- 
atric nurse, whose role is dealt with in a special 
chapter. This book has Oslerian qualities and will 
be read and referred to for a long time. » 

Merritt Moore, M.D.’ ^ 
Boston, Mass. 


AN INTRODUCTION 10 PnysicAL MerHops OF 
TREATMENT IN PsycutatRY: Third Edition. By 
William Sargant, M. A., M. B. (Cantab), 
F.R.C.P. and Eliot Slater, M. 4, M.D. 
(Cantab), F.R.C.P. (Edinburgh and London: 
E. &. S. Livingston Ltd, 1984. Price: $390.) 


It is now ten years since this book was first 
published. What was then a mere trickle of litera- 
ture on the subject has now become a torrent.” In 
these words the authors indicate the vigorous trend 
in recent years toward physical and physiological 
means of treatment of psychiatric disorders, This 
does not mean that Psychotherapy is neglected, al- 
though somewhat demoted from the exalted posi- 
tion sometimes ‘assigned to it. It may be said that 
the book presents a wholesome balance between 
Physiological and psychological therapies in the in- 
terests of a comprehensive treatment program. The 
merit of the book is that it is based essentially upon 
the authors' own experience; and their guiding 
principle is to keep psychiatry firmly bedded in the 
field of general medicine, 

“A rational therapy is directed to the halting of 
the disease process (if it exists), to the elimination 
of the specific pathogenic factors (if they are 
known and accessible), to the fortifying of the 
bodily and mental constitution, and to the educa- 
tion of the patient in the way to deal with such 
unavoidable stresses and Symptoms as will have 
to be met with in the future" The only intolerance 
the authors express is the intolerance of "rigidly 
dogmatic schools," They also deal ungently with 
extreme views such as Rosen’s claim of nearly 
100% „recoveries of schizophrenics treated by his 
analytic methods. “These results have not been 
confirmed by any independent” worker, . . It can- 
now be too forcibly emphasized that, until it is con- 
firmed that psychoanalysis can produce in early 
cases results comparable with those produced by in- 
sulin, such, 4 suggestion [analysis without use of 
insulin] is open to the strongest criticism.” 

The whole range of physical therapies, their im 
dications, limitations, and application, their com- 
bination with Psychotherapy, is covered in this 
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convenient manual Beginning with the insulin 
treatment of schizophrenia (55° pp.) the authors 
deal in successive chapters with convulsion therapy, 
chemical sedation and stimulation, continuous sleep 
treatment, the use of drugs itl psychotherapy, diet, 
vitamins and endocrines, prefrontal leucotomy, 
treatment of general paralysis and of alcoholic ad- 
diction. A chapter on the treatment of the epi- 
lepsies by Dennis Hill is also included. 

It is a satisfaction to read this book. It is writ- 
ten in clear and concise English without meta- 
physical polysyllabic diction. The various pro- 
cedures described are assessed critically and their 
relative usefulness estimated. It is a good guide for 
the clinical psychiatrist. It shows that physio- 
logical methods are developing at an unprecedented 
rate and in a measure at the expense of psygho- 
therapy, although the importance of the latter is 
also ‘clearly indicated. The purpose is to organize 
treatment in a systematic way, fitting in each pro- 
cedure where it can do the most good, keeping in 
mind what in each case treatment may be able to 
do and what it cannot do. 

The usefulness of Sargant and Slater's handbook 
is indicated by the fact that it has also been issued 
in Swedish, Spanish, German, and French editions. 
It is provided with an extensive bibliography and 
a full index. 

BF. 


PSYCHIATRIE CLINIQUE ET THERAPEUTIOUE DE L’EN- 
CYCLOPEDIC ~Mepico-Crmuroicare. Edited by 
Henri Ey. (Paris: Sponsored by L’Evolution 
Psychiatrique, 1955.) 


This work is not monumental; it is mountainous. 
It consists of 3 huge loose-leaf volumes, quarto 
format, weighing together 28 pounds and contain- 
ing 1,800 pages. It forms a segment of a general 
encyclopaedia of medicine and surgery comprising 
27 sections (number of yolumes in each of the other 
26 sections not indicated). 

This section, including contributions by a great 
number of authors has been put together under the 
distinguished direction of Henri Ey who has also 
contributed a number of articles. 

Volume I contains an extended introduction by 
Dr. Ey presenting the history and evolution of 
psychiatric concepts, followed by chapters on brain 
Pathology, symptomatology, diagnostic methods, 
Psychotic types and other general topics by numer- 
ous authors. 5 

Volume II takes up the neuroses, psychosomatic 
medicine, and conditions due to various affections 
and organic changes in the brain. There is also a 
chapter on endogenic and exogenic factors in psy- 
chiatry. 2 

Volume III has chapters on socio-psychiatric and 
Psychiatric treatment. Every form vi treatment is 
dealt with in great detail. The two major 
divisions are psychotherapy and physiotherapy, the 
latter being given about twice as much space as the 
former. „ j 

Although the text is in French the content rep- 
resents work being done throughout the world. 
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A supplement titled Work Psychiatry is included. the feeling of 


Herein are statements of doctrinal trends by rep- 
resentatives of 13 leading countries. 

The general plan of this magnificent work is well 
summed up in an editorial comment: “Herewith is 
presented for the first time a psychiatric ‘encyclo- 
paedia’ in the French language—but drawing its 
information from the literature of the world— 
where the physician will find clear and precise 
clinical and therapeutic expositions, while the 
spetialist will find detailed reviews of the most re- 
cent work based on the most comprehensive bibli- 
ography." 4 

"The purpose is to issue supplementary or renewal 
pages from time to time to keep the encyclopedia up 
to date. . * 

Two many-rolumed handbooks (Aschaffeuburg's 
and Bumke’s) appeared in Germany early in the 
century, but this de luxe set is surely the event of 
the. mid-century. The binding is cream-colored, 
gorgeously stamped in gold. The 2-column pages 
measured 11 x 124 inches. By rough estimate the 
total text would fill at least 13 conventional 400- 
page octavos. The reviewer did not find stated the 
price of this work, and is afraid to hazard a guess. 

P . F. 


Denu or Intness. By Edwin A. Weinstein, M. D. 
and Robert L. Kahn, Ph.D. (Springfield: 
Charles C. Thomas, 1955. Price: $4.75.) 


This book is of interest to every one who is 
studying and practicing medicine. It treats of an 
important but generally ignored public health prob- 
lem, namely, the common tendency to arrogate to 
oneself a level of personal health which does not 
actually obtain. As Seneca observed, a first step 
in healing begins with the awareness of the exis- 
tence of illness. 

Doctors Weinstein and Kahn call attention to 
the unexpectedly high incidence of the denial of ill- 
ness, specifically as it finds expression in ignoring 
manifest signs and symptoms of organic dysfunc- 
Ton. The authors use the term anosognosia “to de- 
note both explicit denial and unawareness" of dis- 
ordered health, the patient living out "a hedonic 
system of belief where what gives relief or satis- 
faction in ‘true’ and what causes unhappiness is 
false." 

The implications in this report are of the greatest 
health significance, signaling-the need for investi- 
gation of the full meaning of health. This area of 
research promises a rich yield of findings essential 
for the comprehensive view of human individuality. 
As Thoreau observed, “I know of no more en- 
couraging fact than the unquestionable ability of a 
man to elevate his life by a conscious endeavor.” 

The most forceful kind of health attitude de- 
velops in fafüily living. There the conscious self 
of the individual has its first chance to develop. A 
parent who denies the existence of illness in his 
child provides a variation of anosognosia of serious 
consequence. The child quickly comes "tr the con- 
clusion that his parent is unable to tolerate illness. 
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“something wrong”) about being ill 
to guilt about being “found out” ill is a show of 
shifting mental power which needs to be seen most 
clearly so that responsibility for dysfunction may be 
most beneficially fixed. i 

Although for the most part the authors have used 
data provided by the natural occurrence of illness, 
they have also included a chapter on the experi- 
mental production of anosognosia. At the end of 
the text are two “tables” presenting in condensed 
form pertinent data—clinical, neurological, patho- 
logical, and behavioral—in cases with (1) explicit 
and (2) implicit denial of illness. There is also a 
helpful list of references and a practical index. 

In brief, this little book packs a great wallop. 
One finishes reading it with a feeling of apprecia- 
and at the same time a wish for further de- 
velopment of its theme. The reviewer hopes that 
Dr. Weinstein and Dr. Kahn are regarding this 
report as the first one, to be followed by further 
publications similarly turning to healthy account 
the human capacity to make unconscious the un- 
bearable vicissitudes of living. The authors have 
apparently recognized the constructive, life-affirm- 
ing, meaning in illness, as representing an indica- 
tion that the patents recovery of his health re- 
quires a change in his way of living. Each author 
has observed an alarming frequency with which 
the signs and symptoms of illness are disregarded, 
hence not feared, so that the beneficial meanings of 
illness can not be incorporated into the wisdom of 
living. 

Joun M. Dorsey, M. D., 
Wayne University College of Medicine 


Tue Tuerargutic CO Nr. By Maxwell 
Jones, M.D., and Associates. (New York: 
1953. Price: $3.50.) Basic Books. 


On the dust jacket one reads, “In a world which 
has no prospect of enough psychiatrists to give in- 
dividual treatment to the maladjusted, it is en- 
couraging to reckon that the methods reported in 
‘The Therapeutic Community promise to permit 
a psychiatrist to serve about twenty times as many 
persons as he could carry through psychoanalysis.” 
After this fanfare with its familiar ring, the 
hardened reader then settles down with the ex- 
pectation that this will be just one more book on 
group therapy. But one quickly finds out that it is 
nothing of the sort, but a fresh and indepexdént 
therapeutic venture. Although group therapy is an 
important part of the program, one could perhaps 
best describe the neurosis center which was es- 
tablished at Belmont Hospital as a therapeutic cul- 
ture, an entire culture organized around the single 
purpose of fostering healthy personalities. In a 
word, psychotherapeutic advantage is taken of «ihe 
fact that man is a social animal. At least one mem- 
ber of the staff was a sociologist and one fifids 
throughout the boc: an analysis of and-sensitivity 
to group dynamics. Meny will feel that this is & 
Svelcome relief from the pernicious anthropology of 
some “dynamically orientéd” teaching centers where 


The child's subsequent displacement of guilt Ce. man is envisioned as a sort of isolated grub, locked 
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up in his wax cell, enmeshed in a tissue of in- 
cestuous, or pre- or post-incestuous child-parent- 
sibling relationships. 

Such sociological leavening as one finds at Bel- 
mont calls for much attention to social structure 
within the therapeutic unit and to the opening up 
of free communication between patient, nurse, and 
psychiatrist. It was fortunate for Dr. Jones' unit 
that it had the support of certain departments of 
the British Government who were interested in 
rehabilitating that modern descendent of the 
"sturdy beggar" of Elizabethan times, the hard 
core of the chronically unemployable. All members 
of the hospital population were well known clinic 
mongers and diagnostically comprised "inadequate 
and aggressive psychopaths, schizoid personalities, 


early schizophrenics and the chronic forms of o itself. 


psychoneurosis" (p. 26). 

The first half of the book deals with the staff 
and organization of the unit, and embraces such 
matters as daily routines, realistic workshops (the 
rug and basket making so dear to O.T. depart- 
ments was quickly discarded), special testing, so- 
cial work, staff conferences, and discussion groups. 
In judging any therapy, it is important to ascer- 
tain the writer's concept of neuroxs. this work, 
neurotic illness is understood as relating to “emo- 
tional difficulties, conscious or unconscious, which 
result in an inability on the part of the individual 
to meet the needs of the environment, or to make 
adjustments sufficient to maintain an adequate 
functionary efficiency" (p. 54). Many will disagree. 
But possibly this is the sort of definition one would 
expect where the goal is to do things, where the 
therapeutic emphasis is extravert and not directed 
inward, in short, where there is no question of wis- 
dom, that is, the establishment of a meaningful and 
satisfying relationship to life and to one's fellow 
man, 

'The final observations of one of Dr. Jones' col- 
leagues is worth quoting. "In conclusion it seemed 
to me personally . . . that there was in most areas 
[London] a real paucity of group life; mainly due, 
I felt, to the fact that in many cases there was 
no real geographical cohesion and no focal point 
on which the inhabitants could center their emo- 
tions, . . . Problems which arise within a group or 
small community are nowadays solved outside the 
group. The juvenile delinquent, who is a product of 
a vwtain group.. is helped by the Probation 
Officer, who in all cases stands outside the group 
unit... . With the lessening of individual re- 
sponsibility of one member in a group to another, 
plus the increased responsibility of the State in the 
functioning of the normal family, there has been a 
gecline in 4he individual awareness of the role re- 

quited of each group member and their relation- 

ships to'one another. This has led to disintegration 
of the group and thereby the support given by the 
group to tde· individual has dis@ppeared” (p. 106). 
The second half of the Bdok deals with psycho- 


dynamic concepts and explores what happens to pd 
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tients, for good or worse, in such a therapeutic 
community. Large sections of verbatim reports of 
group sessions will be found especially valuable. 
The final chapters contain an impressive statistical 
analysis of the excellent results obtained. 
Hiram K. Jounson, M. D., 
Orangeburg, N.Y. 


Basic Prosuems iN Psycuuatry. Edited by Joseph. 
Wortis, M. D. (New York: Grune & Stratton, 
1953. Price: $5.00.) 


his 186-page volume contains 2 series of lec- 
tures given at the opening of a division of pediatric 
psychiatry in the Jewish Hospital of Brooklyn 
under theesame general title as that of the*book 
The participants were Begjamin Rasa- 
a manick, M. D., W. Horsley Gantt, M. D., Herbert 
C. Birch, Ph. D., Cynthia P. Deutsch, Ph, D., Paul 
H. Hoch, M.D., Irving Bieber, M.D., and Dr. 
Wortis himself, who gives an introduction and a 
summation of the various topics covered by the 
lecturers. “It seemed timely,” writes Dr. Wortis, 
“to introduce to the hospital staff and community 
physicians, some of the current thinking of psy- 
chologists and psychiatrists on basic problems *in 
the broad area of psychiatry, and to do it in a way 
which would provoke thoughtful and fruitful dis- 
cussion." Á 

Dr. Pasamanick opens the series with a clear pic- 
ture of the broad scope which psychiatry envisages 
and our present restricted field of thinking with re- 
gard to mental illness. "Psychiatry," he states, 
"will have enough to do for many decades in the 
scientific establishment of precise limits to it's po- 
tentialities for therapy and for prevention, an era 
upon which it is only barely entered." Dr. Gantt 
discusses the physiological basis of psychiatry, de- 
scribing modification of Pavlovian methodology as 
aids in differentiating and evaluating the psychiatric 
patient, particularly with regard to psychogenic and 
organic illness. Drs. Birch and Deutsch present 
some of the psychological aspects and areas in 
which there has been and will continue to be strong 
controversy. Dr. Paul Hoch does a nice chapter 
on "Schools of Psychiatry," emphasizing how dif- 
ficult it is to clearly evaluate results of current 
theories of psychodynamics and of different forms 
of psychotherapies, and of how important will be 
the efforts dirécfed toward further research in both 
areas. Dr. Bieber closes the serigs with a résumé 
of psychosomatic illness. Dr. Wortis' summary and 
comments are particularly well done. 

The book, a condensed though comprehensive 
survey of current psychiatric thinking, is a useful 
addition to anyone's library. It should, as Dr. 
Wortis suggests, “stir us some useful discussion 
amongst those whose efforts lie in the fields of 
sociology, psychology and particularly" psychiatry.” 
It will also be good reading for the interested gen- 
eral practitioner. 


C. H. McCuatc, M. P., 
è Kingston, Ontaria 
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PHYSIOLOGICAL FOUNDATIONS OF NEUROLOGY AND 
Psycuiatry. By E. Gellhorn. (Minneapolis: 
University of Minnesota Press, 1953.) 


In an age when avs of us prefer to forget that 
physiological factors play a part in human thought 
and behavior, it is most refreshing to come across 
this book. Attractively printed and bound, it con- 
tains 486 pages and includes reference to 1,263 
publishéd works. About roo of these refer to the 
aufhor's research conducted over a period of (it 
least 34 years., Like many excellent books this gne 
wears well lile a gradually ripening friendship. 
At first contact there may be some difficulty but 
with time one finds increasing reason for con- 
tinuipg the relationship. I have had thig book well 
oveg a year and have fead it several times. Each 
reffng pro as interesting as the first, and“ 
I find new information most useful in the práctice 
of research psychiatry. 

'fhe author carefully constructs a physiological 
foundation for neurology and psychiatry. The 
stones, bricks, and mortar are the neurophysiological 
data that have slowly accumulated over the years. 
The foundation may be somewhat insecure since 
many vital brícks have not yet been found and it 
lacks many of the psychological bricks already 
made. In spite of these defects it will weather 
many storms. The psychological bricks are not 
built in by design, not because they are insubstantial 
and built of straw, but because a neurophysiologist 
might not build them adequately into the foundation. 
Just as Freud refused to incorporate physiological 
and biochemical theory into his psychological one, 
because in his day they were weak, so might a 
physiologist of today refuse to build psychological 
theory into a physiological structure. 

The organization of the book follows the con- 
cept that there is unity in nature (Fremonth-Smith, 
Josiah Macy Jr. Foundation Meeting, May 25-27, 
1955). It is assumed that knowledge of the neuro- 
physiology of the simpler elements of the central 
nervous system will increase our understanding of 
the whole structure. In the first section Dr. Gell- 
horn describes the energy relationships of neurones 
and how they respond to stimuli. Factors dis- 
cussed include oxygenation, glucose, various ions 
and hormones. In the second section 'the motoric as- 
pects of neurophysiology are considered. Move- 
ments are analyzed, beginning witht the simple nor- 
mal movements continuing with the simple abnor- 
mal, and finally ffeating the complicated abnormal. 
The role of chemical convulsants is described in- 
cluding acetyl choline and its destructive enzyme 
esterase, anoxia, hypoglycemia, and some experi- 
mental convulsants. This type of survey is funda- 
mental to research into gonvulsions. If nature is 
unitary it is logical.to search for that defect in 
cellular functoif'or organization which induces con- 
vulsions. One may look Mor a series of apparently 
unrelated phenomena wich have a final common 
pathway in the convulsign or one may look for a 

group of similar substances that play infyethe same 
pathway. The latter metlfod perhaps is more re- 
fined and may yield valuable information more 
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readily. At the moment there does not appear to 
be a convulsant chemical nucleus. 

In part 3 the author introduces the reader to the 
neurophysiological aspects of consciousness. This 
is not as complete as the recent publication Brain 
Mechanisms and Consciousness (J. F. Delafresnaye, 
Springfield; C. C. Thomas, 1954) but is an excel- 
lent introduction. The relationship of consciousness 
to electroencephalographic change is well described. 
It is shown that both vary with the level of 
oxygenation of cerebral blood. However, on page 
225 the author refers to Lovett Doust’s work as 
proving that physiological variations in the state of 
oxygenation seem to be related to the state of 
consciousness. This is easy to believe, but is not 
proven by the work referred to. Lovett Doust re- 


Sorted that there was a relationship between states 


of consciousness and peripheral reduction time, but 
the evidence that this reduction time is due to de- 
creased levels of oxygen in the blood is very 
tenuous, 

The neuro-endocrinological aspects of the au- 
tonomic nervous system are described in the next 
section and it is shown how useful is the eye as an 
indicator of autófiomic activity. The author em- 
phasizes tha& the sympathetic and parasympathetic 
branches of the autonomic nervous system are not 
antagonistic but are synergistic. This will perhaps 
dispel the notion that there is a constant struggle 
between the two arms of the system, one competing 
against the other. Each branch contains its regula- 
tor. Thus the secretion of sympathin decreases the 
reactivity of the sympathetic nervous system and 
thus decreases the production of sympathin. There 
is a useful re-emphasis of the role of the autonomic 
nervous system centrally. 

The modern concept of homeostasis, how it ‘is 
achieved and maintained, is discussed in part 5. 
The effect of conditioning upon homeostatic function 
is well described. The last part contains the sum- 
mation of the structure or foundation. Here Dr. 
Gellhorn attempts to find a rationale for the therapies 
that have been most successful in psychiatry. The 
physiological structure may help us to understand 
the pathophysiology of mental disease, especially of 
the schizophrenias. Perhaps physiological indica- 
tions for treatment may be available to us. The 
Funkenstein mecholyl test is carefully reviewed and 
reinterpreted from the point of view of central au- 
tonomic activity. After the injection of mechglyL-- . 
there is a rapid drop in blood pressure. The“cen- 
tral autonomic system immediately attempts to re- 
store normal pressure. It may be successful; it may 
fail to react quickly enough and leave the pressure 
low; os it may overreact and produce a final pres- 
sure higher than the initial one. According to 
Funkenstein, @nly those subjects respogd to ECTe 8 
who show a sluggish reactivity, i.e., the hyporeãc- 
tors. Dr. Gellhorn has shown that excifing the e 
central nervous system, e.g. with Benzedrine, pro- 
duces a hyper-respÉnse with mecholyh whereas a, 
destructive lesion in, fff hypothalamic area pro- 
faces a hypo- reactive cugye. It thus appearg that 
ECT activates the central nervous system. This 
may be the rationale for the use of ECTylt ought 
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n j 
therefore to be used only for the treatment of the bad“ by his parents or other adults is really only 


‘hypo-reactors. It also follows that it ought not be 
used for hyper- or normal reactors, I have ob- 
served several instances where schizophrenics with 
hyper-reactive curves were clinically much worse 
after ECT. Dr. Gellhorn further suggests that car- 
bon dioxide in adequate concentration may reduce 
activity and would therefore be indicated for the 

» hyper-reactive group. The evidence that this gas 
is useful is not complete, perhaps because autonomic 
testing was not used as ay indication, It is im- 
portant to test this hypothesis. 

This work by Funkenstein and its re-examination 
by Gellhorn is one of the first attempts to develop 
physiological prognostic tests for psychiatric treat- 

ment. The difficulty, of course, is that in our pre- 
occupation with multiple causation and the whole. 


eagerness to learn about the things he does not 
know. Infantile exploration of the genitalia aud 
body functions, for instance, į} not accepted as a 
part of the development of child, but in terms 
of adult standards of what is considered proper or 
improper. Pressure by the adult upon the child to 
abandon the quest for information about his body 
does not stop his curiosity about his body, and 


eventually about sex, but can force him to do his 


e.perimentation in secret. He learns that nothing 
ope a on such exaggerated behavior on the part 


of ‘the adult as does his touching his “forbidden 


area.” Recognition cf the parts of his face, hands, 
and feet brings smiles of approval but an attempt 
to recognize the covered portion of his body bgings 
him nothing but frowns, threats, and even mo 


person in the whole environment we lose sight of "punishment. 


the most important. therapeutic principle in medi- à 


cine: the treatment of the most modifiable factor. 


Later, the child learns that his parents indulge in 
“unspeakable” practices which can result in the birth 


No one will argue that a sliver in one's finger is *of a child. If a child is born of this union, he 


not of multiple etiology. Equally no one will deny 
that the simplest thing to do is remove the sliver. 
Thus with mental diseases, even though they are 
multiply caused, one maneuver ralated to the cen- 
tral autonomic nervous system restgres homeostasis. 
This may be difficult for some psychotherapists to 
accept. In our profession we have acquired “holy” 
concepts which we have repeated by rote until like 

the conditioned reflex they are produced with mini- 
mum provocation. One of these is that every men- 

tally ill person must be improved by psychotherapy. 

The mecholyl work denies this principle and in turn 

indicates that some people may be improved by 

psychotherapy, but that others are improved in- 

finitely more by physiological treatment, and, for 

example, ECT is not an adjunct to psychotherapy 

(to improve the relationship), but that it may be 

that psychotherapy is an adjunct to other therapy. 
Dr. Gellhorn has achieved his hope that "vision 

is as necessary an element in scientific research as 

is the carefully controlled experiment." I hope that 

T. 


many will read this book. 8 Pos 
AH H. D. M. D., 
Saskatoon, Sask. 


ALL THE SEXES. By George W. ary M.D. 
(New York: Rinehart, 1955. Price: $7.50.) 


oun. ad shows concern or understanding. 
tor ese mam people who suffer from sexual devia- 
tion, eyer gh a particular maladjustment may 
be a direct outcome of society's attempt to force 
sexual behavior into artificial, man-made mores 
rather than basing the code behavior upon nature's 
demands, The infant is not born a "little vage“ 
s he is so frequently described; he is porn unknow- 
ing —a receptive field for the material which is 
1 thrust spon him daily. Much which is regard. 


s>. 


is told he must lovesthis child; it is his brother 
or his sister. He knows that the child is the product 
of sexual intercourse between the parents and that 
the parts of the body employed are those which he 
has been taught to regard as “untouchable.” s 

Still later he learns that these organs are a source 
of pleasure. He is given to understand ‘that when he 
is physically mature and can support a wife he may 
marry and have satisfying sex relations. However, 
if the intimacies with the opposite sex are not 
pleasurable as a result of the fears and anxieties 
inculcated by the misguided parents during the 
youngster's most impressionable years and he seeks 
an unconyentional outlet, he is the butt of rude 
jokes, is treated to ridicule, ostracism, and even im- 
prisonment. Many parents object to children receiv- 
ing information about sex in schools; but it is not 
uncommon for the children to discuss homosexuality 
and other variants among themselves. Their.source 
for information? The many sensational books which 
are a part of a flourishing business which entertains 
the sexually curious. Dr. Henry’s book has been 
written for those of the general public who read to 
gain understanding. It is a book in which the fact? 
are carefully stated. If it is as carefully read, it 
may help alleviate some of the environmental and 
Psychological factors which contribute toward the 
creation of the sexual deviant. To be able to relieve 
a situation we myst first be made aware of the cause 
and if we cannot eradicate the problem, we can at 
least avoid adding to it. We may not be our 
brother's keeper; but if he is well, happy, and work- 
ing constructively, we are not burdened by feelings 
of guilt, remorse, or responsibility, which is«the 
case if he commits the crime we could have pre- 
vented. * á 4 

2 MERIAN GROSSMAN, 

` : „De York City. 
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